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EDITORIAL 


VVE  WILL  BEHAVE,  MR.  O’SULLIVAN 

In  a recent  interview  with  the  Omaha 
World-Herald  Mr.  Eugene  O’Sullivan,  Repre- 
sentative from  the  Second  Congressional  Dis- 
trict in  Nebraska  was  quoted  as  saying  that 
the  Doctors  have  nothing  to  fear  on  the  issue 
of  compulsory  Sickness  Insurance  “if  they 
behave.”  Unfortunately  the  story  failed  to 
I’eveal  what  our  congressman  implied  by  this 
exhortation.  As  stated  in  a previous  editorial 
in  this  Journal  we  have  no  quarrel  with  Mr. 
O’Sullivan  over  his  attitudes  on  any  legisla- 
tive issue  before  the  House  provided  such  at- 
titudes are  the  result  of  careful  analysis  and 
honest  convictions. 

During  his  campaign  for  election  to  office 
Mr.  O’Sullivan  stated  repeatedly  and  plainly 
that  he  was  opposed  to  socialization  of  Amer- 
ican medicine.  In  his  letter  to  the  physicians 
of  his  District  in  October  1949  he  asserted 
that  compulsory  sickness  insurance  is  not 
socialized  medicine  and  therefore  he  was  in 
favor  of  it.  To  prove  ( !)  that  compulsory  in- 
surance is  not  socialism  he  submitted  a pam- 
phlet sponsored  by  the  Committee  on  the 
Nation’s  Health,  an  organization  which  for 
several  years  has  been  trying  vigorously  to 
undermine  private  medical  practice. 

We  wish  to  inform  Mr.  O’Sullivan  that  the 
behavior  pattern  of  American  doctors  has 
been  conditioned  to  freedom,  dignity  and  de- 
corum, strengthened  by  honesty  and  per- 
severance to  render  a good  quality  of  med- 
ical care  without  the  blessing  or  consent  of 
politician  or  bureaucrat.  This  pattern  is  a 
heritage  which  is  as  old  as  humanity  itself. 
We  will  not  exchange  it  for  a scheme  which 
offers  deterioration  and  degradation  as  it  did 
in  other  countries  when  it  became  subservi- 


ent to  government.  To  retain  our  ethical 
standards  we  promise  to  fight  with  all  our 
might  against  every  system  which  in  any 
way  may  interfere  with  the  confidential  re- 
lationship between  the  doctor  and  the  pa- 
tient. 


ANOTHER  TRIAL  BALLOON? 

Testifying  before  the  House-Senate  Eco- 
nomic Committee  in  Washington  on  Decem- 
ber 13,  Mr.  John  L.  Thurston,  Assistant  Fed- 
eral Security  Administrator  stated  that 
three  children  in  every  average  American 
classroom  of  30  pupils  are  destined  to  spend 
part  of  their  lives  in  a mental  hospital.  Rep- 
resentative Rich  (Rep.  Pa.)  called  the  testi- 
mony “one  of  the  most  shocking  statements 
to  be  made  in  the  program  to  socialize  this 
country.”  In  substance  he  charged  that  the 
Truman  administration  is  trying  to  scare  the 
people  into  backing  a compulsory  health  in- 
surance program.  From  the  Associated  Press 
report  we  gather  that  the  hearings  were  held 
in  connection  with  a current  Congressional 
study  of  low-income  families. 

We  are  not  prepared  to  argue  about  the 
statistical  accuracy  of  the  figures  mentioned 
by  Mr.  Thurston.  Whether  or  not  they  are 
admissible  is  beside  the  point  here.  How- 
ever, conscious  as  we  are  of  ESA  attitudes 
toward  the  problems  of  health  and  medical 
care  we  cannot  escape  the  feeling  that  Rep- 
resentative Rich’s  protests  were  justifiable. 
Men  in  public  life  know  or  should  know  that 
the  incidence  of  mental  disease  is  relatively 
high,  and  with  the  stress  and  strain  on  man’s 
nervous  system  in  this  chaotic  age  it  is  not 
likely  to  decrease.  Mr.  Thurston’s  propa- 
ganda technique  rests  on  the  psychological 
premise  that  absurdities  repeated  over  and 
over  again  ultimately  may  be  accepted  as 
fact. 

Mr.  Thurston  is  obviously  sending  up  ideo- 
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logical  trial  balloons  to  see  how  the  mental 
disease  scare  will  impress  the  public  as  an- 
other argument  against  the  prevailing  sys- 
tem of  private  medical  practice.  Perhaps  the 
boys  in  Washington  are  beginning  to  sense 
that  the  old  gag  about  the  doctors’  responsi- 
bility for  selective  service  rejections  has  be- 
come stale,  and  a greater  absurdity  dished 
out  with  greater  frequency  and  more  dra- 
matically may  bring  better  luck.  This  of 
course,  is  mere  speculation  on  our  part. 


WE’LL  MISS  MORRIS  FISHBEIN 

In  his  retirement  as  Editor  of  the  Journal 
of  the  American  Medical  Association  Dr. 
Fishbein  leaves  an  enviable  record  of  achieve- 
ment in  medical  organizational  history. 
For  thirty-seven  years  he  fought  valiantly  in 
behalf  of  culture,  science,  and  dignity  of 
American  medicine  with  the  result  that  the 
American  Medical  Association  and  its  Jour- 
nal have  attained  respect  and  admiration 
throughout  the  world.  His  greatest  enemies 
were  the  quacks,  the  charlatans,  the  cultists, 
and  the  patent-medicine  vendors  all  preying 
on  the  ignorant  and  the  gullible*.  These  para- 
sites he  pursued  with  merciless  exposure  re- 
gardless of  personal  threats  and  public  law 
suits.  His  greatest  adversaries  were  the 
visionaries,  the  politicians  and  the  bureau- 
crats who  even  today  are  trying  desperately 
to  undermine  the  confidence  of  the  American 
people  in  the  American  system  of  medical 
practice.  With  this  group  he  was  never  at 
peace.  His  greatest  critics  were  some  of  his 
own  colleagues  who  for  reasons  of  policy  or 
personality  felt  for  some  time  that  a change 
was  desirable.  Be  that  as  it  may. 

State  Medical  Journals  will  miss  Dr.  Fish- 
bein’s  wise  and  ever-ready  counsel  and  prac- 
tical suggestions  for  progress  in  medical 
journalism. 

To  his  successor  we  extend  a warm  wel- 
come. Dr.  Austin  Smith  comes  well  prepared 
for  the  task,  having  been  associated  with 
Dr.  Fishbein  for  several  years.  We  are  con- 
fident the  Journal  will  maintain  its  high 
standards,  and  that  Dr.  Smith  like  his  pred- 
ecessor, will  strive  for  the  best  in  medical 
journalism. 

Best  Wishes 

for  the 

New  Year 


RESPONSIBILITY 

The  following  was  taken  from  the  edi- 
torial page  of  The  Nebraska  City  News 
Press,  published  by  Mr.  Hyde  Sweet,  one 
of  medicine’s  most  faithful  friends.  This 
editorial  says  much  in  a few  words. 

“After  many  years  the  American  Medi- 
cal Association  has  begun  to  realize  one  or 
two  facts  which  go  directly  against  the  as- 
sociation’s ethics  which  were  written  on 
a stone  some  place  many  centuries  ago  . . . 
that  advertising  was  about  the  lowest 
form  of  contact  with  the  world  possible 
. . . so  now  with  a socialized  medical  pro- 
gram staring  the  nation  in  the  face,  mem- 
bers of  this  organization  have  decided  that 
their  best  contact  is  through  the  newspa- 
pers, magazines  and  radio,  bringing  to  the 
people  of  the  grass  roots  their  message  of 
education  and  enlightenment.  It  is  the 
theory  of  the  association  that  if  they  bring 
to  the  people  the  true  facts  about  such  a 
system,  the  people  will  rebel  against  it. 
This  is  not  only  the  American  Medical  As- 
sociation’s privilege  ...  it  is  the  associa- 
tion’s responsibility.” 


EXTENDED  DATE  FOR  REVISION 
OF  FEE  SCHEDULE 

Your  Planning  Committee  announced  in  the 
September  issue  of  The  Journal  that  prepara- 
tions were  being  made  to  draft  the  final  re- 
vision of  the  Proposed  Fee  Schedule  for  Gov- 
eimmental  Agencies  and  that  any  specialty 
groups  wishing  to  discuss  corrected  fees 
should  contact  the  committee  by  November  15, 

1949.  This  same  information  was  sent  to  the 
head  of  each  group  by  letter. 

The  committee  met  again  Friday  evening, 
November  25th  and  decided  to  grant  an  exten- 
sion of  time  to  all  groups  or  individual  physi- 
cians since  two  of  the  specialty  bodies  had 
asked  for  more  time  to  discuss  their  fees.  The 
“positive  deadline”  was  set  for  Januaiy  15, 

1950. 

Any  specialty  group  or  individual  physician 
wishing  to  consult  with  the  committee  about 
fees  should  notify  the  headquarters  office  by 
the  above  date.  Otherwise,  committee  mem- 
bers stated,  it  will  be  assumed  that  the  fees 
are  satisfactory  to  all  concerned.  It  was 
pointed  out  that  the  January  15th  date  must 
be  “final”  since  much  work  remains  after  all 
fees  are  finally  established. 


1950 


TRESIDENTS  TAGE 


WORLD  MEDICAL  ASSOCIATION 


“To  help  all  peoples  to  attain  the  highest  possible  level  of  health,  to  maintain 
the  honor  of  the  medical  profession,  to  study  and  report  on  the  professional  prob- 
lems which  confront  the  medical  profession  in  the  different  countries,  and  to  pro- 
mote world  peace.” 

These  are  some  of  the  objects  of  the  World  Medical  Association,  and  when 
brought  to  fruition  much  will  have  been  accomplished  toward  uniting  the  physicians 
of  the  world  and  thereby  internationalizing  the  finest  standards  in  medical  service 
for  all  the  peoples.  Since  its  first  meeting  in  September  of  1947  medical  groups 
representing  a majority  of  the  countries  of  the  world  have  become  member  associates 
of  this  organization.  Following  the  last  meeting  of  the  General  Assembly  the  Amer- 
ican delegates  reported  that  the  deliberations  were  harmonious  and  that  construc- 
tive plans  for  the  future  of  the  organization  and  the  development  of  its  purposes 
were  formulated.  The  next  meeting  of  the  General  Assembly,  the  first  to  be  held 
in  the  United  States,  will  convene  in  New  York  City  during  October  1950,  and  all 
physicians  have  been  invited  to  attend. 

The  World  Medical  Association,  to  continue  the  wonderful  work  it  has  initiated, 
must  have  moral  and  financial  support.  Unfortunately  a goodly  number  of  member 
associations  representing  impoverished  nations  are  unable  to  contribute  to  the  gen- 
eral operating  fund.  It  has  been  necessary,  therefore,  for  American  Medicine, 
through  the  American  Medical  Association  and  a comparatively  small  number  of 
individual  subscribers,  to  underwrite  a considerable  portion  of  organization  expense. 
What  the  association  needs  is  thousands  of  individual  physicians  as  active  members. 

Physicians  in  the  United  States  have  been  invited  to  become  members  of  the 
World  Medical  Association,  and  in  some  states  have  responded  wholeheartedly.  Re- 
cently, to  the  embarrassment  of  some  Nebraskans,  it  was  learned  that  but  nine 
members  of  the  Nebraska  State  Medical  Association  are  fellows  of  the  World  Medical 
Association.  In  other  words,  only  ninety  dollars  have  been  contributed  by  the 
physicians  of  Nebraska  to  the  support  of  this  much  needed  worldwide  organization. 
It  is  possible  that  too  little  publicity  has  been  given  to  the  purposes  of  this  organiza- 
tion, but  now  that  the  attention  of  the  members  of  the  Nebraska  State  Medical 
Association  is  being  called  to  the  need  for  members  in  the  World  Medical  Associa- 
tion, it  is  hoped  that  a goodly  number  will  respond. 

Those  desiring  to  become  affiliated  with  the  World  Medical  Association  should 
apply  to  the  Secretary  of  the  Nebraska  State  Medical  Association,  and  at  the  same 
time  forward  a check  for  ten  dollars  to  cover  fellowship  dues  for  1950.  A handsome 
fellowship  certificate  suitable  for  framing  will  be  forwarded  immediately  to  all 
new  members.  Dues  include  a subscription  to  the  World  Medical  Association 
Bulletin,  which  is  published  quarterly. 

It  is  hoped  that  by  February  1,  1950,  our  Secretary  will  be  able  to  forward  en 
masse  a large  number  of  fellowship  dues  to  the  Secretary  General  of  the  World  Med- 
ical Association,  signifying  to  the  officers  of  that  association  that  Nebraska  physi- 
cians are  aware  of  and  sympathetic  with  its  aims  and  purposes. 

Nebraska  physicians  have  been  blessed  by  good  fortune.  Compare  our  lot  with 
that  of  our  colleagues  in  practically  all  other  countries  of  the  world,  and  surely  you 
will  come  to  the  realization  that  good  fortune  is  ours.  Through  no  fault  of  their 
own,  the  progress  of  physicians  in  other  countries  has  not  only  been  curtailed  but 
has  retrogressed  because  of  the  lack  of  opportunity  and  funds,  persecution,  deteri- 
oration of  medical  schools,  inability  to  obtain  current  medical  literature,  and  many 
other  factors. 

To  the  members  of  the  Nebraska  State  Medical  Association  — a happy,  pros- 
perous and  healthful  New  Year,  and  may  you  through  your  ministrations  provide  the 
same  for  your  patients. 

Why  not  help  the  less  fortunate  physicians  in  the  scattered  corners  of  the 
world  to  obtain  the  same  for  themselves  and  their  patients? 
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Icterus  during  the  neonatal  period  is  of 
common  occurrence.  When  present,  its 
cause  must  be  ascertained  in  order  to  estab- 
lish both  therapy  and  prognosis. 

Jaundice  is  due  to  either  overproduction 
or  faulty  metabolism  and  excretion  of  biliary 
pigments.  This  will  cause  an  excessive 
amount  of  bile  pigment  in  the  blood  with 
the  yellow  to  green  discoloration  of  the 
skin,  mucus  membranes,  body  organs  and 
tissues  and  at  times  the  urine.  Tests  for 
jaundice  depend  upon  the  amount  of  bili- 
rubin above  normal  in  the  blood  serum. 

The  exact  site  of  the  production  of  bili- 
rubin is  not  specifically  known.  It  is  formed 
wherever  there  is  destruction  of  red  blood 
cells  and  a breakdown  of  hemoglobin.  With- 
out going  into  too  much  detail,  it  can  be 
stated  simply  that  the  hemoglobin  from  red 
cell  destruction  is  metabolized  to  a colorless 
iron  compound  and  bilirubin.  The  latter 
unites  with  protein  of  the  blood  serum.  The 
breakdown  of  hemoglobin  to  bilirubin  takes 
place  in  the  cells  of  the  reticulo-endothelial 
system,  largely  in  the  liver,  spleen  and  bone 
marrow.  The  parenchymal  cells  of  the  liver 
remove  the  bilirubin  from  the  blood,  free  it 
from  serum  protein,  and  secrete  it  into  the 
bile  ducts  from  whence  it  is  carried  to  the  in- 
testines and  there  reduced  to  urobilinogen. 
Most  of  the  urobilinogen  is  excreted  in  the 
stool  but  some  of  it  is  absorbed  into  the 
portal  circulation  and  returned  to  the  liver 
where  it  is  reoxidized  into  bilirubin  and 
again  excreted  as  before.  A small  amount 
of  the  urobilinogen  escapes  the  liver  and  en- 
ters the  general  circulation  where  it  is  ex- 
creted by  the  kidneys.  Some  of  the  bilirubin 
is  carried  to  the  liver  from  the  spleen  and 
bone  marrow  and  is  normally  present  in  the 
blood  stream. 

Because  of  the  metabolism  of  bilirubin,  it 
can  be  readily  explained  how  excessive 
amounts  get  into  the  blood  serum,  body 
tissues,  urine  and  stool.  This  will  take  place 
when  there  is  an  over-production  of  bili- 
rubin from  excessive  blood  cell  destruction 
in  hemolytic  anemia  or  when  there  is  an  ex- 
cessive number  of  red  blood  cells  that  the 

♦Read  before  the  Annual  Assembly  of  the  Nebraska  State 
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body  does  not  need.  It  will  also  occur  if  the 
liver  cells  cannot  handle  all  of  the  bilirubin 
because  of  immaturity,  liver  cell  damage  or 
obstruction  to  the  secretion  of  bile.  There 
may  be  a combination  of  the  above  factors. 

To  determine  whether  or  not  icterus  is 
present,  in  what  amount  and,  roughly,  its 
course,  the  icteric  index  and  the  van  den 
Bergh  tests  are  used.  The  testing  of  the 
stool  and  urine  for  bilirubin  and  urobilino- 
gen will  also  give  information  as  to  the 
etiology  and  progress  of  the  icterus. 

Icterus  Index:  This  simple  test  for  bilinibin  in 

the  blood  serum  gives  no  information  as  to  etiology 
or  prognosis.  The  normal  index  is  about  4 to  6 
being  slightly  higher  in  the  full  term  infant  and 
still  higher  in  the  premature.  Visible  jaundice 
usually  is  not  present  with  an  icterus  index  under 
15  to  20. 

Van  den  Bergh  test:  With  this  test  the  normal 

bilirubin  content  of  the  blood  sei-um  in  the  neo- 
natal period  is  less  than  0.5  to  0.8  mg.  per  cent. 
Visible  jaundice  occurs  with  a level  of  2 to  3 mg. 
per  cent.  Excess  bilirabin  may  be  pi’esent  in 
two  forms.  If  it  has  been  reduced  by  the  liver 
cells  and  excreted  in  the  bile,  the  protein  to  which 
it  was  fixed  in  the  blood  serum  is  broken  off  and 
the  then  “free  bilirubin”  gives  a direct  or  im- 
mediate positive  van  den  Bergh  reaction.  If  the 
biliiTibin  has  not  been  acted  upon  by  the  liver 
cells  it  continues  to  be  absorbed  on  tbe  plasma 
proteins  and  gives  the  indirect  or  delayed  reaction 
of  fixed  bilinibin.  When  both  forms  are  present, 
then  the  reaction  is  biphasic  or  both  direct  and 
indirect  in  proportion  to  the  amounts  of  “free  and 
fixed”  bilirubin.  The  test  is  both  qualitative  and 
quantitative.  When  the  reaction  is  direct  it  in- 
dicates obstructive  jaundice  or  liver  disease — if  in- 
direct, some  form  of  red  blood  cell  hemolysis.  When 
both  are  present  the  van  den  Bergh  will  show  both 
a direct  and  indirect  or  a biphasic  reaction. 

Urine  and  Stools:  When  a hemolytic  jaundice 

is  present,  no  bile  or  pigment  are  present  in  the 
urine  because  the  bilirubin  has  not  been  freed  of 
its  protein  in  the  liver  and  fixed  bilirubin  is  not 
excreted  by  the  kidneys.  It  will  be  present  in  the 
stools  though.  In  obstmctive  jaundice  bilinibin 
will  be  present  in  the  urine  because  it  has  been 
freed  of  protein  by  the  bile  salts  in  the  liver  and 
the  free  form  is  excreted  by  the  kidneys.  The 
urine  is  dark.  If  there  is  a high  degree  of  obstnic- 
tion  the  stools  will  be  clay  colored  and  no  uro- 
bilinogen will  be  present.  In  liver  disease  uro- 
bilinogen will  be  increased  in  the  urine  and  de- 
creased in  the  stools. 

As  stated  previously,  jaundice  is  very 
commonly  seen  in  the  newborn.  About  25 
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per  cent  of  infants  have  some  jaundice  in 
the  neonatal  period.  It  is  even  more  fre- 
quently present  in  the  premature.  In  fact, 
all  prematures  have  a potential  icterus. 
Jaundice  can  be  classified  into  two  general 
groups:  (1)  Hemolytic  or  retention  and, 

(2)  Obstructive  and  liver  disease  or  regurgi- 
tation. Many  diseases,  though,  will  fall  into 
both  groups.  In  erythroblastosis  there  is 
both  red  blood  cell  hemolysis  and  liver  dam- 
age. Instead  of  following  the  above  classifi- 
cation, the  following  conditions  in  which  ic- 
terus occurs  in  the  neonatal  period  will  be 
discussed:  (1)  icterus  neonatorum  or  physio- 
logical jaundice,  (2)  erythroblastosis  and 
icterus  gravis,  (3)  nuclear  icterus,  (4)  ob- 
struction of  bile  ducts,  (5)  infectious  hepa- 
titis, (6)  sepsis,  and  (7)  syphilis. 

1.  Icterus  Neonatorum:  The  bilirubin 

content  of  the  blood  serum  is  always  higher 
in  the  premature  and  the  full  term  newborn 
than  in  older  infants.  There  is  a steady  in- 
crease of  bilirubin  for  the  first  5 to  7 days 
of  life  after  which  it  decreases.  Several  ex- 
planations have  been  offered  for  this  phe- 
nomenon. During  fetal  life  there  is  a low 
oxygen  tension  in  the  fetal  blood  causing  a 
high  hemoglobin  and  a high  red  cell  count. 
The  breakdown  of  the  infant’s  red  cells  is 
about  twice  as  fast  and  the  bilirubin  pro- 
duction is  about  three  times  of  that  in  the 
adult.  Also,  the  excretory  powers  of  the 
infant’s  liver  cells  are  immature.  Because 
of  these  factors  red  cell  destruction  is  in- 
creased the  first  few  days  after  birth  and 
the  bilirubin  content  of  the  serum  may  reach 
the  visible  jaundice  level. 

The  jaundice  usually  starts  from  the  sec- 
ond to  the  fourth  day  and  is  golden  yellow 
in  color.  It  is  noticed  first  on  the  trunk, 
then  on  the  face  and  sclera  and  then  the 
extremities.  It  usually  disappears  by  the 
tenth  day.  In  prematures  it  is  deeper  and 
more  lasting  and  may  not  reach  its  height 

until  the  sixth  to  tenth  day. 

0 

Symptoms  if  present  are  mild.  Usually 
the  weight  remains  stationary,  or  there  is  a 
moderate  loss.  The  infants  are  usually 
apathetic  or  somnalent  but  a few  will  show 
irritability  and  slight  muscular  twitching. 
Most  often  there  is  a loss  of  appetite,  and 
slow  nursing.  The  liver  and  spleen  may  be 
palpable. 

The  icteric  index  is  above  20  and  the  van 
den  Bergh  reaction  is  indirect.  The  urine 
does  not  contain  excessive  amounts  of  bili- 


rubin. The  stool  contains  bilirubin  and  uro- 
bilinogen. There  usually  are  from  1 to  5 
per  cent  nucleated  red  blood  cells. 

The  prognosis  is  excellent  and  no  specific 
therapy  is  necessary. 

2.  Erythroblastosis  fetalis:  Erythro- 

blastosis is  one  manifestation  of  a related 
disease  group  made  up  of  universal  fetal  hy- 
drops, familial  icterus  gravis  and  some  types 
of  congenital  anemia.  The  cardinal  findings 
are  jaundice,  anemia,  erythroblastosis, 
hematopoiesis  in  various  organs,  familial 
tendency  and  edema.  Occurrence  is  only 
during  the  neonatal  period. 

About  90  per  cent  of  the  cases  of  erythro- 
blastosis are  due  to  isoimmunization  of  an 
Rh  negative  mother  by  an  Rh  positive  in- 
fant of  an  Rh  positive  father.  The  other  10 
per  cent  are  due  to  other  agglutinins  such 
as  Hr,  A,  B,  cold  or  Rh  positive  mother  and 
Rh  negative  baby.  Theoretically,  the  inci- 
dence should  be  about  one  in  300  newborns, 
although  15  per  cent  of  the  white  population 
is  Rh  negative.  This  is  due  to  the  fact  that 
some  fathers  are  heterozygous,  only  certain 
Rh  negative  mothers  can  produce  antibodies 
or  ai’e  easy  to  sensitize,  and  the  first  baby 
is  rarely  affected.  The  mother  becomes  sen- 
sitized from  previous  Rh  positive  blood  trans- 
fusions or  from  fetal  blood  passage  through 
the  placenta.  This  causes  the  mother’s  Rh 
negative  blood  to  form  antibodies  which 
pass  back  through  the  placenta  and  hemo- 
lyze  the  infant’s  Rh  positive  cells. 

Symptoms  become  apparent  at  birth  or 
shortly  after.  If  universal  edema  is  present, 
the  infant  always  dies  at  birth  or  shortly 
after.  Jaundice  may  be  present  at  birth 
with  a yellow  vernix  or  may  not  appear  until 
the  first  few  days.  Pallor  may  be  evident  at 
birth  or  not  until  the  first  or  second  day. 
The  baby  is  apt  to  be  listless.  This  in- 
creases with  the  jaundice  and  the  anemia. 
Usually  the  liver  and  spleen  are  enlarged 
and  only  moderately  firm.  Petechial  hemor- 
rhages may  occur  and  there  may  be  bleeding 
from  the  cord  or  melena. 

Dependence  upon  the  occurrence  of  ery- 
throblastosis can  not  be  made  upon  the  pres- 
ence or  the  titre  of  maternal  antibodies  or 
blocking  antibodies.  More  reliance  can  be 
put  upon  the  results  of  previous  pregnancies, 
such  as  the  survival  of  the  infant,  the  pres- 
ence of  edema,  jaundice  and  anemia.  With 
such  a history,  a severe  erythroblastosis  in 
the  infant  will  likely  occur.  Occurring  in 
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the  first  infant,  the  disease  is  likely  to  be 
milder. 

The  examination  of  the  blood  reveals  the 
hemoglobin  reduced  to  75  per  cent  or  even 
as  low  as  25  per  cent.  The  red  blood  cell 
count  will  be  reduced  to  4,000,000  and  as 
low  as  1,000,000.  The  white  count  is  usually 
increased.  From  10  to  50  per  cent  of  nu- 
cleated red  cells,  mostly  normoblasts,  are 
found.  The  platelets  are  reduced.  The  pro- 
thrombin time  may  be  lowered  and  the 
bleeding  time  increased.  The  icterus  index 
is  over  35  and  the  van  den  Bergh  reaction 
is  direct  positive  and  later  biphasic. 

The  urine  may  be  bile  stained  and  may 
contain  some  bilirubin.  The  stools  contain 
bile  and  an  increase  in  urobilinogen. 

The  prognosis  depends  upon  the  results  of 
previous  pregnancies,  the  onset  of  the  jaun- 
dice and  anemia,  the  amount  of  liver  and 
nuclear  damage  and  blood  replacement.  With 
the  presence  of  edema  or  jaundice  and  anemia 
at  birth,  the  prognosis  is  bad.  The  later  the 
jaundice  and  anemia  appear  the  better  the 
prognosis.  With  severe  involvement,  death 
will  occur  in  48  hours.  If  there  is  survival 
for  ten  days,  recovery  can  be  expected.  It 
is  usual  that  if  only  hemolytic  anemia  occurs, 
survival  can  be  expected,  but  if  there  is  liver 
and  nuclear  damage,  the  mortality  increases 
markedly.  With  nuclear  involvement,  muscu- 
lar twitching  and  convulsions  are  usually 
present.  If  survival  occurs,  there  will  most 
likely  be  spasticity  and  mental  retardation. 

Treatment  is  with  blood  transfusions  and 
survival  may  depend  on  how  early  they 
are  given.  The  concensus  of  opinion  favors 
the  use  of  Rh  negative  blood,  but  any  com- 
patible blood  may  be  used  in  an  emergency. 
Mothers’  blood  should  never  be  used  because 
it  may  contain  antibodies.  In  all  but  the 
severe  cases,  10  to  15  cc.  per  pound  of  blood 
is  used  with  75  cc.  for  the  initial  tranfusion. 
These  are  repeated  as  necessary  to  keep  the 
hemoglobin  at  least  to  75  per  cent  and  the 
red  cells  to  4,000,000.  When  a severe  case 
is  expected  from  the  history  or  the  findings 
at  birth,  replacement  transfusion  is  neces- 
sary. Then  about  500  cc.  of  blood  is  given 
by  withdrawing  50  cc.  and  replacing  that 
amount,  continuing  in  like  manner  until  the 
whole  amount  is  given.  The  blood  count 
must  be  watched  carefully  because  of  the 
rapidity  with  which  anemia  may  occur — 
often  becoming  extreme  in  six  to  eight 
hours. 


The  baby  should  be  in  an  incubator  with 
oxygen.  A 5 per  cent  glucose  solution  will 
aid  in  combating  liver  damage.  We  start 
feeding  the  babies  early  but  do  not  use  the 
mother’s  own  breast  milk.  It  is  advisable 
to  give  Vitamin  K.  Penicillin  is  advisable  to 
prevent  infection. 

3.  Nuclear  Icterus  (Kernicterus) : In 

nuclear  icterus  there  is  severe  jaundice  with 
cerebral  symptoms.  No  one  knows  why  in 
some  infants  only  hemolytic  anemia  is  pres- 
ent while  in  others  there  is  liver  and  brain 
damage  and  in  still  others  generalized 
edema.  It  may  be  that  there  is  some  factor 
which  in  some  cases  is  attached  to  red  cells, 
while  in  others  it  is  attached  to  liver  cells 
and  brain  cells.  It  occurs  only  in  the  new- 
born, occurs  with  or  without  erythroblas- 
tosis and  only  in  the  presence  of  jaundice. 
However,  it  never  occurs  with  other  types 
of  jaundice  such  as  that  of  biliary  obstruc- 
tion when  there  is  the  same  staining  of  the 
nuclear  areas  of  the  brain. 

Intense  jaundice  appears  by  the  second 
day,  the  baby  becomes  apathetic,  and  central 
nervous  system  symptoms  of  convulsions, 
muscular  twitching,  spasticity  and  apnea  ap- 
pear. Death  usually  occurs  by  the  fifth  day. 
The  few  that  survive  are  spastic  and  re- 
tarded. Usually  the  blood  is  normal  except 
when  there  is  an  accompanying  erythro- 
blastosis. The  liver  and  spleen  may  or  may 
not  be  enlarged.  The  icterus  index  is  high 
and  the  van  den  Bergh  reaction  is  direct 
positive.  Bilirubin  is  present  in  the  urine. 

There  is  no  specific  treatment  but  blood 
transfusions  should  be  given. 

4.  Obstruction  of  Bile  Ducts:  Bile  duct 

obstruction  may  be  due  to  congenital  atresia 
of  the  ducts,  inspissated  bile,  cyst  of  the 
duct,  and  obstruction  from  the  outside  such 
as  from  a fibrous  band  or  from  lymph  nodes. 

The  jaundice  is  not  present  at  birth  but 
appears  usually  during  the  first  week.  It  is 
then  constant  and  increases  from  yellow  to 
greenish. 

The  nutrition  usually  remains  fairly  good. 
The  liver  enlarges  and  a large  spleen  may 
also  be  present.  The  urine  becomes  dark 
and  contains  bilirubin  but  no  urobilinogen. 
The  icteric  index  becomes  high,  going  up  to 
100  or  more.  The  van  den  Bergh  gives  an 
immediate  direct  reaction.  The  stools  are 
clay  colored  and  do  not  contain  bilirubin  or 
urobilinogen.  If  traces  of  the  latter  are 
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present  or  occur  at  times,  the  obstruction 
is  not  complete  or  releases  at  times  favoring 
the  absence  of  atresia  of  the  ducts. 

Fat  matabolism  is  affected,  and  although 
the  cholesterol  of  the  blood  may  be  normal 
there  is  a decrease  in  the  cholsterol  esters. 
The  blood  usually  is  normal  but  occasionally 
some  erythroblasts  may  be  present.  Bleed- 
ing tendency  is  not  the  rule  but  it  may  occur 
after  a few  months.- 

Treatment  consists  in  observing  these  in- 
fants over  a period  of  time  and  keeping  the 
nutrition  at  the  best  level  possible.  When 
other  conditions  producing  jaundice  have 
been  eliminated  and  the  icterus  has  not 
changed,  surgery  is  resorted  to  because  by 
no  other  method  can  the  type  of  obstruction 
be  determined  and  the  possibility  of  surgical 
correction  be  obtained.  We  have  seen  cases  of 
apparent  obstruction  clear  spontaneously  as 
late  as  the  sixth  to  the  eighth  week  of  life. 
These  cases  were  undoubtedly  due  to  the 
plugging  of  inspissated  bile  or  a large  lymph 
node.  One  could  not  be  sure  of  the  exact 
etiology.  It  has  been  suggested,  and  it  can 
do  no  harm,  that  magnesium  sulfate  be 
placed  in  the  duodenum  near  the  ampulla 
with  a tube  as  a means  of  releasing  a bile 
plug. 

If  no  improvement  takes  place,  surgical 
exploration  is  advisable  after  the  sixth  to 
eighth  week.  Some  cases  that  were  not  seen 
early  have  not  been  operated  until  the  fifth 
to  sixth  month.  If  patent  ducts,  inspissated 
bile,  a fibrous  band  or  a large  lymph  node 
are  present,  often  a cure  can  be  obtained. 
We  have  had  several  such  cases. 

5.  Hepatitis : Hepatitis  rarely  occurs 

alone  in  the  newborn.  As  mentioned  pre- 
viously, liver  involvement  may  occur  with 
erythroblastosis,  nuclear  icterus  and  ob- 
struction of  the  bile  ducts.  It  also  may  oc- 
cur in  in  syphilis,  sepsis  and  infectious  hepa- 
titis. In  all  these  conditions,  there  is  im- 
pairment of  liver  function  with  jaundice. 

It  is  questionable  whether  or  not  infectious 
hepatitis  due  to  a virus  occurs  during  the 
neo-natal  period.  Virus  hepatitis  from  blood 
transfusions  does  not  develop  for  over  thirty 
days.  Transmission  from  person  to  person 
requires  7 to  14  days  before  the  onset.  It 
is  probable  that  the  infant  may  be  infected 
in  the  uterus  from  the  mother  and  may  be 
born  with  the  hepatitis.  Such  a possibility 
exists  because  pathologically  some  cases  of 


hepatitis  in  infancy  are  undistinguishable 
from  that  of  typical  virus  hepatitis. 

The  term  infectious  hepatitis  as  now  used 
usually  refers  to  virus  hepatitis.  But  in  the 
neonatal  period  with  our  present  knowledge, 
such  differentiation  is  either  difficult  or  im- 
possible. Those  cases  due  to  sepsis,  syphilis, 
erythroblastosis  fetalis  and  obstruction  can 
usually  be  differentiated  early.  If  there  is 
nuclear  icterus  the  mother  will  usually  be 
Rh  negative,  and  the  infant  and  father  Rh 
positive.  It  is  possible  that  the  Rh  or  some 
related  factor  at  times  may  have  an  affinity 
for  liver  cells  only  and  present  only  the  pic- 
ture of  a hepatitis  or  cirrhosis.  If  virus 
hepatitis  can  be  transmitted  from  mother  to 
fetus,  the  same  picture  might  result  except 
the  Rh  findings  would  be  normal.  Both  may 
go  on  to  acute  yellow  atrophy. 

Jaundice  does  not  develop  for  one  or  two 
days  after  birth  but  gradually  increases  in 
depth.  The  liver  and  spleen  are  palpable. 
There  is  a failure  to  gain  in  weight.  Apathy 
and  vomiting  may  be  present.  Fever  may 
or  may  not  be  present.  There  is  secondary 
anemia  as  well  as  a leucocytosis.  The  icteric 
index  increases.  The  van  den  Bergh  re- 
action is  at  first  direct  and  then  becomes  bi- 
phasic.  Bilirubin  is  usually  present  in  the 
urine  and  stools.  Urobilinogen  is  at  first 
present  in  the  urine  and  stools,  increasing 
in  the  former  and  decreasing  in  the  latter. 
The  cholesterol  esters  are  decreased.  The 
caphalin  flocculation  test  is  positive.  In  in- 
fectious hepatitis  tyrosine  crystals  are  found 
in  the  urine. 

The  prognosis  should  be  very  guarded  be- 
cause with  increasing  liver  damage  irrepair- 
able  changes  take  place.  If  the  icteric  index 
and  the  quantitative  van  den  Bergh  de- 
creases, then  recovery  is  beginning.  At  the 
same  time,  bilirubin  and  urobilinogen  de- 
crease in  the  urine  and  increase  in  the  stools. 

The  only  therapy  is  compatible  blood 
tranfusions,  serum  and  supportive  measures. 

Hepatitis  due  to  syphilis  is  no  longer  com- 
mon. The  liver  and  spleen  are  enlarged  and 
firm.  There  is  usually  a generalized  lym- 
phadenopathy.  The  jaundice  begins  24 
hours  or  later  after  birth.  There  may  or 
may  not  be  an  anemia  and  at  times  erythro- 
blasts may  be  present.  The  icteric  index  is 
over  20  and  the  van  den  Bergh  is  biphasic. 
Bilirubin  is  usually  present  in  the  urine. 
Additional  information  is  obtained  from  the 
maternal  history,  positive  serology  of  the 
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mother  and  x-ray  of  the  infant’s  long  bones. 
Treatment  consists  of  early  antiluetic  thera- 
py, penicillin,  blood  transfusions  and  sup- 
portive measures. 

Sepsis  is  often  accompanied  by  icterus. 
The  infection  may  be  a septicemia  or  infec- 
tion of  the  umbilical  cord.  In  both  instances, 
there  is  liver  damage  and  often  some  he- 
molysis of  red  cells.  Jaundice  does  not  oc- 
cur for  four  or  more  days.  The  liver  and 
spleen  become  enlarged.  Often  petechial 
hemorrhages  are  present  in  the  skin.  There 
is  a leukocytosis  and  moderate  to  severe 
anemia.  Fever  is  present.  The  icterus  in- 
dex is  over  20  and  the  van  den  Bergh  is 
biphasic.  Bilirubin  is  present  in  the  urine. 
The  blood  culture  usually  shows  a bacter- 
emia. Treatment  consists  of  penicillin,  sul- 
fonamides and  transfusions  with  supportive 
therapy  as  indicated. 

In  all  patients  with  liver  involvement  it 
is  necessary  to  give  vitamin  K because  of 
prothrombin  deficiency. 

TESTS  FOR  JAUNDICE  IN  INFANCY 

1.  Ictei-us  Index:  This  gives  a rough  measure 
of  the  amount  of  icterus.  Normal  4 to  6 and  clin- 
ical jaundice  when  over  20.  In  obstructive  jaun- 
dice 100  or  more. 

2.  Van  den  Bergh  reaction  qualitative  and 

quantitative:  Normal  0.2  to  0.8  mg.  per  cent.  Di- 

rect or  immediate  reaction  in  biliary  duct  obstruc- 
tion and  when  there  is  liver  impairment.  Free 


bilii-ubin.  Indirect  or  delayed  reaction  when  there 
is  an  excess  of  bilirubin  because  of  red  cell  he- 
molysis or  inability  of  liver  cells  to  reduce  bili- 
nibin.  Biphasic  reaction  where  both  of  above  are 
present. 

3.  Bilirubin  increased  in  urine  when  obstruction 
to  bile  ducts  or  liver  disease  causing  obstraction  in 
canaliculus. 

4.  Urobilinogen  increased  in  urine  in  liver  dis- 
ease but  absent  in  obstructive  lesions.  Increased 
in  stools  in  red  cell  hemolysis  and  liver  damage. 
Decreased  in  obstruction  to  ducts. 

5.  Cephalin-flocculation  test:  Positive  when 

damage  to  liver  cells. 

6.  Blood  cholestrol  normal  to  decreased  and 
cholesterol  esters  decreased  with  damage  to  liver 
cells. 

7.  Prothrombin  time  increased  in  liver  cell  dam- 
age and  duct  obstimction. 

8.  Blood  study:  Attention  to  presence  of  over 

5 per  cent  erythroblasts,  anemia,  total  leucocyte 
count,  clotting,  bleeding  time,  fragility  test. 

9.  Rh  status  of  mother,  infant  and  father. 

10.  Serology  of  mother  and  infant. 

11.  X-ray  of  long  bones  for  syphilitic  changes. 

12.  Presence  of  tyrosine  crystals  in  urine  in 
vinis  infectious  hepatitis. 

SUMMARY 

The  diagnosis  of  jaundice  in  the  neonatal 
period  depends  upon  the  maternal  history, 
clinical  and  physical  findings  and  a variety 
of  laboratory  procedures.  Therapy  depends 
upon  early  correct  diagnosis  and  may  re- 
quire emergency  measures. 


* * 


Hydatidiform  Mole  and  Chorio-Epithelioma* 

EDWARD  M.  DORR,  M.D. 

Chicago,  Illinois 


I was  asked  by  one  of  my  friends  what  I 
was  going  to  talk  about  at  this  meeting  and 
after  I gave  him  the  title  he  said:  “Do  you 
feel  that  they  will  be  interested  in  such  a 
rare  subject?’’  I do  not  agree  that  the  con- 
dition is  so  rare  with  the  exception  of  chorio- 
epithelioma.  Possibly  my  attitude  is  just  a 
little  selfish  in  that  I have  been  interested 
in  the  subject  and  expect  everyone  else  to 
be  also.  On  the  other  hand,  those  of  you 
who  are  doing  obstetrics  have  encountered 
the  problem  or  if  you  have  not  may  be  con- 
fronted with  it  at  any  time. 

The  review  of  the  literature  reveals  sev- 
eral interesting  aspects  of  hydatidiform 

♦Read  before  the  Annual  Convention  Nebraska  State  Medical 
Assn.,  May,  1949. 


moles.  It  was  described  fairly  well  by 
Aetius  as  far  back  as  the  late  fifth  or  early 
sixth  century.  Until  1827,  there  was  con- 
siderable speculation  as  to  the  source  of  the 
affection,  at  which  time  it  was  described  as 
arising  from  the  chorion.  Marchand,  in  1895, 
stated  definitely  that  the  syncytium  and 
Langhans’  cells  undergo  proliferation  and 
that  the  stroma  had  very  little  to  do  with 
the  process.  The  most  important  finding  in 
hydatidiform  mole  is  the  trophoblastic  pro- 
liferation. It  is  interesting  to  note  that 
even  in  normal  pregnancy  there  is  a localized 
proliferation.  We  have  been  impressed  by 
the  lack  of  proliferation,  at  times,  of  tissue 
that  has  been  passed,  due  undoubtedly  to  de- 
generative changes.  This  probably  can  be 
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explained  by  the  lack  of  blood  supply,  the 
tissue  being  far  removed  from  the  wall  of 
the  uterus. 

The  literature  on  the  subject  is  confusing. 
Recent  articles,  some  of  them  foreign,  have 
reported  an  extremely  high  incidence  of 
chorio-epithelioma  following  a hydatid  mole. 
In  view  of  this  fact  they  advocate  routine 
hysterectomy  in  almost  all  cases.  It  is  our 
opinion  that  the  problem  is  little  different 
in  foreign  countries  than  here.  However,  it 
is  quite  obvious  from  various  reports  that 
the  occurrence  of  hydatid  mole  seems  to  be 
more  prevalent  in  certain  parts  of  the  world. 
We  were  amazed  at  the  number  of  cases  re- 
ported from  the  Philippine  Islands,  \^'e 
cannot  but  question  the  possibility  of  mistak- 
en pathological  diagnosis  either  of  a malig- 
nant hydatidiform  mole  or  a chorio-epitheli- 
oma. There  has  been  founded  a registry  to 
study  more  thoroughly  hydatidiform  moles 
and  chorio-epitheliomas,  the  purpose  of 
which  is  to  correlate  the  tissue  findings 
with  the  findings  in  the  uterus,  if  it  has  been 
removed.  The  formation  of  this  registry  is 
very  important,  due  to  the  fact  that  rela- 
tively few  men  have  had  enough  material 
to  evaluate.  This  work  is  being  done  by  Dr. 
Emil  Novak  of  Baltimore.  It  has  been  re- 
ported that  many  uteri  have  been  removed 
in  which  no  malignant  changes  have  been 
noted.  This,  I believe,  is  a frequent  oc- 
currence due  to  inexperience  and  mistaken 
pathological  diagnosis.  This  again  empha- 
sizes the  necessity  of  more  accurate  means 
of  diagnosis. 

We  have  been  profoundly  interested  in 
lowering  maternal  mortality.  A number  of 
women  die  each  year  because  of  mismanage- 
ment of  a hydatidiform  mole,  a neglected 
mole  due  to  sepsis,  hemorrhage  or  malignant 
changes.  The  death  rate  from  chorio-epi- 
thelioma is  very  high,  70  to  80  per  cent,  prob- 
ably one  of  the  most  malignant  tumors  we 
have  to  deal  with.  Possibly  some  of  these 
mothers  could,  have  been  saved  by  earlier 
diagnosis. 

We  are  also  interested  in  the  changes  that 
occur  in  the  ovaries  with  the  formation  of 
multiple  lutein  cysts  in  association  with  a 
hydatid  mole  or  chorio-epithelioma.  These 
are  usually  bilateral  and  may  assume  huge 
proportions.  Again  they  may  be  small  or 
not  present  at  all.  We  have  the  impression 
that  as  the  growth  continues,  luteal  cysts 
are  probably  almost  always  present.  It  is 
possible  that  they  have  not  developed,  par- 


ticularly in  the  earlier  stages  of  the  dis- 
ease. The  large  amount  of  gonadotropic 
hormone  produced  by  the  trophoblast  sug- 
gests the  influence  over  the  ovaries.  This 
is  probably  not  a direct  response  but  indi- 
rectly through  the  pituitary.  These  lutein 
cysts  usually  regress  after  removal  of  the 
mole  either  by  hysterectomy  or  spontaneous 
abortion.  If  they  are  too  large,  causing 
symptoms  because  of  size,  or  strangulated, 
they  should  be  removed  surgically.  If  these 
cysts  are  present  they  may  be  of  some  aid 
in  diagnosis. 

The  use  of  the  biological  tests  and  their 
significance  must  be  mentioned.  It  has  been 
well  established,  for  a long  time,  that  in 
many  instances  the  Ascheim-Zondek  or 
Friedman  test  has  been  important  in  the  di- 
agnosis of  hydatid  mole  and  chorio-epitheli- 
oma. The  amount  of  gonadotropic  hormone 
is  greatly  increased  under  these  conditions, 
consequently  the  quantitative  method  has 
been  extremely  useful.  A high  dilution  of 
urine  will,  in  many  instances,  give  a positive 
test.  However,  even  in  early  pregnancy  we 
may  have  a similar  condition.  One  must  not 
rely  on  this  test  for  a final  diagnosis.  Cer- 
tain important  points  must  be  emphasized. 
Repeated  negative  tests  have  been  recorded 
in  a proven  mole  or  chorio-epithelioma.  The 
test  may  be  positive  for  two  to  four  months 
after  the  passage  of  a perfectly  benign  mole. 
Because  of  the  possibility  of  error  we  sug- 
gest the  test  be  repeated  twice  or  more  times 
in  most  instances  whether  positive  or  nega- 
tive. The  test  is  extremely  valuable  as  a 
diagnostic  aid  but  one  must  be  guarded  in 
its  use  for  a final  diagnosis.  It  is  extremely 
valuable  in  the  follow-up  of  these  cases  after 
the  mole  has  been  removed  or  the  presence 
of  metastases  after  the  removal  of  a chorio- 
epithelioma.  The  survey  of  a number  of  rec- 
ords revealed  a few  interesting  facts.  In 
many  instances  it  was  not  used.  Some  pa- 
tients were  operated  with  only  one  positive 
test,  others  were  allowed  to  go  along  on  one 
negative  test  until  serious  symptoms  ap- 
peared. 

Pathological  Aspects ; It  is  extremely  dif- 
ficult, many  times,  to  make  a diagnosis  from 
curettings  sent  to  the  laboratory.  Normal 
trophoblastic  cells  have  the  appearance  of  a 
malignant  type  of  tissue.  In  view  of  this 
fact  it  is  important  to  have  muscle  tissue. 
The  extent  of  the  penetration  of  these  cells 
into  the  decidua,  uterine  musculature,  the 
amount  of  necrosis,  hemorrhage,  involve- 
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ment  of  uterine  vessels  and  the  destruction 
of  muscle  are  very  significant  findings. 

The  trophoblast  is  made  up  of  two  types 
of  cells,  syncitial  layer  with  no  definite  cell 
boundaries  but  the  appearance  of  a cytoplas- 
mic mass.  Langhans’  cells  are  well  defined, 
small  with  a deeply  staining  nucleus. 

Four  conditions  are  usually  present  in  a 
hydatid  mole:  1.  Loss  of  vascularity.  2.  Tro- 
phoblastic proliferation.  3.  Hydropic  degen- 
eration of  the  choronic  villi.  4.  The  stroma 
is  edematous  and  shows  some  degeneration. 

In  the  benign  mole,  with  considerable 
trophoblastic  proliferation,  there  is  little 
evidence  of  malignant  changes.  There  is  no 
penetration  of  the  stroma.  The  villous  pat- 
tern may  be  well  defined  in  some  areas 
which  is  fairly  good  evidence  of  non-malig- 
nant  changes. 

There  is  very  little  destruction  of  the 
uterine  musculature,  the  muscle  cells  intact 
and  well  defined.  It  is  interesting  to  note 
the  invasion  of  blood  vessels  with  tropho- 
blastic elements.  With  reference  to  the  di- 
agnosis of  a so-called  malignant  mole,  the 
feasibility  of  such  a classification  must  be 
questioned.  More  likely  this  should  be 
classified  as  a chorio-epithelioma  but  with 
less  malignant  characteristics.  Accordingly 
in  such  a specimen  we  would  find  a wide 
variation  and  probably  less  likely  to  encounter 
distant  metastases. 

A chorio-epithelioma  is  made  up  of  col- 
umns of  cells,  alveolar  in  arrangement,  grow- 
ing wildly  in  the  uterine  musculature.  There 
is  a destruction  of  uterine  muscle.  Ana- 
plastic changes  may  be  in  evidence  and 
again  this  change  may  not  be  marked.  The 
extensive  involvement  of  blood  vessels  is 
evidenced  by  hemorrhages  and  necrosis. 

The  stroma  in  which  invasion  of  the 
trophoblast  has  occurred  is  definite  evi- 
dence of  malignant  degeneration. 

DIAGNOSIS 

The  final  diagnosis  of  a benign  or  malig- 
nant mole  or  a chorio-epithelioma  depends 
mostly  upon  the  pathological  diagnosis. 
Hydatid  degeneration  in  early  pregnancy  is 
diagnosed  in  the  laboratory.  One  can  only 
suspect  the  possibility  with  bleeding  in  early 
pregnancy.  More  careful  microscopical  ex- 
amination of  tissue  in  early  pregnancy  will 
reveal  hydropic  changes  of  the  villi  in  more 
cases  than  we  suspected  heretofore.  This 
has  been  our  experience  and  has  been  dem- 


onstrated by  Hertig  in  over  1,000  cases  that 
he  had  studied.  Rarely  is  the  tissue  saved 
and  examined  if  a patient  aborts  at  home. 
Hydropic  changes  may  be  found  in  an  other- 
wise normal  appearing  placenta  at  term  with 
a normal  fetus.  It  is  true  that  these  areas 
may  be  small  and  scattered.  Is  it  possible 
to  surmise  that  some  of  the  cases  developing 
a chorio-epithelioma  after  an  abortion  or  aft- 
er a full  term  pregnancy  might  not  have 
been  preceded  by  these  changes  ? It  has 
been  generally  stated  and  accepted  that  a 
uterus  which  is  larger  than  it  should  be  may 
be  harboring  a hydatid  mole.  The  usual 
procedures  for  ruling  out  the  presence  of  a 
fetus,  fourteen  weeks  or  older,  is  familiar 
to  all  of  you.  Rarely  will  a mole  develop  be- 
yond a six  months  period,  most  of  them 
producing  symptoms  or  abort  before  this 
length  of  time.  The  importance  of  the  bio- 
logical tests  has  been  mentioned  previously; 
also  the  possibility  of  ovarian  cysts  especial- 
ly luteal  in  origin.  Occasionally  the  patient 
will  reveal  that  she  has  passed  grape-like 
structures  or  we  may  be  fortunate  enough 
to  find  small  vesicles  on  vaginal  examina- 
tion. 

TREATMENT 

As  soon  as  the  diagnosis  of  a hydatid  mole 
has  been  established,  the  uterus  probably 
should  be  evacuated  of  its  contents  within  a 
reasonable  length  of  time.  The  uterus  cor- 
responding to  twelve  to  fourteen  weeks  or 
under  may  be  emptied  by  curettage.  The 
larger  the  uterus  the  more  difficult  the  pro- 
cedure. Curettage  is  dangerous  because  of 
hemorrhage,  sepsis  and  the  very  great  pos- 
sibility of  perforating  the  uterus.  The 
amount  of  tissue  may  be  large,  involving  the 
entire  uterine  cavity  and  not  only  the  pla- 
cental site.  Those  cases  that  are  farther 
advanced  have  been  treated  with  oxytoxics 
with  relatively  fair  results.  If  the  uterus 
will  evacuate  a large  amount  of  the  material 
itself  curettage  is  less  hazardous.  If  this 
procedure  is  unsuccessful  we  favor  vaginal 
hysterotomy  instead  of  abdominal  hyster- 
otomy which  we  feel  is  not  justified.  Vaginal 
hysterotomy  gives  us  direct  vision  and  ade- 
quate space  to  work  with  safety.  If  the  tis- 
sue reveals  a malignant  hydatidiform  mole 
or  a chorio-epithelioma,  immediate  complete 
abdominal  hysterectomy  is  advised.  We  can 
see  no  reason  for  the  removal  of  the  ovaries 
under  these  circumstances  unless  there  is  a 
perforation  of  the  uterus  or  evidence  of  local 
metastases.  If  the  lesion  has  metastisized 
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beyond  the  confines  of  the  uterus  removal  of 
the  adnexa  will  be  of  little  value.  Many  of 
the  women  are  relatively  young  in  which 
case,  ovarian  function  is  important.  In  pa- 
tients forty  years  of  age  or  over  one  miglit 
consider  removal  of  the  adnexa. 

Deaths  due  to  sepsis  may  be  controlled 
much  more  efficiently  now  with  the  use  of 
anti-biotics,  etc.  Sepsis  is  rather  common 
due  to  ascending  infections  in  the  presence 
of  necrotic  tissue. 

It  is  most  important  that  blood  be  avail- 
able at  all  times  because  of  the  possibility  of 
hemorrhage. 

In  conclusion  we  wish  to  say  that ; 

1.  Maternal  mortality  may  be  lowered  by 
more  efficient  care. 


2.  Decreased  number  of  hysterectomies 
by  more  careful  diagnosis. 

3.  That  hydatid  mole  is  not  as  common 
in  older  women  as  has  been  thought. 

4.  Importance  of  lutein  cysts  in  the  diag- 
nosis of  hydatid  mole  and  chorio-epitheli- 
oma. 

5.  Frequency  of  hydatid  degeneration  in 
early  pregnancy. 

6.  The  results  of  biological  test  must  be 
checked  carefully. 

7.  Hysterotomy  by  the  vaginal  route  is 
preferable  to  abdominal  hysterotomy. 

8.  The  final  diagnosis  should  depend  on 
pathological  findings  if  possible. 


❖ ^ ❖ 


The  Consideration  for  Surgery  in  the 
Management  of  Bleeding  Peptic  Ulcer 

R.  RUSSELL  BEST,  M.D.,  F.A.C.S. 

Department  of  Surgery,  University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 


Various  figures  have  been  presented  for 
the  incidence  of  significant  bleeding  in  pep- 
tic ulcer  patients  but  probably  somewhere 
between  10  and  20  per  cent  is  most  widely 
accepted.  Likewise,  the  mortality  from 
massive  bleeding  in  peptic  ulcer  is  frequent- 
ly debated  but  a 10  to  20  per  cent  over  all 
death  rate  is  most  frequently  experienced 
and  quoted.  The  mortality  rate  figures  vary 
so  widely  because  different  indices  are  given 
as  related  to  age,  the  degree  of  hemorrhage, 
medical  treatment  and  surgical  treatment. 
The  bleeding  cases  may  be  classified  as 
gross  hemorrhage,  with  bleeding  mild  to 
moderate  in  degree,  and  massive  hemor- 
rhage. Gross  hemorrhage  is  where  blood 
has  been  vomited  or  passed,  as  evidenced  by 
tarry  stools,  or' both  have  occurred,  but  the 
clinical  signs  of  severe  loss  of  blood  are  not 
much  in  evidence.  Massive  hemorrhage  is 
considered  to  have  occurred  when  the  pa- 
tient presents  a picture  of  some  degree  of 
collapse  as  portrayed  by  pallor,  rapid  pulse 
and  hypotension  because  of  the  decreased 
blood  volume. 

The  immediate  treatment  for  those  in  the 
category  of  gross  hemorrhage  is  conserva- 
tive, well  directed  and  with  the  patient  un- 


der close  observation  as  massive  hemorrhage 
may  develop.  Such  a patient  should  have 
absolute  rest  of  body  and  mind.  Heat  to  the 
abdomen  is  preferable  to  cold.  Blood  trans- 
fusions are  given  as  indicated,  slowly  yet 
without  apprehension  of  dislodging  the  clot. 
Although  Meulengrocht^*)  and  others  have 
for  some  years  reported  favorably  on  the 
method  of  feeding  the  bleeding  peptic  ulcer 
patient,  it  is  not  the  choice  of  management 
by  many  others  interested  in  the  problem. 
Many  surgeons,  including  the  writer,  favor 
withholding  anything  by  mouth  except  a 
little  chipped  ice  and  this  should  be  limited 
to  one  ounce  per  hour.  The  surgeon’s  view- 
point is  that  an  empty,  contracted  organ 
favors  cessation  of  bleeding.  The  bleeding 
vessel  also  has  a better  opportunity  to  fur- 
ther contract  into  the  thicker  wall  tissues 
and  the  clot  becomes  more  fixed.  Intraven- 
ous fluids  are  limited  to  one  or  two  liters 
daily  and  are  given  slowly.  When  observa- 
tion of  the  patient  and  the  blood  findings 
signify  further  bleeding  has  not  occurred 
for  48  to  72  hours,  small  feedings  and  oral 
anti-acids  may  be  started.  If  gross  bleeding 
should  recur  while  the  patient  is  under  ideal 
treatment,  and  particularly  if  the  patient  is 
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over  50  years  of  age,  serious  consideration 
should  be  given  to  surgical  intervention.  If 
a patient  has  had  one  previous  gross  hemor- 
rhage, an  elective  operative  procedure  should 
be  seriously  considered  and  if  he  has  had 
two  previous  gross  hemorrhages,  operative 
procedure  should  be  urged. 

Massive  gastroduodenal  hemorrhage  is  a 
far  more  serious  event.  One  should  have 
fixed  in  his  own  mind  the  criteria  for  evalu- 
ating a massive  hemorrhage.  Authors  vary 
in  their  statements  or  fail  to  give  their  cri- 
teria for  massive  gastroduodenal  bleeding, 
making  it  difficult  to  evaluate  the  treatment 
and  results.  It  is  in  these  massive  hem- 
orrhage cases  where  a definite  relatively 
high  mortality  is  lurking  and  where  there  is 
an  opportunity  to  occasionally  save  a life  by 
selection  of  surgical  treatment.  One  should 
attempt  to  select  the  patient  whose  bleeding 
is  not  going  to  cease  and  even  though  an 
operative  mortality  may  ensue,  an  oppor- 
tunity for  recovery  has  been  afforded  and 
no  doubt  some  of  these  cases  will  be  saved 
by  surgery. 

Surgery  for  the  patient  with  bleeding  pep- 
tic ulcer  must  not  be  tak;en  lightly.  To  op- 
erate is  a serious  decision  to  make  and  is 
fraught  with  potential  mortality  because  of 
the  poor  condition  of  the  patient  and  the 
technical  difficulties  encountered.  In  1897, 
Mikulicz an  able  surgeon  of  that  day,  con- 
cluded after  some  experience  that  conserva- 
tive non-operative  treatment  was  indicated 
because  of  the  high  mortality  with  any  sur- 
gical attempt.  In  1906,  KronleinC^>  con- 
firmed this  statement.  Figures  between  75 
and  100  per  cent  were  being  reported.  In 
1918,  Finsterer^^'  s)  revived  the  thought  of 
surgery  for  bleeding  peptic  ulcer.  He 
claimed  that  the  decision  to  operate  must 
be  made  within  the  first  48  hours  and  in 
1933,  he  reported  on  46  patients  operated 
within  this  time  with  a mortality  of  4.3  per 
cent.  In  another  series  of  55  patients  oper- 
ated after  48  hours,  the  mortality  was  32.7 
per  cent.  Allen  and  Benedict in  1933  re- 
ported on  132  patients  with  massive  hemor- 
rhage ; twelve  of  these  bled  to  death  with- 
out operative  intervention,  a mortality  rate 
of  9.2  per  cent.  To  save  eight  of  the  132 
patients  who  were  in  a depleted  state,  sur- 
gery was  attempted  with  a 100  per  cent 
mortality.  This  experience  emphasized  an 
attending  over  all  mortality  of  10  per  cent 
or  more  in  massive  gastroduodenal  hemor- 
rhage and  that  an  improved  criterion  for 


selecting  patients  for  surgery  as  regards  the 
tirrie  element,  age  and  technic  must  be  de- 
veloped if  we  are  to  improve  the  general 
and  the  surgical  mortality  record.  Since 
the  eight  cases  operated  were  already  in  a 
depleted  state  and  probably  would  have  died, 
the  non-operative  mortality  could  be  consid- 
ered as  14.5  per  cent. 

We  must  first  have  a fairly  clear  under- 
standing of  what  constitutes  massive  gastro- 
duodenal hemorrhage.  After  a review  of  the 
literature  and  study  of  our  own  cases,  we 
believe  that  massive  hemorrhage  has  prob- 
ably not  occurred  unless  the  hemoglobin  has 
dropped  to  at  least  10  gms.  (approximately 
70  per  cent)  or  the  red  cell  count  to  3 mil- 
lion or  less.  There  should  be  an  accompany- 
ing clinical  picture  of  collapse  with  pallor, 
increased  pulse  rate  and  hypotension  which 
go  with  decreased  blood  volume. 

The  age  factor  in  bleeding  peptic  ulcer  is 
important  and  the  literature  is  quite  consist- 
ent in  revealing  that  fatal  hemorrhage  oc- 
curs far  more  often  in  those  over  50  years 
of  age.  Usually  these  patients  have  less 
vessel  contractility  which  is  important  in 
cessation  of  hemorrhage  and  since  the  ulcer 
is  usually  of  longer  duration,  scar  tissue  in 
the  bleeding  area  is  more  abundant.  Re- 
cently, Costello(^>,  in  analyzing  massive  he- 
matamesis  from  various  causes  in  300  pa- 
tients, reported  a mortality  rate  of  25  per 
cent  but  a breakdown  into  decades  revealed 
only  a 10  per  cent  mortality  for  those  be- 
tween 40  and  50  years  of  age,  20  per  cent  for 
those  between  50  and  60,  28  per  cent  for  60 
to  70,  and  38  per  cent  for  70  to  80.  Fraser 
and  West<®>  reported  on  84  patients  with 
bleeding  duodenal  ulcer,  under  50  years  of 
age,  treated  conservatively,  with  no  deaths. 
In  81  patients  over  50  years  of  age,  there 
were  7 deaths,  a mortality  of  8.6  per  cent. 
Amendola^^^b  in  reporting  on  26  cases  of 
massive  gastroduodenal  hemorrhage  treated 
conservatively  and  under  45  years  of  age, 
stated  there  were  2 deaths,  7.6  per  cent  mor- 
tality, but  in  58  patients  over  45  years  of 
age,  there  were  11  deaths,  a mortality  of 
18.9  per  cent.  In  1948,  Stewart<^°>  reported 
six  deaths  in  21  cases  of  massively  bleeding 
peptic  ulcer  treated  conservatively,  a mor- 
tality of  28.5  per  cent.  The  variance  in  the 
mortality  rates  is  quite  noticeable  yet  the 
methods  of  management  were  quite  similar. 
Most  likely  this  has  to  do  with  the  cri- 
teria of  what  is  meant  by  massive  hemor- 
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rhage — the  lower  the  standard,  the  higher 
the  mortality. 

Surgery  for  massive  bleeding  in  peptic 
ulcer  patients  carries  a rather  high  mortal- 
ity but  figures  given  must  be  carefully  an- 
alyzed and  weighed  because  in  many  in- 
stances the  clinician  has  resorted  to  surgery 
only  after  conservative  management  has  ad- 
mittedly failed  and  the  patient  is  in  an  ex- 
tremely poor  condition.  Too  frequently  it 
is  too  late  to  make  a heroic  surgical  attempt 
to  save  the  hemorrhaging  patient.  In  the 
report  of  Frazer  and  West^®)  on  177  cases 
of  bleeding  duodenal  ulcer,  21  were  subject- 
ed to  surgery  and  7 succumbed,  a mortality 
of  33.3  per  cent.  Amendola^^)  reported  op- 
erative procedures  on  37  patients  with  mas- 
sive gastroduodenal  hemorrhage;  4 patients 
died,  an  operative  mortality  of  10.8  per  cent. 
Stewart  who  is  making  a particular 
study  of  this  problem,  favors  surgery  and 
in  33  operated  cases,  there  were  5 deaths, 
a mortality  of  15  per  cent. 

It  has  been  my  privilege  to  see  a rather 
large  nqmber  of  patients  with  gross  bleeding 
from  the  gastrointestinal  tract  but  only  rec- 
ords of  38  patients  with  massive  gastroduo- 
denal hemorrhage  are  being  reported.  All 
of  these  patients  had  experienced  a collapse 
phase  associated  with  tachycardia  and  hypo- 
tension. The  HGB  was  10  gms.  or  less  (ap- 
proximately 70%)  and  the  red  blood  cell 
count  was  3 million  or  less  at  some  time  dur- 
ing the  period  of  observation.  Twenty-six 
of  these  patients  were  treated  conservatively 
with  5 deaths,  a mortality  of  19.2  per  cent. 
Of  these  26  patients,  9 were  seen  previous 
to  1941  and  3 of  this  group  died,  a mortality 
of  33%  per  cent,  while  under  conservative 
treatment.  Of  the  seventeen  managed  by 
non-operative  methods  since  1941,  only  2 
died,  a mortality  of  11.7  per  cent.  In  one  of 
these,  decision  was  being  made  to  operate 
when  the  patient  suddenly  succumbed. 
The  second  patient  had  other  complicating 
conditions  which  decried  surgery.  Twelve 
patients  have  been  operated  for  massive 
bleeding  from  peptic  ulceration  and  two  suc- 
cumbed, a mortality  of  16  per  cent. 

During  the  last  8 years,  and  more  par- 
ticularly the  last  4 years,  there  has  been  not 
only  a slowly  changing  picture  in  the  man- 
agement of  massive  gastroduodenal  hemor- 
rhage, but  a definite  reduction  in  the  mor- 
tality by  both  non-operative  and  operative 
methods.  The  greater  availability  of  blood 
is  probably  the  greatest  contributing  factor. 


Only  by  restoration,  partial  or  complete,  of 
the  blood  volume  loss  can  the  patient  sur- 
vive. In  the  non-operative  management,  it 
is  hoped  that  in  the  interval  of  blood  replace- 
ment adequate  clotting  will  take  place  at  the 
bleeding  point  and  hemorrhage  will  not  re- 
cur. In  cases  where  it  appears  the  hemor- 
rhage will  not  cease  and  operation  is  indi- 
cated, it  is  hoped  that  adequate  blood  re- 
placement will  restore  the  patient  to  a con- 
dition somewhat  compatible  with  a major 
surgical  procedure  and  that  additional  whole 
blood  will  carry  him  through  the  operation. 
The  average  hospital  blood  bank  is  not  ade- 
quate. If  we  are  to  save  the  lives  of  more 
patients  with  massive  gastroduodenal  hem- 
orrhage, large  community  blood  banks  sim- 
ilar to  those  being  established  by  the  Amer- 
ican Red  Cross  are  more  likely  to  provide 
adequate  blood  on  short  notice  with  less  con- 
fusion and  less  cost.  To  provide  an  ade- 
quate blood  supply  for  all  communities,  the 
medical  profession  must  help  in  the  educa- 
tional program  encouraging  everyone  to 
make  periodic  appointments  for  donating 
blood. 

Although  conservative  treatment  con- 
tinues to  be  the  choice  in  massive  bleeding 
from  gastroduodenal  hemorrhage,  we  must 
be  alert  to  the  actuality  of  some  10  to  20 
per  cent  of  these  patients  succumbing  to  the 
hemorrhage  and  must  attempt  to  select  the 
patients  who  should  be  seriously  considered 
as  surgical  problems.  Warren  and  Lan- 
man^ii)  have  well  classified  these  patients 
into  three  groups  insofar  as  surgery  should 
be  considered, 'i.e.  the  emergency  group,  the 
urgent  group,  and  the  elective  group.  The 
emergency  group  will  seldom  be  met  satisfac- 
torily as  the  patients  are  in  shock  and  col- 
lapse from  exsanguination  and  usually  it  is 
not  possible  to  satisfactorily  restore  the 
blood  volume  before  operation.  Only  a high 
mortality  can  be  expected  in  this  group  be- 
cause the  situation  is  realized  too  late.  The 
urgent  group  is  comprised  of  patients  with 
massive  hemorrhage  who  have  rallied  some- 
what from  the  shock  and  collapse,  and  al- 
though anemia  and  hypoproteinemia  have 
not  been  entirely  corrected,  these  patients 
will  be  reasonable  surgical  risks.  The  elec- 
tive group  consists  of  those  patients  in 
whom  the  hemorrhage  has  ceased  for  a suf- 
ficient time  that  all  deficiencies  have  been 
corrected. 

To  select  patients  for  operation  is  a dif- 
ficult assignment  but  by  keeping  a few 
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criteria  in  mind,  some  help  is  afforded, 
noticic  ovemnj 

1.  A patient  over  50  years  of  age,  particularly 
one  with  evidence  of  arteriosclerosis  who  continues 
to  bleed  as  evidenced  by  a continued  rapid  pulse, 
fall  in  blood  pressure,  signs  of  pending  shock  or 
collapse  despite  repeated  blood  transfusions  over  a 
period  of  24  hours,  will  probably  require  surgical 
intervention. 

2.  A patient  under  50  years  of  age  and  without 
evidence  of  arteriosclerosis  may  in  most  instances 
under  similar  circumstances  be  observed  for  an  ad- 
ditional 24  to  48  hours  before  the  decision  to  oper- 
ate is  made. 

3.  Any  patient  who  presents  massive  bleeding 
while  under  active,  efficient  ulcer  management  and 
especially  if  this  occurs  in  the  hospital,  surgical 
intei-vention  seems  indicated. 

4.  Any  patient,  and  particularly  one  beyond  50 
years  of  age,  who  has  had  an  early  recurrence  of 
gross  or  massive  bleeding,  demands  surgical  inter- 
vention. This  is  especially  true  if  it  occurs  during 
a period  of  hospitalization. 

5.  If  the  patient  has  had  one  or  two  previous 
severe  hemorrhages,  surgery  is  advisable. 

6.  If  partial  gastric  or  duodenal  obstniction  is 
known  to  exist  in  a patient  with  massive  bleeding, 
early  surgical  intervention  is  indicated. 

The  simplest  operation  for  bleeding  peptic 
ulcer  would  be  exposure  of  the  bleeding  ulcer 
bed  and  individual  ligation  or  mattress  su- 
ture ligation.  However,  this  has  not  proven 
satisfactory.  As  a matter  of  interest,  the 
writer  on  two  occasions  followed  the  fatal 
hemorrhage  case  to  the  autopsy  room  and 
after  full  exposure  of  the  bleeding  area,  at- 
tempted to  place  and  tie  a mattress  or  figure 
of  8 suture,  only  to  see  it  cut  through  the 
fragile  or  brittle  tissue  before  securing  the 
ligature.  Ligation  of  the  individual  artery 
before  reaching  the  ulcer  bed  has  not  proven 
satisfactory  and  collateral  circulation  usual- 
ly results  in  continued  bleeding.  Gastro- 
enterostomy, an  indirect  attack,  has  usually 
failed.  Subtotal  gastrectomy,  with  or  with- 
out an  attempt  to  throw  a mass  ligature 
through  the  ulcer  bed  or  excise  the  ulcer, 
has  been  the  operation  of  choice.  Also  the 
pyloric  exclusion  operation,  with  or  without 
ligature  of  the  ulcer  bed  or  excision  of  the 
ulcer,  has  proven  successful  in  some  cases. 
We  have  done  both  of  these  procedures. 
Naturally,  if  the  patient’s  condition  permits 
and  local  conditions  are  satisfactory,  exci- 
sion of  the  bleeding  ulcer  and  partial  gas- 
trectomy is  the  operation  of  choice.  We 
have  developed  a technic  of  tamponade  with 
the  exclusion  operation  or  the  resection  pro- 
cedure where  it  has  not  been  feasible  to  li- 
gate or  remove  the  bleeding  ulcer  from  the 


first  portion  of  the  duodenum.  We  believe 
this  affords  better  control  of  the  hemorrhag- 
ing area.  It  is  particularly  adaptable  to  the 
poor  risk  patient  where  radical  gastric  re- 
section appears  to  be  too  formidable  a pro- 
cedure and  only  the  operation  of  exclusion 
and  control  of  hemorrhage  is  indicated.  The 


Fig.  1.  Stomach  transected  about  two  inches  proximal  to 
pyloric  ring  and  2 clamps  applied  inch  apart  along  anterior 
gastric  wall.  Incisions  are  made  along  clamps  to  form  a 
tongue  of  tissue,  the  lower  incision  passing  through  the 
pyloric  ring. 


Fig.  2.  The  tongue  of  tissue  from  the  anterior  gastric  wall 
is  stripped  of  either  mucosa  or  serosa  and  the  raw  surface 
is  tamponaded  against  the  ulcer  bed  after  placing  a small  piece 
of  oxidized  gauze  in  the  ulcer  bed.  The  flap  of  gastric  wall  is 
secured  with  several  catgut  sutures. 

stomach  is  transected  between  clamps  about 
two  inches  from  the  pyloric  ring.  The  distal 
clamp  is  removed  and  a tongue  of  tissue 
about  1/2  incli  wide  is  formed  on  the  anterior 
wall  by  two  incisions  a half  inch  apart  run- 
ning from  the  free  margin  toward  and 
through  the  pyloric  ring  (Fig.  1 and  2).  The 
serosal  or  the  mucosal  surface  can  be 
stripped  off  and  the  tongue  of  tissue  used  to 
tamponade  the  ulcer  crater.  A small  piece 
of  oxidized  gauze  is  placed  in  the  crater  or 
bleeding  area  and  several  catgut  sutures  in- 
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serted  to  hold  the  tongue  of  tissue  as  a 
tamponade  against  the  bleeding  area.  It  is 
hoped  this  tongue  of  tissue  will  become  ad- 
herent to  the  ulcer  bed  and  prevent  future 
hemorrhage.  A loop  of  jejunum  is  brought 
up  anterior  to  the  colon  and  anastomosed  to 
the  proximal  end  of  the  stomach.  From  our 
limited  experiences  with  this  procedure,  we 
believe  it  is  only  indicated  where  the  patient 
is  in  a very  poor  condition,  time  is  an  im- 
portant factor,  proper  excision  of  the  bleed- 
ing crater  at  the  pyloric  ring  or  first  por- 
tion of  the  duodenum  cannot  be  accom- 
plished, and  only  an  exclusion  operation 
rather  than  a satisfactory  gastric  resection 
can  be  accomplished. 

SUMMARY 

1.  The  mortality  from  massive  bleeding 
peptic  ulcer  is  between  10  and  20  per  cent. 

2.  At  the  present  time,  conservative 
management  appears  to  be  the  method  of 
choice  in  many  of  these  cases  of  bleeding 
peptic  ulcer. 

3.  An  attempt  should  be  made  to  select 
those  cases  where  bleeding  will  continue  un- 
der conservative  treatment  and  surgical  con- 
trol of  the  hemorrhage  is  indicated  to  save 
the  patient’s  life. 

4.  The  following  criteria  are  presented 
for  the  selection  of  patients  to  be  seriously 
considered  for  operative  intervention. 

(a)  A patient  over  50  years  of  age  and 
particularly  one  with  evidence  of  arterios- 
clerosis who  continues  to  bleed  as  evidenced 
by  a continued  rapid  pulse,  fall  in  blood 
pressure,  signs  of  pending  shock  or  collapse 
despite  repeated  blood  transfusions  over  a 
period  of  24  hours,  will  probably  require 
surgical  intervention. 

(b)  A patient  under  50  years  of  age  and 
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without  evidence  of  arteriosclerosis  may  in 
most  instances  under  similar  circumstances 
be  observed  for  an  additional  24  to  48  hours 
before  the  decision  is  made  to  operate. 

(c)  Any  patient  who  presents  massive 
bleeding  while  under  active,  efficient  ulcer 
management  and  especially  if  this  occurs  in 
the  hospital,  surgical  intervention  seems  in- 
dicated. 

(d)  Any  patient,  and  particularly  those 
over  50  years  of  age,  who  has  had  an  early 
recurrence  of  gross  or  massive  bleeding,  de- 
mands surgical  intervention.  This  is  par- 
ticularly true  if  it  occurs  during  a period  of 
hospitalization. 

(e)  If  the  patient  has  had  one  or  two 
previous  severe  hemorrhages,  surgery  is  ad- 
visable. 

(f)  If  partial  gastric  or  duodenal  ob- 
struction is  known  to  exist  in  a patient  with 
massive  bleeding,  early  surgical  intervention 
is  indicated. 

5.  The  operations  of  gastric  resection  or 
duodenal  exclusion  with  tamponade  are  rec- 
ommended. 
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The  care  of  all  patients  on  a routine  basis 
is  manifestly  an  impossibility.  The  indi- 
vidual variations  in  physiology  and  patholo- 
gy make  the  practice  of  medicine,  to  a cer- 
tain degree,  an  art  as  well  as  a science.  No- 
where is  this  better  exemplified  than  in  the 
care  of  the  pre-  and  postoperative  patient 
for  whom  gastric  surgery  is  anticipated  or 
has  been  done.  Nevertheless,  routine  pro- 
cedures have  a certain  mnemonic  value.  By 
establishing  certain  routines  one  can  be  as- 
sui-ed  that  basic  elements  of  care  are  not 
overlooked,  realizing  at  all  times  that  the 
routine  is  a guide  and  not  a law  and  that  it 
may  be  altered  by  means  of  additions  or  sub- 
tractions as  the  case  may  be.  Since  both  the 
pre-  and  postoperative  care  of  gastric  surgi- 
cal patients  is  a rather  complicated  procedure 
the  following  routines  have  been  drawn  up 
for  the  information  and  guidance  of  our  resi- 
dent staff.  It  is  felt  that  publication  of  these 
routines  would  be  of  interest  since  we  have 
found  them  to  be  extremely  successful  both 
in  maintaining  the  operative  mortality  at  an 
acceptable  minimum  and  in  reducing  the 
postoperative  period  of  hospitalization  to  less 
than  two  weeks  in  the  majority  of  cases. 

THE  PREOPERATIVE  STUDY 

The  study  of  a patient  for  whom  gastric 
surgery  is  contemplated  should  be  directed 
toward  two  goals : first,  to  determine  the  de- 
gree of  pathology  present,  and  second,  to  re- 
store fhrd,  nutritional  and  electrolyte  bal- 
ance to  an  optimum  degree. 

To  accomplish  the  first  the  f o 1 1 o w i ng 
studies  are  recommended: 

1.  Upper  gastrointestinal  series  to  determine  the 
gastric  emptying  time  as  well  as  the  physical  ap- 
pearance of  the  upper  gastrointestinal  tract. 

2.  Gastric  analysis  to  determine  the  degree  of 
hyperacidity.  If  anacidity  is  present,  the  test  should 
be  repeated  following  an  injection  of  histamine.  If 
the  patient  is  suffering  from  an  acute  pyloric  ob- 
struction when  he  is  admitted,  the  gastric  analysis 
should  be  repeated  after  the.^tomach  has  been  de- 
compressed,. fo'-t\v(?  or. three  days*  ... 

3.  ,>-Rlo0d  chemistiy  on  adtniss'ion' sh.ould  include 
the , fohowing:  NPN.  Chlorides,  A-G-,  ratio, _ copper 

,*Sponsored  by  the  Veterans  Administration  antj.  _ .published 
‘with  the  approval  of  the  Chief  Medical  pjr^ctpr-  The  statements 
and  conclusipn^  pjjblirhsd  hy  thfc-  autberc  M‘.e  «a  result  -df  their 
own  study . a.nd^  dp  not  nac^ssarrlv^  refje.cC't'ne  opinion  or  policy 
of  the. Veterans  Administraft'cn.  “ • * 
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sulphate  and  additional  chemical  analyses  as  the  in- 
dividual case  may  indicate.  These  studies  are  re- 
peated at  indicated  intervals  in  order  to  determine 
when  the  patient  is  ready  for  surgery.  The  copper 
sulphate  test  is  a valuable  index  both  pre-  and  post- 
operatively  to  indicate  the  degree  of  hydration 
and/or  anemia. 

4.  Stool  examination  for  blood  and  parasites  is 
done  routinely. 

To  accomplish  the  second  goal  a period  of 
preoperative  treatment  is  essential.  The  pro- 
cedures necessary  to  adequately  prepare  a 
patient  for  gastric  surgery  can  not  be  stand- 
ardized. They  necessarily  vary  in  order  to 
correct  the  pathological  processes  revealed 
by  the  diagnostic  studies.  The  preoperative 
preparation  of  a gastric  surgical  case,  there- 
fore, becomes  a highly  individualized  pro- 
cedure. However,  the  goal  to  be  achieved  is 
a constant  one  and  in  terms  of  laboratory 
tests  we  feel  that  no  patient  is  ready  for 
gastric  surgery  unless  he  has  a hemoglobin 
of  14  grams,  a red -cell  count  of  4.5  million, 
a serum  protein  value  of  at  least  5.5  mgm./ % 
and  a normal  albumin  globulin  ratio.  The 
electrolyte  balance  as  expressed  by  the  ser- 
um chloride  level  must  also  be  within  the 
normal  range. 

Patients  who  are  admitted  with  pyloric 
obstruction  are  decompressed  by  means  of  a 
naso-gasti’ic  tube  and  continuous  suction  for 
a period  of  three  days.  During  this  time 
their  fluid,  electrolyte  and  nutritional  re- 
quirements are  approximated  by  venocylsis. 
After  three  days  a high  protein,  liquid  diet 
is  started  and  the  naso-gastric  decompres- 
sion discontinued.  The  stomach,  however,  is 
aspirated  each  night  at  bedtime  and  the  to- 
tal amount  of  gastric  contents  obtained  is  re- 
corded on  the  chart.  Intravenous  feedings 
may  be  used  to  supplement  the  liquid  diet.  If 
the  liquids  are  well  tolerated,  an  attempt  is 
made  to  feed  a high  protein  bland  diet  with  a 
daily  therapeutic  dose  of  vitamins.  If  the  diet 
is  tolerated,  the  intravenous  feedings  are  no 
longer  desirable  and  should  be  discontinued. 
The  blood  count  and  hemoglobin  are  most 
rapidly  restored  to  normal  by  blood  transfu- 
sions and,  in  general,  a slight  degree  of  ple- 
thora is  preferable  to  a slight  degree  of 
anemia. 
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Peptic  ulcer  patients  admitted  because  of 
hemorrhage  should  be  examined  immediately 
to  determine  the  degree  of  blood  loss.  The 
rate  and  quality  of  the  pulse  is  as  important 
as  the  blood  pressure.  A copper  sulphate  test 
to  estimate  the  specific  gravity  and  cell  pack 
is  likewise  important.  If  the  red  count  is 
over  3.5  million  and  active  bleeding  has 
stopped,  the  patient  need  not  be  considered 
in  immediate  danger.  Nasogastric  suction, 
intravenous  feedings  and  repeated  transfu- 
sions are  indicated.  Ice  chips  by  mouth  help 
to  keep  the  suction  functioning  as  well  as 
promoting  hemostasis. 

Patients  who  show  evidence  of  great  blood 
loss  as  manifested  by  a blood  pressure  of  80 
or  less,  pulse  of  120  or  more  and  red  count  of 
less  than  3 million  must  be  considered  thera- 
peutic emergencies.  Immediate  and  strenu- 
ous efforts  to  correct  the  blood  loss  are  in- 
dicated. Stimulating  drugs  of  any  type  are 
avoided.  An  intravenous  dose  of  morphine 
grs.  1/4  to  1/6  is  given.  A solution  of  5% 
dextrose  in  distilled  water  is  started  intra- 
venously immediately.  This  is  replaced  by 
plasma  and  the  plasma  by  blood  as  each  be- 
comes available.  The  thought  is  to  replace 
blood  volume  as  expeditiously  as  possible. 
There  is  no  substitute  for  whole  blood  and  it 
must  be  given  in  quantities  sufficient  to  re- 
place that  which  has  been  lost.  The  argument 
that  too  much  blood  will  restart  the  bleeding 
by  elevating  the  blood  pressure  is  not  physio- 
logically sound.  The  danger  from  anemia 
and  hypotension  is  infinitely  greater  than 
the  possibility  of  restarting  the  bleeding. 

After  sedation  has  been  given  and  the 
venocylsis  started,  a naso-gastric  tube  is 
passed  for  continuous  suction.  If  free  bleed- 
ing is  present  or,  if  after  the  infusion  of 
three  pints  of  blood,  no  headway  has  been 
made,  efforts  should  be  directed  toward  the 
bleeding  point  itself.  A trial  of  topical 
thrombin  is  always  indicated  in  the  continu- 
ously bleeding  ulcer.  The  technique  for  its 
use  is  as  follows : 

1.  Lavage  the  stomach  with  ice  water  un- 
til all  clots  are  removed. 

2.  Mix  one  ampoule  of  topical  thrombin 
with  one  ounce  of  milk  and  insert  into  the 
stomach  through  the  naso-gastric  tube. 

3.  Follow  the  thrombin  with  one  ounce  of 
milk  through  the  tube  and  then  clamp  it  and 
discontinue  suction  for  2 hours. 

If  bleeding  continues  despite  bed-rest. 


transfusions  and  thrombin,  surgical  inter- 
vention must  be  considered.  An  upper  G.I. 
series  is  desirable  to  confirm  the  presence  of 
a gastric  or  duodenal  lesion.  Surgery  for  a 
bleeding  ulcer  is  possible  only  if  shock  can  be 
controlled.  To  start  an  abdominal  operation 
upon  a patient  who  is  in  shock  will  result  in 
a prohibitive  mortality.  Sufficient  blood  must 
be  given  to  maintain  the  pressure  at  no  less 
than  90  mm./Hg.  before  surgery.  Continu- 
ous transfusions  are  maintained  during  the 
operation.  Fortunately  the  bleeding  peptic 
ulcer  which  cannot  be  controlled  medically  is 
relatively  rare.  The  indications  for  laparoto- 
my in  the  persistently  bleeding  peptic  ulcer 
are  beyond  the  scope  of  this  paper. 

THE  POSTOPERATIVE  FEEDING  SCHEDULE 

The  determination  of  what  constitutes  a 
proper  feeding  schedule  following  operations 
on  the  upper  G.I.  tract  cannot  be  standard- 
ized. There  are  many  considerations  that 
must  be  evaluated,  and  these  include  the  gen- 
eral condition  of  the  patient,  his  mental  at- 
titude, bleeding  from  the  suture  line,  the 
type  and  function  of  the  naso-gastric  tube  and 
the  blood  chemistry.  However,  there  are 
certain  principles  that  we  can  use  to  guide  us 
in  determining  proper  procedure.  These  in- 
clude the  fact  that  a properly  prepared  su- 
ture line  is  sealed  within  an  hour,  and  water- 
tight at  the  end  of  twelve.  After  forty-eight 
hours  a layer  of  fibrin  his  been  deposited 
which  will  form  quite  a secure  anastomosis. 
After  five  days,  in  the  well  nourished  pa- 
tient, the  suture  line  can  be  assumed  to  have 
held  to  the  point  that  feedings  can  be  start- 
ed. When  it  has  been  determined  that  liq- 
uids are  to  be  given  by  mouth,  it  is  better 
to  give  liquids  which  contain  nourishment 
and  which  are  palatable  (broth,  sweetened 
coffee  or  tea,  jello)  rather  than  plain  water. 

The  operative  technique  used  in  this  hos- 
pital utilizes  an  Abbott-Rawson  tube,  which 
permits  jejunal  feeding  and  simultaneous 
gastric  decompression.  It  is  desirable,  if  at 
all  possible,  to  determine  whether  oral  feed- 
ings are  tolerated  before  this  tube  is  re- 
moved. The  following  criteria  are  presented, 
not  as  a routine,  but  to  form  a basis  from 
which  the  individual  feeding  problem  can  be 
determined : 

Day  of  Operation;  Continuous  suction  is  applied 
to  both  ends  of  the  Abbott-Rawson  tube.  Care  is 
taken  to  assure  that  the  tube  is  open  and  function- 
ing at  both  levels  and  that  it  has  not  become  dis- 
placed. The  fluid  and  nutritional  requirements  are 
satisfied  by  venocylsis. 

First  Postoperative  Day:  Ice  chips  are  given  by 
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mouth  to  help  control  any  postoperative  bleeding 
that  may  still  be  present  and  to  help  irrigate  the 
stump  of  the  stomach.  Ordinarily  the  fluid  and  nu- 
tritional requirements  are  again  met  by  venoc- 
lysis. 

Second  Postoperative  Day:  Oral  feeding  is  de- 

termined largely  by  the  presence  or  absence  of 
bleeding.  If  the  gastric  suction  is  returned  bile- 
stained  and  contains  no  blood,  the  schedule  suggest- 
ed for  the  third  day  may  be  used.  If  the  patient  ap- 
pears uncomfortable  or  is  still  bleeding  from  the 
suture  line,  intravenous  feedings  are  preferred. 

Third  Postoperative  Day:  Two-ounce  feedings  of 
meritene  milk  are  given  by  mouth  every  two  hours 
during  the  waking  period  and  1000  c.c.  of  a tube 
feeding  is  given  by  slow  drip  in  two  500  c.c.  doses 
into  the  distal  end  of  the  Abbott-Rawson  tube  (je- 
junal feeding).  The  additional  necessary  fluid  and 
electrolyte  requirements  are  supplied  by  venoclysis. 
If  the  suture  line  is  still  bleeding  the  oral  feedings 
are  deferred.  The  suction  is  clamped  all  day  and 
opened  all  night.  If  nausea,  distention,  hiccoughs 
or  upper  abdominal  distress  develops,  the  gastric 
suction  IS  started  again  and  the  feedings  are  dis- 
continued. 

Fourth  Postoperative  Day:  An  attempt  should 

now  be  made  to  increase  the  volume  and  the  inter- 
val between  feedings.  Four  to  six  ounce  feedings 
of  meritene  milk  may  be  given  four  times  a day. 
Jejunal  feedings  are  continued  as  before  and  intra- 
venous supplements  as  indicated.  On  this  day  it  is 
also  wise  to  determine  the  nutritional  status  of  the 
patient  by  obtaining  a red  cell  count  and  hemo- 
globin determination,  a copper  sulphate  test  and 
blood  chlorides.  The  tube  is  kept  clamped  all  day 
and  opened  all  night,  with  the  previously  mentioned 
precautions. 

Fifth  Postoperative  Day:  If  the  postoperative 

progress  has  been  satisfactory  and  the  previous 
diets  well  tolerated,  six  ounce  feedings  of  a full 
liquid  diet  are  now  given  four  times  a day,  supple- 
mented with  jejunal  and  intravenous  feedings. 

Sixth  Postoperative  Day:  If  the  previous  dietary 

schedule  has  been  well  taken  and  progress  has  been 
satisfactory,  a ground  bland  diet  is  now  given.  The 
patient  is  instructed  to  eat  to  satisfy  his  appetite 
but  not  to  eat  after  he  feels  distended  so  that  he 
doesn’t  overburden  the  gastric  stump.  Four  feed- 
ings of  the  bland  diet  are  given  daily. 

Seventh  Postoperative  Day:  If  the  bland  diet 

has  been  well  tolerated,  the  tube  is  removed  and  a 
ground  regular  diet  in  four  feedings  is  prescribed 
with  the  same  precautions.  A multivitamin  pill  is 
also  given  once  a day. 

Eighth  Postoperative  Day:  A regular  diet  is  now 
ordered  to  be  taken  in  small  feedings,  as  tolerated, 
four  or  five  times  a day.  A tub  bath  is  recommended, 
the  patient  to  be  immersed  in  warm  water  above  the 
suture  line  for  tw'enty  minutes  daily. 

THE  POSTOPERATIVE  GASTRECTOMY 
SYNDROME 

Occasionally  patients  who  have  had  a par- 
tial gastrectomy  will  develop  annoying  or  in- 
capacitating symptoms  following  meals. 
Such  symptoms  have  been  variously  de- 
scribed and  the  term  “dumping  syndrome” 
has  achieved  a certain  amount  of  popularity. 


This  is  unfortunate  because  it  really  is  not 
a “dumping  syndrome”  in  the  sense  that  the 
symptoms  are  due  to  excessively  rapid  emp- 
tying of  the  gastric  stump.  Although  the 
exact  mechanism  is  not  clear,  certain  definite 
findings  are  quite  constantly  present  and 
they  do  not  include  a rapid  emptying  time. 

In  discussing  this  problem  with  patients 
who  have  had  a gastrectomy  it  is  extremely 
important  to  take  a most  careful  history. 
There  are  many  things  that  will  produce  un- 
pleasant effects  following  a meal  which  can 
be  rather  simply  remedied.  The  first  of  these 
is  the  ingestion  of  cold  liquids.  The  drink- 
ing of  cold  liquids  such  as  ice  tea,  ice  cream, 
chilled  milk,  pop  or  beer  will  precipitate  hy- 
peractivity of  the  intestinal  tract  and  will 
result  in  diarrhea.  Patients  should  be  ad- 
vised to  start  their  meals  with  solid  food  and 
to  drink  liquids  only  after  they  have  had 
some  solid  food  in  their  stomach.  It  is  best 
to  avoid  cold  food  and  drink  entirely. 

The  next  important  source  of  symptoms 
after  gastrectomy  is  overloading  the  gastric 
stump.  This  will  be  more  frequently  notice- 
able in  the  higher  resections.  These  patients 
should  be  cautioned  to  use  discrimination  in 
eating  and  to  avoid  overdistention.  Four  or 
five  meals  a day  are  preferable  to  overload- 
ing the  gastric  stump.  This  is  a matter  for 
the  patient’s  own  guidance  and  most  of  tliem 
can,  when  properly  instructed,  rapidly  make 
the  adjustment  to  the  proper  amount  of  food 
per  meal  and  the  proper  number  of  meals  per 
day. 

The  third  group  of  cases  is  not  so  simply 
treated.  They  complain  of  palpitation,  sweat- 
ing and  a feeling  of  tremulousness  following 
meals.  This  is  the  condition  which  has  been 
described  as  the  “dumping  syndrome”.  More 
recently  it  has  become  obvious  that  psychi- 
atric and  hormone  factors,  rather  than  rapid 
emptying,  are  the  basis  of  the  sydrome.  A 
discussion  of  these  symptoms  is  not  perti- 
nent to  this  paper.  The  routine  procedures 
we  have  established  for  the  obseiwation  of 
these  cases  are  as  follows : 

1.  Upper  G.I.  series  to  determine  gastric  empty- 
ing time  and  presence  or  absence  of  retention. 

2.  Oral  administration  of  carmine  to  determine 
clearance  time  in  stool. 

3.  Routine  gastric  analysis. 

4.  Gastric  analysis  following  insulin.  This  test 
to  be  done  if  a vagotomy  was  also  performed. 

5.  Blood  sugar  determination.  A fasting  speci- 
men and  a specimen  30  minutes  after  the  midday 
meal. 


Volume  35 
Number  1 


UTEROPLACENTAL  APOPLEXY:  RUMBOLZ,  McSHANE 


19 


6.  Glucose  tolerance  cui’ve. 

7.  Aspiration  of  gastric  contents  nightly  to  de- 
termine amount  of  residual. 

8.  Minnesota  Multiphasic  personality  inventoi’y 
and  psychiatric  consultation. 

SUMMARY 

The  routine  procedures  presently  employed 
in  the  study  of  pre-  and  postoperative  gastric 

❖ 


surgical  patients  in  the  Lincoln  Veterans 
Administration  Hospital  are  presented. 
These  procedures  have  been  successfully  used 
over  a period  of  three  years  to  form  a basis 
for  the  care  of  these  patients.  It  is  empha- 
sized that  the  routines  described  are  not 
rigid  schedules  but  rather  guides  to  proper 
study  and  therapy. 
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Uteroplacental  Apoplexy 

(Couvelaire  Uterus) 

A Review  with  a Report  of  Two  Cases 

W.  L.  RUMBOLZ,  M.D.  and  R.  A.  McSHANE,  M.D. 
From  The  Department  of  Obstetrics  and  Gynecology 
University  of  Nebraska  College  of  Medicine 
and  Nebraska  Methodist  Hospital 
Omaha,  Nebraska 


Uteroplacental  apoplexy  or  Couvelaire 
uterus  occurs  infrequently  enough  to  war- 
rant the  reporting  of  all  cases  seen.  In  this 
discussion  we  wish  to  briefly  review  the  con- 
dition and  report  two  cases  seen  at  the  Ne- 
braska IMethodist  Hospital. 

Uteroplacental  apoplexy  was  first  des- 
cribed by  Couvelaire^2)  xgn  when  he 

wrote,  “ — it  was  characterized  by  a colassal 
infiltration  of  blood  in  the  uterine  wall,  oc- 
curring in  the  region  of  attachment  of  the 
membranes,  as  well  as  in  the  region  of  pla- 
cental attachment,  cleaving  the  muscle  bun- 
dles fiber  from  fiber.  The  ovaries  are  rid- 
dled with  points  of  hemorrhagic  effusion. 
The  broad  ligaments  are  infiltrated  with 
blood — .”  Before  Couvelaire  described  the 
entity  which  now  bears  his  name,  Rigby^^) 
in  1776  defined  accidental  and  unavoidable 
hemorrhage,  thereby  differentiating  the 
hemorrhage  of  separation  of  the  placenta 
from  that  of  placenta  praevia,  but  nowhere 
in  the  literature  was  the  condition  of  massive 
hemorrhage  into  the  uterine  wall  described. 

Authorities  universally  agree  that  a Cou- 
velaire uterus  is  a severe  type  of  separation 
of  the  placenta,  klost  investigators  readily 
admit  their  ignorance  as  to  the  etiology  of 
uteroplacental  apoplexy,  but  all  agree  upon 
the  important  factor  toxemia  plays  in  the 
occurrence  of  this  condition.  Williams 
mentions  the  noteworthy  frequency  of  al- 
buminuria in  the  cases  of  separation  of  the 
placenta  seen  by  him.  The  more  severe 
forms  of  placental  separation  which  results 
in  a Couvelaire  uterus  is  almost  always  as- 


sociated with  some  toxic  phenomenon. 
Titus  brings  out  the  association  of  an 
acute  fulminating  type  of  toxemia  with  a 
separation  of  the  placenta,  and  suggests  that 
such  an  acute  toxemia  is  even  more  evident 
in  cases  showing  a uteroplacental  apoplexy. 
Trauma  and  inflammation  have  both  been 
mentioned  as  possible  etiologic  factors,  but 
it  is  now  generally  believed  that  these  play 
little  or  no  part  in  the  final  picture.  Of  the 
two  cases  reported  later  in  this  discussion,  it 
should  be  noted  that  one  is  associated  with 
acute  toxemia,  while  the  other  suggests  no 
hint  as  to  etiology. 

The  incidence  of  uteroplacental  apoplexy 
as  stated  by  Waugh  and  Grace is  about 
once  in  every  19.1  cases  of  separation  of  the 
placenta.  Cosgrove (u  reports  236  cases  of 
placental  separation  in  42,807  deliveries,  or 
an  incidence  of  1 in  181  deliveries.  Men- 
gert^^)  confirms  these  figures.  By  using  the 
figures  quoted  above,  we  can  estimate  the 
incidence  of  Couvelaire  uterus  to  be  approx- 
imately one  case  in  every  2,500  deliveries. 

Mengert^"*)  describes  the  symptoms  of 
uteroplacental  apoplexy  as  a rapid,  sudden, 
forceful  retroplacental  hemorrhage  with 
acute  symptoms  of  profound  shock  and  an 
unrelaxing  board-like  uterus.  These  symp- 
toms are  actually  only  the  exaggerated 
symptoms  of  a placental  separation.  Almost 
always  such  symptoms  are  accompanied  by 
some  external  evidence  of  hemorrhage.  In 
these  cases  the  diagnosis  may  be  further 
aided  by  a pelvic  examination  which  rules 
out  the  presence  of  placenta  praevia.  In 
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every  case  of  painful  vaginal  bleeding  in  the 
last  trimester  of  pregnancy  one  must  con- 
sider the  diagnosis  of  placental  separation, 
and  if  the  symptoms  are  severe  the  possibil- 
ity of  a Couvelaire  uterus  must  be  remem- 
bered. The  concealed  type  of  intrauterine 
hem.orrhage  does  not  lend  itself  to  as  ready 
recognition ; but,  pain,  rigidity,  shock  and 
pallor  can  not  go  unnoticed,  and  are  pathog- 
nomic of  placental  separation.  The  presence 
of  an  enlarging  abdomen  over  a short  period 
of  time  is  of  diagnostic  significance. 

Although  the  condition  may  be  strongly 
suspected,  the  diagnosis  of  a Couvelaire  type 
uterus  is  not  possible  before  the  examina- 
tion of  that  uterus  at  the  operating  table  or 
at  the  autopsy  table.  For  this  reason  all 
suspected  cases  of  uteroplacental  apoplexy 
require  immediate  surgical  treatment,  re- 
gardless of  the  anticipated  condition  of  the 
fetus.  Only  at  the  operating  table  is  it  pos- 
sible to  judge  the  full  extent  of  uterine  dam- 
age, and  only  there  can  the  response  of  the 
uterus  to  oxytocics  be  determined.  Imme- 
diately upon  suspecting  the  diagnosis  of 
uteroplacental  apoplexy,  a cesarean  section 
should  be  done  and  the  extent  of  intrauterine 
hemorrhage  noted.  FolloAving  delivery  of  the 
fetus,  pitocin  or  ergotrate  is  given  into  the 
uterine  wall  to  visually  judge  the  ability  of 
the  uterus  to  contract.  Should  the  damage 
be  so  great  that  the  uterine  muscle  has  lost 
its  power  to  contract,  the  uterus  must  be  re- 
moved to  prevent  further  hemorrhage. 
Proper  replacement  of  blood  loss,  treatment 
for  shock,  and  care  of  a toxemia  of  preg- 
nancy are  of  the  utmost  importance  through- 
out the  entire  course  of  therapy. 

The  fetal  mortality  is  extremely  high  in 
cases  of  uteroplacental  apoplexy,  approach- 
ing 100  per  cent  in  most  reports.  While  very 
little  hope  may  be  held  out  for  a viable 
fetus,  early  diagnosis  and  treatment  may 
occasionally  yield  a satisfactory  fetal  result. 
With  early  diagnosis,  immediate  treatment, 
and  adequate  replacement  therapy,  the  ma- 
ternal mortality  has  been  materially  reduced 
in  recent  years.  The  extent  of  an  accom- 
panying toxemia  very  often  determines  the 
final  outcome  from  a maternal  standpoint, 
and  in  every  case  treatment  and  prognosis 
must  be  considered  with  this  in  mind. 

The  pathologic  picture  remains  essen- 
tially the  same  as  when  Couvelaire  original- 
ly described  it.  The  uterus  is  a purplish  cop- 
per color  with  various  sized  petechial  hem- 


orrhages under  its  peritoneal  covering  and  in 
the  cul-de-sac.  On  cut  section  there  is  a 
muscle  dissociation  and  infilti’ation  of  blood. 
The  largest  amount  of  muscle  dissociation  is 
in  the  outer  and  middle  layers,  rather  than 
in  the  inner  layers  as  one  might  expect.  The 
serosa  over  the  uterus  is  split  in  places,  al- 
lowing blood  to  escape  into  the  abdominal 
cavity.  There  is  usually  an  associated  hem~ 
orrhagic  effusion  of  the  ovaries.  Micro- 
scopically there  is  tissue  degeneration  with 
massive  infiltration  of  blood.  The  blood  ves- 
sels show  an  endarteritis,  with  degenerative 
changes  and  thrombosis. 

CASE  REPORTS 
CASE  NO.  1 

A 37-year-old  Para  0 Gravida  ii,  approximately 
five  months  pregnant  on  admission  to  the  hospital, 
March  27,  1949. 

The  patient  gave  the  stoiy  of  sudden  blind- 
ness, inability  to  urinate,  and  pain  in  the  lower  ab- 
domen which  began  four  hours  before  admission 
and  became  more  severe  over  the  inter\'ening  four 
hour  period. 

There  was  one  previous  pregnancy  which  was 
complicated  by  a severe  toxemia  and  ended  in  a 
spontaneous  abortion  at  about  four  to  five  months, 
approximately  one  year  before  the  present  preg- 
nancy. There  was  no  history  of  illness  in  the  period 
between  pregnancies. 

The  patient  was  seen  in  her  10  to  12th  week  of 
pregnancy  in  January,  1949,  when  she  had  a blood 
pressure  of  220/140.  She  ran  a persistant  hyper- 
tension of  220  - 240/140  - 160  from  that  time  until 
her  admission  to  the  hospital.  Her  urine  had  been 
consistently  negative,  and  there  had  been  no  other 
findings  indicative  of  toxemia.  She  had  repeatedly 
refused  therapeutic  abortion. 

Physical  Examination:  On  admission  the  pa- 

tient had  a blood  pressure  of  256/170.  There  was 
a marked  bilateral  retinal  edema  with  bilateral 
retinal  detachment.  The  utems  was  palpable  to 
the  level  of  the  umbilicus  and  was  rigid  and  tender. 
There  was  only  a very  slight  amount  of  vaginal 
bleeding  present. 

Laboratory  Reports:  A catheterized  urine  speci- 

men showed  a A+  albumin  and  was  loaded  with 
red  blood  cells.  The  blood  count  was  3,510,000 
red  blood  cells  with  11.0  gm.  hemoglobin.  The 
NPN  was  85  mgm%. 

Progress:  The  diagnosis  of  acute  toxemia  was 

made  and  the  patient  treated  with  morphine  seda- 
tion and  dehydration.  Blood  and  plasma  were 
made  available.  The  patient  ran  a rapidly  down- 
hill course  with  no  response  to  treatment,  and  al- 
though surgical  intervention  was  hoped  for  the  pa- 
tient was  never  in  any  condition  to  withstand  the 
emptying  of  the  uterus  by  surgery.  The  patient 
expired  eleven  hours  after  admission  to  the  hos- 
pital with  a terminal  picture  of  progressive  shock. 
Blood  and  plasma  were  both  used  to  no  avail. 

Autopsy:  Postmortem  examination  revealed  a 

bilateral  malignant  nephrosclerosis  with  massive 
hemoiThage  into  the  pelvis  of  each  kidney.  There 
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were  scattered  petechial  hemorrhages  over  the  sur- 
faces of  all  of  the  organs.  There  was  classical  evi- 
dence of  uteroplacental  apoplexy  in  the  pelvic  or- 
gans. 

CASE  NO.  2 

This  is  the  case  of  a 37-year-old  Pari  iii  Gravida 
iv,  who  was  admitted  to  the  hospital  in  her  eighth 
month  of  pregnancy.  The  patient  had  had  an  un- 
eventful prenatal  course  until  the  day  of  admis- 
sion to  the  hospital.  On  the  day  of  admission  she 
had  pain  in  her  lower  abdomen  with  moderate 
vaginal  bleeding.  There  had  been  no  fetal  motion 
throughout  the  day. 

Physical  Examination:  On  admission  to  the  hos- 

pital the  patient  had  a noticeable  pallor  and  a 
somewhat  rapid  pulse.  Her  blood  pressure  was 
110/60.  The  uteinis  was  enlarged  to  a level  half 
the  distance  between  the  umbilicus  and  xyphoid. 
A moderate  amount  of  vaginal  bleeding  was  pres- 
ent. No  evidence  of  fetal  life  could  be  found. 

Laboratory  Findings:  The  laboratory  reported 

a red  blood  count  of  2,860,000,  with  7.5  gm.  hemo- 
globin. Urine  examination  was  negative. 

Progress:  During  the  first  two  hours  in  the  hos- 
pital the  patient  was  typed  and  cross  matched  and 
given  500  cc.  whole  blood.  With  a partial  replace- 
ment of  blood  the  uterus  became  quite  tender  and 
lower  abdominal  rigidity  was  present.  In  one 
forty-five  minute  period  the  circumference  of  the 
abdomen  at  the  umbilicus  enlarged  from  102  cm.  to 
106  cm.  Vaginal  examination  revealed  the  cervix 
to  be  open  only  one  finger  and  there  was  no  evi- 
dence of  a low  implanted  placenta. 

The  patient  was  taken  to  surgery  and  a classical 
cesarean  section  was  done.  There  was  a massive 


infiltration  of  blood  into  the  uterine  wall  and  ad- 
jacent pelvic  sti-uctures.  A non-viable  fetus  was 
removed  and  the  uterine  incision  closed.  Ergotrate 
was  given  into  the  uterine  muscle  and  the  uterus 
did  not  contract.  A diagnosis  of  Couvelaire  utei-us 
was  made  and  a subtotal  hysterectomy  done.  The 
patient  received  a total  of  2500  cc.  whole  blood  dur- 
ing her  hospital  stay.  She  made  an  uneventful 
postoperative  recovery  and  was  discharged  from 
the  hospital  on  her  tenth  hospital  day. 

Pathology  Report:  Uteroplacental  apoplexy 

(Couvelaire  uterus). 

SUMMARY 

Uteroplacental  apoplexy  was  reviewed  as 
to  incidence,  etiology  and  treatment.  The 
importance  of  early  surgical  intervention 
regardless  of  the  condition  of  the  fetus  was 
stressed.  Two  cases  of  uteroplacental  apo- 
plexy were  presented. 
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URGES  TRAINING  OF  BLIND  FOR 
JOBS  IN  X-RAY  DARK  ROOMS 
A St.  Louis  physician,  writing  in  the  November 
issue  of  The  American  Jouraal  of  Roentgenology 
and  Radium  Therapy,  urged  industrial  and  hospital 
x-ray  departments  today  to  explore  more  fully  the 
possibility  of  training  blind  persons,  both  men  and 
women,  for  permanent  jobs  in  the  dark  rooms  where 
x-ray  films  are  processed. 

The  very  best  technique  employed  by  x-ray  spe- 
cialists is  “only  as  good  as  the  dark  room  processing 
of  the  films,”  Dr.  Sherwood  Moore,  director  of  the 
Mallinckrodt  Institute  of  Radiology  of  St.  Louis, 
said  in  his  plea  for' the  employment  of  blind  dark 
rooms  x-ray  technicians. 

Dr.  Moore  said  that  with  the  help  of  the  St.  Louis 
Bureau  for  the  Blind  he  employed  three  blind  men 
in  his  laboratory  and  after  a month’s  training  they 
acquired  manual  proficiency  which  justified  at- 
tempting to  use  them  under  actual  working  condi- 
tions. “The  blind  men  are  happy,”  Dr.  Moore  wrote, 
adding  that  one  of  them  commented  “this  is  far  bet- 
ter than  making  brooms.” 

“There  is  hope,”  the  article  said,  “that  the  film 
industry  and  commercial  photographic  laboratories 
will  take  up  this  form  of  employment  for  those 
handicapped  by  loss  of  sight.” 


One  advantage  in  hiring  the  blind,  the  doctor  ex- 
plained, is  that  experienced  x-ray  technicians  “are 
freed  from  the  monotony  and  fatigue  of  dark  room 
work,  where  their  superior  abilities  are  more  or 
less  wasted. 

“Success  in  employing  blind  dark  room  technicians 
depends  upon  the  selection  of  suitable  individuals 
who  should  be  thoroughly  trained  in  advance  of  em- 
barking on  the  actual  work.  The  selection  should  be 
left  to  the  state  or  federal  agencies  for  the  blind. 
These  agencies  have  the  facilities  for  giving  apti- 
tude tests  and  finding  persons  with  the  proper 
background.” 

Dr.  Moore  said  he  found  that  blind  employees  can 
unload  and  load  and  place  a film  in  solution  as 
speedily  as  can  a technician  with  sight. 

“The  Federal  Security  Agency,  Office  of  Voca- 
tional Rehabilitation  and  the  Illinois  Division  of  Vo- 
cational Rehabilitation  and  a representative  from 
the  Bureau  for  the  Blind  have  investigated  this 
training  program  and  expressed  the  view’  that  it  has 
possibilities  for  a good  livelihood  for  the  blind.  It 
is  not  and  should  not  be  a method  of  getting  cheap 
help. 

“Such  a training  program  may  open  a door  for 
large  opportunities.” 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ORGANIZATION  SECTION 


ETHICS  COUNCIL  MEETS 

The  Council  on  Profession  Ethics,  headed 
by  Dr.  Morris  Nielsen  of  Blair,  has  heard 
and  adjusted  several  complaints  brought 
against  physicians  by  their  patients.  Since 
the  cases  and  facts  presented  to  the  Council 
are  completely  confidential,  details  of  the 
hearings  are  unknown. 

It  can  be  safely  said,  however,  that  the 
value  of  having  such  a committee  has  already 
been  clearly  demonstrated.  Experience  of 
similar  groups  in  other  states  has  also  shown 
their  worth.  The  public  relations  value  of 
the  Nebraska  Council  on  Professional  Ethics 
has  been  tremendous. 


COMMITTEES  APPOINTED 

President  J.  D.  McCarthy,  Omaha,  has  ap- 
pointed two  new  interim  committees  to  serve 
until  the  annual  session  in  May,  1950.  They 
are  the  Committee  on  Cerebral  Palsied,  Crip- 
pled Children  and  Adults,  and  the  Committee 
on  Hospital  and  Professional  Relations. 

Members  of  the  Cerebral  Palsy  Committee 
are  Drs.  Louis  S.  Campbell,  chairman,  Oma- 
ha; Fred  C.  Ferciot,  Lincoln;  S.  I.  Wolters, 
Lincoln ; John  M.  Thomas,  Omaha;  and 
Frank  R.  Barta,  Omaha.  This  committee  will 
undertake  several  special  assignments  in  co- 
operation with  the  A.M.A.  and  other  national 
organizations.  It  will  be  charged  with  ac- 
tivating a program  in  Nebraska. 

Appointed  to  the  Hospital  and  Professional 
Relations  Committee  are  Drs.  Howard  B. 
Hunt,  chairman,  Omaha ; Dorothy  H.  Thomp- 
son, Omaha ; George  W.  Covey,  Lincoln ; and 
Karl  S.  J.  Hohlen,  Lincoln.  The  group  will 
serve  as  a liaison  committee  between  the  hos- 
pitals and  medical  profession.  It  will  deal 
primarily  with  problems  directly  concerning 
staff  members  and  hospitals. 


SPEAKERS  BUREAU  ACTIVATED 

Dr.  0.  V.  Calhoun,  Lincoln,  chairman  of 
the  Speakers  Bureau,  has  announced  that  the 
names  currently  listed  on  Speakers  Bureau 
roster  will  soon  be  sent  to  each  county  so- 
ciety secretary.  This  will  enable  each  county 
society  to  select  the  speaker  and  topic  they 
would  like  to  hear. 

Dr.  Calhoun  also  stated  that  his  group  is 
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seeking  the  names  of  lay  speakers  who  are 
capable  of  presenting  fine  papers  on  such 
subjects  as  compulsory  health  insurance,  so- 
cialism, welfare  state,  etc. 

If  you  know  of  such  men,  please  send  their 
names  and  addresses  to  the  headquarters  of- 
fice, 1315  Sharp  Building,  Lincoln.  It  has 
been  said  many  times  that  lay  persons  are 
in  a better  position  to  fight  socialized  medi- 
cine than  the  doctors  themselves. 


ANNOUNCEMENTS 


The  International  and  Fourth  American  Congress 
on  Obstetrics  and  Gynecology  will  meet  May  14-19, 
1950  in  the  Hotel  Statler,  New  York. 

The  Nebraska  Division  of  the  American  Cancer 
Society  has  prepared  for  general  distribution  enam- 
eled calendar  cards,  the  size  of  the  conventional 
identification  card,  with  on  the  other  side  a list  of 
the  danger  signals  of  cancer.  It  is  hoped  that  these 
will  serve  as  constant  reminders  to  their  carriers. 

Any  physician  who  wishes  may  have  some  of 
these,  available  for  distribution  after  January  10, 
by  sending  a post  card  to  the  following  address: 
Nebraska  Division,  American  Cancer  Society,  809 
Brandeis  Theatre  Building,  Omaha,  Nebraska. 

A statement  of  the  number  desired  would  be  ap- 
preciated. 


AMERICAN  COLLEGE  OF  ALLERGISTS 

The  American  College  of  Allergists  will  meet  at 
the  New  Hotel  Jefferson,  St.  Louis,  Missouri,  Janu- 
ary 15th  through  18th,  1950.  Registrations  begin 
Sunday,  January  15th. 


STERILITY  AWARD 

The  American  Society  for  the  Study  of  Sterility  is 
offering  an  annual  award  of  $1,000  known  as  the 
Ortho  Award  for  an  essay  on  the  result  of  some 
clinical  or  laboratory  research  pertinent  to  the  field 
of  sterility.  Competition  is  open  to  those  who  are 
in  clinical  practice  as  well  as  to  individuals  whose 
work  is  restricted  to  research  in  basic  fields  or  full 
time  teaching  positions.  The  prize  essay  will  ap- 
pear on  the  program  of  the  forthcoming  meeting  of 
the  American  Society  for  the  Study  of  Sterility, 
which  is  to  be  held  at  the  Sir  Francis  Drake  Hotel  in 
San  Francisco  on  June  24  and  25,  1950. 

Full  particulars  may  be  obtained  from  the  Sec- 
retary, Dr.  Walter  W.  Williams,  20  Magnolia  Ter- 
race, Springfield,  Massachusetts.  Essays  must  be 
in  bis  hands  by  April  1,  1950. 


Annual  Dues  are  now  due.  Please 
send  check  to  your  County  Secretary 
now. 


NEWS  a»d  VIEWS 


Dr.  Louis  E.  Moon  was  installed  as  presi- 
dent of  the  Omaha  Mid-West  Clinical  Society 
at  the  annual  meeting  November  30. 

Named  president-elect  is  Dr.  Alfred 
Brown.  Dr.  J.  D.  McCarthy  was  re-elected 
counselor  and  Dr.  Donald  J.  Wilson  was  re- 
elected directors  of  clinics. 

They  will  serve  with  Drs.  Earl  A.  Connolly, 
Maurice  C.  Howard,  J.  Perry  Tollman  and 
Warren  Thompson  on  the  executive  commit- 
tee. 

Dr.  B.  Carl  Russum  was  appointed  editor 
of  the  Journal  of  the  society.  Others  on  the 
editorial  board  are  Drs.  Maurice  E.  Grier, 
Charles  W.  McLaughlin  and  Frederick  W. 
Niehaus. 

The  University  of  Nebraska  Board  of  Re- 
gents recently  approved  an  agreement  be- 
tween the  College  of  Medicine  at  Omaha  and 
the  United  States  Department  of  Agricul- 
ture whereby  the  college  will  get  17  thousand 
dollars  for  research  work. 

The  Government  will  supply  the  money  for 
research  in  certain  types  of  food  poisoning. 


Dr.  John  H.  Quinn,  92,  long-time  resident 
and  physician  at  Gothenburg,  died  in  Oak- 
land, Calif.,  December  5,  1949. 


The  children  of  the  late  Dr.  Henry  R. 
Miner  have  established  a “Dr.  Henry  R. 
Miner  Memorial  fund”  to  help  Falls  City  high 
school  students  who  intend  to  study  med- 
icine. 


MEDICAL  INDUSTRY  FINDS  NEBRASKA 
On  November  22,  1949,  Becton,  Dickinson 
& Company,  of  Rutherford,  New  Jersey, 
opened  their  new  thermometer  manufactur- 
ing plant  at  Columbus,  Nebraska.  There  was 
a full  day  of  festivities,  including  open  house 
at  their  beautiful  modern  one-story  200x120- 
foot  structure  of  glass  brick  and  concrete. 
Attending  the  festivities  were  political  dig- 
nitaries, including  Governor  Peterson,  Sen- 
ators Wherry  and  Butler,  Representative 
Stefan  and  others,  along  with  the  leading 
business  men  of  Lincoln,  Omaha,  and  other 
cities  of  the  state.  The  medical  profession 
was  well  represented.  All  joined  in  wishing 
the  new  industry  great  success  and  pleasure 
in  their  new  Nebraska  home. 
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The  event  impressed  me  as  a rather  signal 
compliment  to  Nebraska,  in  that  a medical 
industry  had  discovered  Nebraska,  and  rec- 
ognized the  many  economic,  cultural  and 
manufacturing  advantages  we  had  to  offer 
here.  The  executives  of  Becton,  Dickinson 
& Company  traveled  extensively  over  the 
whole  United  States  before  finally  deciding 
upon  Columbus,  Nebraska,  where  they  found 
many  of  the  features  that  they  particularly 
desired  for  their  plant.  In  the  manufacture 
of  precision,  scientific  instruments,  such  as 
syringes,  monometers,  graduated  glass 
tubes,  and  particularly  thermometers,  there 
must  be  not  only  ideal  working  conditions 
with  respect  to  cleanliness,  light,  humidity, 
temperature,  etc.,  but  also  the  workers  must 
have  more  than  usual  intellectual  capacity 
and  adaptability  to  accurately  perform  many 
of  the  intricate  procedures  which  they  are 
called  upon  to  carry  out.  All  of  their  needs 
seem  to  be  embraced  in  the  Columbus  area; 
and  as  they  are  training  young  people  to  take 
up  this  work  in  the  plant,  they  have  found 
that  within  two  months  of  training  many 
have  acquired  the  knowledge  that  it  took  six 
months  to  impart  elsewhere.  In  other  words, 
the  level  of  mental  capacity  and  mechanical 
adaptability  is  adequate  for  very  technical 
details  of  manufacture. 

Though  Becton,  Dickinson  & Company  is 
an  old  established  firm,  which  has  long  held 
high  prestige  in  the  field  of  thermometers, 
syringes,  needles,  bandages  and  the  like  in 
medical,  surgical,  dental  and  veterinary  spe- 
cialties, it  is  interesting  to  note  that  the  en- 
thusiastic expansion  program  of  development 
should  be  the  inspiration  of  the  youthful  sec- 
ond generation  executives,  who  were  all  on 
deck  for  this  opening,  among  them  Fairleigh 
Dickinson,  Jr.,  the  President,  and  Henry  Bec- 
ton, Executive  Vice  President,  with  their  ad- 
mirable fellow  associates,  D.  Wayne  John- 
son, Sales  Director;  and  the  genial  friend  of 
so  many  doctors,  who  is  seen  at  every  B-D 
exhibit  at  the  national  medical  conventions, 
Mr.  Yocum.  The  local  general  manager,  Mr. 
John  W.  Simmons  (30)  vice  president  of  the 
Nebraska  company,  has  come  out  of  the 
East  to  make  this  subsidiary  the  parent  or- 
ganization an  outstanding  development. 

I am  sure  that  when  they  get  into  full 
swing  and  operation,  they  will  welcome  the 
medical  profession  of  Nebraska  stopping  in 
at  any  time  to  see  their  plant,  and  have  a 
r appreciation  of  their  activities. 

J.  X.  M.  THOMSON,  M.D. 

ft. 


WOMAN'S  Aummy 


The  wives  of  the  members  of  the  Buffalo  County 
Medical  Society  met  Thursday  evening,  November 
10th,  at  the  Fort  Kearney  Hotel  to  organize  the  Buf- 
falo County  Medical  Auxiliary.  There  were  17  mem- 
bers and  3 guests  present. 

Mrs.  C.  F.  Ferciot  of  Lincoln,  president  of  the 
Woman’s  Auxiliary  of  the  Nebraska  State  Medical 
Association,  was  guest  of  honor.  Mrs.  Ferciot  gave 
excerpts  from  significant  addresses  delivered  at  the 
recent  National  Medical  Auxiliary  meeting,  held  in 
Chicago.  She  also  led  a very  informative  discussion 
of  American  medicine. 

The  following  officers  were  elected:  Mrs.  B.  R, 

Bancroft,  president;  Mrs.  M.  B.  Wilcox,  vice-presi- 
dent; Mrs.  F.  L.  Richards,  secretary-treasurer. 

Chairmen  of  committees  will  be  announced  at  the 
next  meeting. 

November,  the  month  of  organization  of  the  Buf- 
falo County  Medical  Auxiliary,  also  marks  the 
twenty-fifth  anniversary  of  the  Woman’s  Auxiliary 
of  the  Nebraska  State  Medical  Association. 


Mrs.  D.  W.  Kingsley  was  named  to  succeed  Mrs. 
C.  W.  Guildner  as  president  of  the  Adams  County 
Medical  Society  Auxiliary  Wednesday  evening,  De- 
cember 7 at  a meeting  at  the  Hastings  State  Hos- 
pital. Mrs.  G.  L.  Pinney  was  elected  vice  president 
and  Mrs.  Frank  D.  Geer,  secretary-treasurer. 

Twenty  members  and  guests  of  the  auxiliary  at- 
tended the  business  meeting,  which  followed  a din- 
ner with  members  of  the  medical  society.  The  tables 
were  decorated  in  the  holiday  theme  and  the  hos- 
pital orchestra  provided  music. 

Contributions  were  made  to  the  fund  for  gifts  for 
hospital  patients.  Mrs.  E.  C.  Foote  announced  the 
visit  of  the  Red  Cross  Bloodmobile  on  December  15 
and  16. 

Following  the  business  session,  auxiliary  members 
rejoined  the  medical  society  for  a film,  “Take  Me 
Out  to  the  Ball  Game,”  starring  Esther  Williams. 
Arrangements  for  the  film  were  made  by  the  hos- 
pital staff. 


Physicians  and  their  wives  from  Otoe,  Cass  and 
Nemaha  counties  gathered  at  the  Hotel  Grand  Tues- 
day night,  November  29,  to  discuss  the  aspects  of 
socialization  of  the  medical  profession. 

The  Otoe  County  Medical  Society  was  host  to  the 
group  of  30. 

Dr.  Harold  Morgan,  Lincoln,  chairman  of  the  pub- 
lic relations  committee  of  the  Nebraska  State  Med- 
ical Association,  gave  a report  on  the  activities  of 
the  committee. 

Mrs.  Fred  Ferciot,  Lincoln,  president  of  the  State 
Medical  Auxiliary,  told  of  the  need  for  organization 
of  physicians’  wives  in  every  county  in  the  state. 

She  assisted  in  the  formation  of  the  Tri-County 
Medical  Auxiliary  for  the  three  counties  represented. 
The  Auxiliary  will  meet  each  month  when  the  coun- 
ty society  meets. 
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Mrs.  D.  D.  Stonecypher  was  elected  president  of 
the  newly  formed  group;  Mrs.  Glen  Burbridge  was 
named  vice-president  and  president-elect  and  Mrs. 
R.  C.  Mclllece  was  elected  secretary-treasurer. 


“Modern  Changes  in  Medical  Care”  was  the  sub- 
ject of  the  talk  given  by  Merrill  C.  Smith,  executive 
Secretary  of  the  Nebraska  State  Medical  Associa- 
tion, to  the  Lancaster  County  Medical  Auxiliary,  on 
November  7th  at  the  Lincoln  General  Hospital 
Nurses’  Home. 

Members  of  the  Inter-club  council  were  guests  of 
the  auxiliary  and  participated  in  the  discussion  pe- 
riod which  followed. 

Preceding  the  program  the  group  had  met  for  a 
coffee-sandwich  luncheon  at  1 p.m.  About  sixty 
guests  and  members  were  present. 


The  auxiliary  to  the  Sixth  Councilor  Medical  Dis- 
trict met  for  a 6:30  dinner  at  the  McCloud  Hotel  in 
York  on  November  14th  with  12  members  and  four 
guests  present.  Mrs.  P.  0.  Marvel^  president,  pre- 
sided at  the  business  meeting.  She  introduced  Mrs. 
C.  Fi’ed  Ferciot,  state  president,  who  spoke  on  the 
public  relations  committee  which  met  in  joint  ses- 
sion with  the  Nebraska  State  Medical  Association 
in  Omaha  and  North  Platte.  She  stressed  the  fol- 
lowing points:  the  sending  of  all  articles  concerning 
socialized  medicine  to  the  office  of  M.  C.  Smith,  and 
the  advisability  of  reading  all  bulletins  sent  out  by 
the  state  office.  She  also  spoke  of  organizing  new 
auxiliaries  in  Kearney  and  North  Platte. 


REPORT  OF  THE  DIVISION  OF  MENTAL 
HEALTH,  STATE  HEALTH  DEPARTMENT 

The  state  of  Nebraska  has  had  federal  funds 
available  for  mental  health  purposes  since  the  fiscal 
year  1948,  as  a result  of  the  Mental  Health  Act 
passed  by  Congress  in  1946.  Both  the  University  of 
Nebraska  College  of  Medicine,  and  the  Lincoln- 
Lancaster  County  Child  Guidance  Center  had  plans 
which  were  approved  by  the  State  Health  Depart- 
ment for  expenditure  of  mental  health  money,  but 
actually  no  money  was  spent  during  the  first  year 
the  funds  were  available,  because  of  lack  of  per- 
sonnel. 

In  the  fiscal  year  1949,  however,  the  Board  of  Di- 
rectors of  the  Child  Guidance  Center  employed  a 
physician  who  was  willing  to  take  an  additional 
year  of  psychiatric  study  at  the  University  College 
of  Medicine,  in  Omaiia,  and  his  training  stipend  was 
granted  from  Mental  Health  money.  The  faculty 
of  the  School  of  Medicine,  realizing  that  teaching 
personnel  was  impossible  to  obtain,  decided  to  ex- 
pand their  Epilepsy  Clinic.  Their  plan  was  ap- 
proved by  the  State  Health  Department,  and  ac- 
cordingly, funds  were  granted  to  obtain  a social 
worker  for  that  clinic.  During  the  same  year  the 
writer  was  appointed  acting  director  of  the  Division 
of  Mental  Health,  on  a part-time  basis,  so  that  a 
coordinated  plan  for  expansion  might  be  developed. 

A survey  of  the  psychiatric  facilities  in  Nebraska 
revealed  the  fact  that  we  have  a good  basic  struc- 
ture— a sort  of  basement  house,  already  built,  but 
that  a really  respectable  dwelling  will  requii'e  a 
great  deal  of  further  work.  We  will  have  to  do  more 


building  — and  not  so  much  building  in  brick  and 
stone  as  building  of  personnel  and  community  un- 
derstanding. 

We  need  better  services  for  senile  psychotics — 
for  the  criminally  insane  and  for  children  suffering 
from  severe  behavior  disorders. 

We  need  to  raise  the  self-respect  of  psychiatrics 
wal'd  aides — to  the  point  where  they  consider  their 
job  a profession — and  not  “bug-housing”.  This  in- 
volves more  specific  education,  higher  salaries  and 
better  living  conditions. 

We  need  more  out-patient  facilities;  particularly 
do  we  need  a general  Mental  Hygiene  Clinic  in 
Lincoln,  a Child  Guidance  Center  in  Omaha  and  some 
general  hygiene  clinics  in  the  western  part  of  the 
state. 

To  turn  to  the  more  specific  functions  of  the  Di- 
vision of  Mental  Health  we  find  they  roughly  fall 
into  three  categories: 

1.  Providing  funds  for  training  psychiatrists, 
psychologists,  psychiatric  social  workers  and  psy- 
chiatric nurses. 

2.  Assisting  in  the  planning  and  establishing  of 
community  mental  health  projects. 

3.  Educating  the  lay  public  in  regard  to  mental 
health  principles. 

TRAINING  PROGRAM: 

1.  During  the  current  fiscal  year,  the  Division 
of  Mental  Health  is  providing  a training  stipend  for 
Dr.  George  Lytton,  who  is  training  in  Child  Guid- 
ance at  the  Louisville,  Kentucky,  Child  Guidance 
Center.  At  the  end  of  this,  his  second  year,  he  will 
return  to  Norfolk  State  Hospital,  Norfolk,  Nebraska, 
where  he  will  be  in  charge  of  the  out-patient  work 
there — a large  part  of  which  will  be  work  with  chil- 
dren. 


COMMUNITY  SERVICES: 

2.  At  present  the  Division  of  Mental  Health  is 
concerned  with  two  community  projects,  the  Epilep- 
sy Clinic  in  Omaha,  and  the  Lincoln-Lancaster  Coun- 
ty Child  Guidance  Center. 

The  Epilepsy  Clinic  in  Omaha  has  one  unique  fea- 
ture— that  of  group  therapy.  It  meets  the  first  and 
third  Wednesday  of  each  month,  and  one  hour  of  the 
session  is  devoted  to  a meeting  of  the  entire  group 
of  patients  and  relatives,  who  discuss  their  worries 
and  problems  with  Dr.  Steed  and  the  social  worker, 
Mrs.  Mildred  Gustafson.  It  is  fascinating  to  watch 
the  tensions  ease  as  the  discussion  progresses  and 
the  patients  are  prepared  thus  for  a far  more  satis- 
factory individual  conference  with  the  psychiatrist 
later  in  the  afternoon. 

The  Lincoln-Lancaster  County  Child  Guidance 
Center  is  starting  under  the  handicap  of  insufficient 
staff  members  and  is  currently  operating  with  the 
director.  Dr.  John  Steinman  and  part-time  psycholo- 
gist, Mrs.  Mary  Arnold.  It  has  been  impossible,  to 
date,  to  secure  well  trained  social  workers  for  the 
amount  of  funds  currently  available.  However,  the 
board  of  directors  is  as  enthusiastic  as  the  staff  and 
it  would  seem  that  this  pioneer  project  will  soon  be 
in  full  swing. 


3.  EDUCATION  OF  THE  LAY  PUBLIC: 

Because  of  the  limited  funds  available,  as  well  as 
because  the  State  Health  Department  believes  we 
can  move  only  as  fast  as  tlm^^j;ni^ 
us,  we  are  planning  to  devotq 
years  to  an  educationa 
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We  are  currently  running  a series  of  radio  broad- 
casts over  Station  KOLN,  entitled  “These  Are  Our 
Neighbors”.  These  comprise  of  interviews  with 
Nebraska  people  working  in  the  field  of  mental 
health^ — State  Hospital  Superintendents,  patients  in 
State  Hospitals,  Directors  of  out-patient  services. 
Psychologists,  etc.  These  recordings  will  be  avail- 
able to  other  radio  stations  shortly. 

The  Division  of  Mental  Health  issues  a Mental 
Health  Fact-of-the-Month  bulletin  to  a two-thou- 
sand name  mailing  list.  This  is  an  attempt  to  teach 
basic  mental  health  facts  concisely,  and  to  provide 
bibliography  for  people  who  wish  to  read  more  ex- 
tensively on  any  given  subject. 

Dr.  F.  L.  Spradling,  Lincoln  State  Hospital  Super- 
intendent, is  cooperating  with  this  division  in  put- 
ting on  a series  of  small  luncheons  monthly — there 
are  never  more  than  ten  guests.  These  are  held  at 
the  State  Hospital  and  they  are  designed  to  acquaint 
representative  citizens  — bankers,  lawyers,  doctors, 
merchants,  housewives,  club  women,  teachers,  etc. 
with  the  problems  of  State  Hospitals,  in  the  hope 
that  they  will  be  concerned  about  mental  health 
programs  and  appropriations  when  the  next  legis- 
lature meets. 

In  cooperation  with  the  Division  of  Public  Health 
Education  we  have  participated  in  work-shop 
groups,  in  community  planning  groups,  in  Parent- 
Teacher  meetings  and  school  faculty  meetings. 
These  meetings  are  usually  held  in  the  interest  of 
creating  better  mental  health  within  the  group,  and 
frequently  involve  a discussion  of  basic  personality 
sti-ucture  methods  for  coping  with  minor  behavior 
or  emotional  disturbances,  the  use  of  audio-visual 
material  in  the  classroom,  proper  care  for  the  men- 
tally ill,  etc. 

Developing  an  effective  Division  of  Mental  Health 
is  a slow  task,  but  an  interesting  one;  which  as 
above  mentioned,  depends  basically  on  the  active 
participation  of  local  communities.  Developing  com- 
munity interest  then  will  be  the  prime  concern  of 
the  Mental  Health  Division  for  the  next  biennium. 

JANET  PALMER,  M.D.,  Director 
Division  of  Mental  Health 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


As  anticipated.  Blue  Shield  membership  exceeded 
the  100,000  mark  before  the  end  of  1949.  As  of 
December  1,  there  were  more  than  102,000  enrolled. 
This  represents  an  increase  of  more  than  33,000 
since  January  1,  1949,  when  membership  was  66,791. 

County  Chairmen  of  the  Blue  Shield  Liaison  Com- 
mittee are  urged  to  appoint  their  committees  as  soon 
as  possible  and  forv'ard  the  names  and  addresses 
of  appointees  to  the  Blue  Shield  office.  A number 
of  the  committees  have  already  organized  and  have 
launched  the  Liaison  program  within  their  local 
societies. 

Beginning  January  1,  Blue  Shield  checks  to  physi- 
cians will  be  issued  twice  each  month  instead  of 
monthly  as  in  the  past.  It  is  expected  that  this  ac- 
celerated seiwice  will  be  appreciated  by  Blue  Shield 


members  as  well  as  physicians.  Under  this  system, 
it  is  especially  important  that  physicians’  medical 
reports  be  sent  in  promptly. 

November  proved  to  be  the  peak  month  in  the 
history  of  Blue  Shield  in  Nebraska.  Nearly  6,000 
new  members  were  enrolled  during  the  month,  and 
payments  to  physicians  reached  an  all-time  high  of 
$66,097.  There  were  2,244  seiwices  rendered  to  Blue 
Shield  members  during  the  month.  In  November 
of  1948,  there  were  3,063  enrolled,  and  payments 
totaled  $35,506  for  978  seiwices. 

The  special  Non-Group  enrollment  campaign  will 
continue  through  January  31.  Until  that  time,  any- 
one under  age  65  may  apply  for  Blue  Cross-Blue 
Shield  membei'ship.  It  is  expected  that  many  per- 
sons who  are  unable  to  meet  the  regular  group  and 
Non-Group  requirements  will  take  advantage  of  the 
present  liberalized  enrollment  rules.  After  January 
31,  applicants  will  be  required  to  enroll  through 
groups  organized  at  their  place  of  employment; 
through  Community  Groups;  or  under  the  regular 
Non-Group  requirements. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 


BALANCE  SHEET 
November  30,  1949 

Assets : 

Cash  in  Banks $120,950.92 

Premiums  in  process  of  collection 9,227.75 

U.  S.  Bonds  (cost  plus  accrued 

interest)  250,471.00 

Furniture  and  fixtures 

(11 /30— $6,565.47)  1.00  $380,650.67 


Liabilities : 

Accounts  payable,  Blue  Cross 

(November)  $ 7,752.85 

Accounts  payable,  monthly  invoices 657.76 

Accrued  payroll  taxes 95.60 

Claims  payable — 

Unreported  49,560.75 

Pending  3,342.00 

Contingent  10,000.00 

Unearned  premiums  93,969.32 


165,378.28 

Reserve  for  maternity  care 10,000.00 

Reserve  for  bonus  expense 947.17 

Unassigned  surplus  204,325.22 


$380,650.67 


INCOME  AND  EXPENSE 
November  30,  1949 


Month  of 

11  Months 

November 

to  Date 

Income : 

From  dues 

$ 84, .368.64 

$772,007.78 

From  enrollment  fees 

2,601.00 

19.416.00 

Interest  U.  S.  Bonds 

_ 

739.59 

Miscellaneous  



1.000.00 

$ 86,969.64 

$793,163.37 

Expenses : 

Claims  

70.357.00 

590,136.75 

Administrative  Expense — 
Regular  

7,045.49 

67.416.21 

Advertising  (50-50) 

707.36 

7.764.46 

Bonuses  

200.00 

1,885.88 

Professional  fees 

333.33 

3,866.63 

Executive  director 

300.00 

3.300.00 

Medical  director  

150.00 

1,650.00 

Attorney  

175.00 

1,850.00 

700.00 

Advertising  

377.17 

2,640.39 

Printing  

73.70 

3,098.88 

Stationery  



13.35 

Conference  and  meetings- 

1.109.58 

3.181.90 

Collection  expenses 

6.50 

331.60 

Taxes  and  licenses 

272.81 

340.81 

Dues 

78.89 

714.26 

Miscellaneous  

8.20 

114.31 

$ 81.195.03 

$689,005.43 

Net  Gain 

$ 5,774.61 

$104,157.94 
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CASE  REPORT 
November,  1949 


Number  of  cases  paid 1,902 

Number  of  services  rendered 2,244 

Females  1,289 

Males  955 

Subscribers  791 

Dependents  1.453 


MEMBERSHIP  SUMMARY 
November,  1949 


Sub-  De- 
scribers  pendents  Total 

Membership — November  1,  1949 40.834  56,759  97,593 

Additions  2,549 

Less  Terminations  669 

Net  Gain  1,880 

Membership.  December  1,  1949 42,714  59,372  102,086 

Groups  enrolled  during  November 56 

Groups  cancelled  during  November 10 

Number  of  active  groups.  December  1,  1949 2,334 


DEATHS 

John  W.  Duncan,  M.D.,  Omaha.  Born  in  Nebraska 
in  1889.  Graduated  from  Creighton  University 
School  of  Medicine  in  1912.  Studied  in  many  Euro- 
pean clinics  prior  to  coming  to  Omaha  when  he  be- 
came affiliated  with  his  alma  mater  as  instructor 
of  surgery.  He  remained  with  the  institution  and 
at  the  time  of  his  death  was  professor  of  surgery. 

Dr.  Duncan  was  active  in  the  affairs  of  organized 
medicine,  having  been  president  of  the  Omaha-Doug- 
las  County,  and  Omaha-Midwest  Clinical  Societies 
and  on  several  occasions  delegate  to  the  House  of 
Delegates  of  the  State  Medical  Association.  He  was 
attending  surgeon  at  St.  Joseph’s,  St.  Catherine’s 
and  Children’s  Memorial  Hospitals,  all  in  Omaha. 
For  about  ten  years  he  served  as  chief  of  staff  and 
chief  surgeon  of  the  Douglas  County  Hospital.  Died 
November  20,  1949.  Smwiving  are  4 sisters  and  a 
brother. 

Elias  Holovtchiner,  M.D.,  Omaha.  Born  in  Russia 
in  1860,  came  to  Omaha  in  1887  and  remained  in  ac- 
tive practice  until  two  years  ago.  Dr.  Holovtchiner 
was  the  last  suiwiving  member  of  the  Omaha  Med- 
ical Society  which  subsequently  merged  with  the 
new  organization  which  is  now  Omaha  - Douglas 
County  Medical  Society.  He  w’as  active  in  civic  af- 
fairs and  served  on  the  school  board  for  a number 
of  years.  Dr.  Holovtchiner  was  an  honorary  member 
of  the  Omaha-Douglas  County  Medical  Society. 
Death  occurred  on  December  2,  1949.  He  is  sur- 
vived by  his  wife  and  a daughter. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No.  3,  Medical  Arts  Build- 
ing, Omaha. 


Dr.  E.  C.  McAleer,  formerly  of  Auburn,  has  moved 
to  Papillion. 

Dr.  J.  D.  Hayhurst  of  Scottsbluff  attended  clinics 
at  Cook  County  hospital  in  Chicago,  early  in  Decem- 
ber. 

Dr.  J.  A.  Henske  of  Omaha  attended  the  annual 
session  of  the  Amei'ican  Academy  of  Pediatrics  in 
San  Francisco  in  November. 

Dr.  Delbert  J.  Bowman,  after  pi’acticing  medicine 
37  years  in  Lincoln  has  retired.  Dr.  and  Mrs.  Bow- 
man plan  to  remain  in  Lincoln. 


The  Tri-County  Medical  Society  gave  a testimon- 
ial dinner  for  Dr.  C.  G.  Moore  of  Fremont,  who  is 
retiring  from  his  practice  and  moving  to  Glendale, 
California. 

Among  those  attending  the  Clinical  session  of  the 
American  Medical  Association  in  Washington  in  De- 
cember were  Drs.  J.  D.  Reid  of  Stanton,  Roy  Fouts 
and  Harold  Lueth  of  Omaha. 

Dr.  Ralph  L.  Blair  of  Broken  Bow  suffered  a 
broken  ankle  and  lost  tw’o  teeth  in  an  aeroplane  ac- 
cident when  the  plane  he  was  piloting  spiralled  and 
cracked-up  during  the  landing. 

Dr.  Robert  J.  Stein,  Dr.  Nat  J.  Wilson,  Dr.  Rich- 
ard W.  Gray,  Dr.  R.  G.  Davis,  Dr.  Dudley  J.  Daw- 
son, Dr.  Janet  F.  Palmer  and  Dr.  Mildred  J.  Sting- 
ley,  all  of  Lincoln,  attended  a recent  institute  at  the 
Iowa  university  psychopathic  hospital  at  Iowa  City. 

Associated  with  Drs.  Jester,  Smith,  Lane  and  Nye 
in  Kearney,  is  Dr.  William  V.  Glenn,  a former  resi- 
dent of  Falls  City.  Dr.  Glenn  is  a graduate  of  the 
University  of  Nebraska  College  of  Medicine  and  has 
done  post  graduate  work  in  surgery  at  the  Univer- 
sity of  Minnesota. 

Lt.  Colonel  H.  W.  Shreck  is  in  Holdrege  visiting 
his  parents.  He  has  just  completed  a 3-year  resi- 
dency at  Bellevue  Hospital,  New  York,  in  Ophthal- 
mology. He  has  been  assigned  to  West  Point  until 
March  1st,  then  will  be  permanently  located  at 
Gorgas  Hospital,  Panama,  in  charge  of  eye  depart- 
ment. 

Dr.  Louis  E.  Moon  of  Omaha,  president  of  the 
American  Proctologic  Society,  addressed  the  Phila- 
delphia Proctologic  Society  November  9 on  “The 
Significance  of  the  Unusual  in  the  Practice  of  Proc- 
tology.” Dr.  Moon  also  attended  the  meeting  of 
the  International  College  of  Surgeons  in  Atlantic 
City  in  November,  and  on  November  12,  assisted  in 
conducting  examinations  for  certification  of  appli- 
cants in  proctology. 


PARENTS  SHOULD  BE  ALERT  TO  SYMPTOMS 
OF  DIABETES  IN  CHILDREN 

Parents  often  do  not  recognize  excessive  thirst, 
loss  of  weight,  and  easy  fatigue  as  symptoms  of 
early  diabetes  in  children,  points  out  a Michigan 
pediatrician. 

Writing  in  Hygeia,  health  magazine  of  the  Amer- 
ican Medical  Association,  Dr.  Lewis  J.  Burch  of 
Mount  Pleasant  and  his  daughter,  Isabella  C.  Miller, 
say  that  the  duration  of  minor  symptoms  of  the 
disease  is  rarely  more  than  four  or  five  months 
in  children. 

Because  parents  do  not  realize  the  significance 
of  these  minor  symptoms,  the  disease  frequently  is 
disregarded  until  vomiting,  severe  abdominal  pains, 
and  other  critical  signs  appear. 

Although  diabetes  runs  in  families,  there  have 
been  many  cases  in  which  it  has  appeared  in  fami- 
lies where  there  was  no  known  history  of  the  con- 
dition, the  article  says.  These  cases  have  come  from 
parents  who  are  carriers  but  who  do  not  have  the 
disease  themselves. 

To  detect  diabetes,  the  doctor  makes  a urinaly- 
sis and  a blood  sugar  test.  But  since  other  dis- 
eases can  cause  symptoms  similar  to  those  of  dia- 
betes, only  the  glucose  tolerance  of  fasting  blood 
sugar  test  can  be  relied  upon  as  conclusive. 
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COLD-SUSCEPTIBLE  PERSONS  RATE  HIGH 
IN  ALLERGIES 

Weather  changes  and  wet  feet  often  get  the  blame 
for  frequent  colds,  but  two  University  of  Illinois  doc- 
tors are  convinced  that  a hidden  allergy  may  be  at 
fault. 

People  for  whom  life  is  just  one  sniffle  or  sore 
throat  after  another  during  the  common  cold  sea- 
sons have  more  allergies  than  hardy  persons  who  re- 
sist the  virus,  Drs.  Noah  Fox  and  George  Livingston 
of  Chicago  found. 

Reporting  in  a current  issue  of  Archives  of  Oto- 
laryngology, published  by  the  American  Medical  As- 
sociation, the  doctors  describe  a study  of  more  than 
3,000  cold  victims  of  all  ages  and  walks  of  life. 

Only  358  of  this  cold-susceptible  group  had  no  per- 
sonal or  family  history  of  alergy,  while  2,127  were 
or  had  been  allergic. 

“Frequently  allergy  goes  unnoticed  because  it  is 
of  the  borderline  variety,”  the  doctors  write.  “The 
nose  and  pharynx  of  the  cold-susceptible  patient 
must  be  examined  to  ascertain  whether  there  are 
changes  in  the  stmctures. 

“The  mucous  membranes  of  the  allergic  person 
seem  always  to  harbor  organisms,  ready,  when  the 
pi’oper  stimulus  occurs,  to  overgrow. 

“Although  it  is  popularly  believed  that  exposure 
to  cold,  humidity,  fatigue,  and  debility  are  associat- 
ed with  lowered  resistance  to  the  common  cold,  con- 
firmatory laboratory  data  are  still  lacking.  How- 
ever, these  same  factors  are  known  to  influence  se- 
verely the  allergic  state  of  a patient. 

“The  great  frequency  of  other  allergies  in  the 
cold-susceptible  person  or  in  members  of  his  family 
suggests  a specific  allergy  to  the  virus  or  its  pro- 
teins.” 


CODE  DRAFTING  NO  FUNCTION  OF  WORLD 
HEALTH  ORGANIZATION 

Drafting  a code  of  ethics  for  professional  bodies 
is  not  a proper  function  of  the  World  Health  Or- 
ganization, in  the  opinion  of  The  Journal  of  the 
American  Medical  Association. 

An  editorial  in  the  Nov.  12  issue  points  out  that 
10  national  medical  associations  affiliated  with  the 
World  Medical  Association  adopted  an  international 
code  of  ethics  at  its  general  assembly,  Oct.  10-15, 
in  London. 

“This  code,  which  had  been  submitted  previously 
to  all  member  associations,  was  adopted  unanimous- 
ly with  only  minor  amendments,”  the  editorial  points 
out.  “Ten  national  medical  associations  had  pre- 
viously approved  the  code.” 

Commenting  on  the  report  that  W.H.O.  was  con- 
sidering the  preparation  of  an  international  code, 
the  editorial  cites  the  fact  that  W.H.O.  is  a gov- 
ernmental body  “and  should  not  attempt  to  draft 
a code  of  ethics  for  professional  bodies.” 

“The  World  Medical  Association,  being  composed 
of  national  medical  associations  and  representing  the 
practicing  physicians,  is  in  a much  better  position 
to  draft  any  acceptable  code  for  physicians,”  it  adds. 

“Acceptance  of  the  World  Medical  Association 
code  by  10  national  medical  associations  indicates 
that  the  association  can  speak  for  its  member  phy- 
sicians with  authority.” 


A.M.A.  SURVEYS  BLOOD  BANK 
RESOURCES 

The  American  Medical  Association  is  conducting 
a nationwide  sui-vey  of  blood  resources. 

Under  the  direction  of  a special  committee  es- 
tablished by  the  A.M.A.  House  of  Delegates,  the 
A.M.A.  Bureau  of  Medical  Economic  Research  has 
just  completed  mailing  questionnaires  to  more  than 
1,500  blood  banks  and  5,100  hospitals  which  have 
no  blood  banks. 

Dr.  George  F.  Lull,  of  Chicago,  general  manager 
of  the  A.M.A.,  said  that  the  questionnaires  are  the 
first  step  in  determining  the  capacity,  equipment, 
personnel,  inventory,  general  processing  procedures, 
and  arrangements  for  emergency  cooperation  among 
blood  banks. 

The  committee  is  headed  by  Dr.  Leonard  W.  Lar- 
son of  Bismarck,  N.  D.  Other  members  of  the 
committee  are  Drs.  William  A.  Coventry  of  Duluth, 
Minn.,  James  Q.  Graves  of  Monroe,  La.,  John  W. 
Green  of  Vallejo,  Calif.,  Herbert  P.  Ramsey  of  Wash- 
ington, D.  C.,  James  R.  Reuling  of  Bayside,  N.  Y., 
Deering  G.  Smith  of  Nashua,  N.  H.,  James  Steven- 
son of  Tulsa,  Okla.,  William  D.  Stovall  of  Madison, 
Wis.,  and  Ernest  B.  Howard  of  Chicago,  assistant 
general  manager  of  the  A.M.A. 

Organizations  cooperating  with  the  A.M.A.  in  the 
survey  are  the  American  Association  of  Blood  Banks, 
the  American  College  of  Surgeons,  the  American 
Hospital  Association,  the  American  Society  of  Cli- 
nical Pathologists,  the  Catholic  Hospital  Associa- 
tion, the  College  of  American  Pathologists,  and  the 
National  Research  Council. 


WAX  CRAYONS  POISON  CHILDREN 

Several  cases  of  severe  poisoning  in  children  from 
eating  wax  crayons  have  been  reported,  according  to 
an  editorial  in  the  Oct.  22  Journal  of  the  American 
Medical  Association. 

After  eating  red,  orange,  or  yellow  crayons,  small 
children  developed  a condition  known  as  methemo- 
globinemia, in  which  changes  occur  in  the  oxygen- 
carrying red  pigment  of  the  red  blood  cells,  the  edi- 
torial says. 

The  condition  is  believed  to  result  from  absorp- 
tion of  dyes  used  to  color  the  crayons.  It  also  has 
been  reported  in  babies  from  drinking  well  water 
containing  excessive  amounts  of  nitrates  and  from 
unlaundered  diapers  newly  stamped  with  aniline 
dyes. 

Methylene  blue  is  effective  in  treating  the  poison- 
ing, the  editorial  points  out. 


WARN  OF  ILL  EFFECTS  FROM  OVER- 
DOSES OF  ASPIRIN 

A warning  that  aspirin  acts  as  a poison  when 
taken  in  too  large  doses  is  given  by  three  Philadel- 
phia doctors. 

Excessive  amounts  of  the  drug  have  a toxic  effect 
on  the  brain,  kidneys,  and  other  organs,  Drs.  Ber- 
nard L.  Lipman,  Sidney  O.  Krasnoff,  and  Robert  A. 
Schless  point  out  in  the  October  issue  of  American 
Journal  of  Diseases  of  Children,  published  by  the 
American  Medical  Association. 

The  report  five  cases  of  poisoning  from  overdoses 
of  aspirin.  Three  patients  were  children,  and  there 
were  two  deaths  in  the  series. 
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EDITORIAL 


THE  WORLD  MEDICAL  ASSOCIATION 

AN  APPROACH  TO  INTERNATIONAL 
UNDERSTANDING 

In  his  report  to  the  House  of  Delegates  at 
the  Interim  Session  of  the  American  Medical 
Association  in  Washington  last  December, 
Dr.  Louis  H.  Bauer,  chairman  of  the  Board 
of  Trustees  made  a plea  for  the  support  of 
the  World  Medical  Association  by  physicians 
of  America.  Following  his  attendance  of  the 
General  Assembly  in  London  in  October  of 
last  year.  Dr.  Bauer  observed  that  this  inter- 
national organization  is  making  steady  prog- 
ress and  that  after  its  initial  period  of  sus- 
picion and  distrust  “it  has  got  its  feet  on  the 
ground.” 

The  dissipation  of  suspicion  and  distrust 
among  the  leaders  of  this  world-wide  institu- 
tion we  feel,  is  an  achievement  of  greatest 
significance.  If  it  appears  strange  that  mu- 
tual effort  toward  a common  goal  be  subject 
to  negative  attitudes  based  on  national  or 
personal  factors,  we  must  recognize  that 
geography,  language,  economics,  social  and 
cultural  experiences  are  features  which  exert 
their  influences  on  all  levels  of  human  en- 
deavor. The^  current  universal  emphasis  on 
nationalism  makes  ample  room  for  misunder- 
standings, suspicion  and  distrust  not  only 
among  governments  but  as  well  among  indi- 
viduals representing  their  various  countries. 

The  fact  that  physicians  from  forty-two 
nations  have  gotten  together  and  adopted  the 
International  Code  of  Ethics,  is  to  us  the 
most  encouraging  step  to  international  un- 
derstanding so  essential  to  world  peace.  The 
code  of  ethics  we  are  advised,  is  a modern 
version  of  the  Oath  of  Hippocrates.  What 
greater  privilege  can  any  group  ask  for  than 


that  of  playing  a major  role  in  bringing  about 
mutual  understanding  and  confidence  among 
the  peoples  of  this  troubled  earth  ? And  who 
better  than  the  physician  is  in  a position  to 
make  such  an  important  contribution  ? 

The  World  Medical  Association  needs  our 
support.  Its  success  depends  upon  our  active 
participation  in  its  functions. 

We  cannot  let  it  down.  It  is  one  of  the 
few,  very  few,  bright  spots  on  a darkening 
horizon. 


PUBLIC  EDUCATION  IN  HEALTH 

At  its  recent  meeting  the  Planning  Com- 
mittee called  attention  to  the  need  for  popu- 
lar education  on  health  in  Nebraska.  (See 
page  51  in  this  issue.)  The  problem  is  not 
new.  This  committee  has  pointed  out  our 
deficiency  in  the  area  of  health  education  on 
numerous  occasions  with  results  that  were 
favorable  but  temporary.  Health  education 
of  the  public  is  generally  considered  a major 
function  of  the  Public  Health  agencies.  The 
medical  profession  is  interested  in  the  dis- 
semination of  health  education,  to  be  sure, 
but  the  field  is  so  extensive  that  few  med- 
ical societies  are  in  a position  to  indulge  in 
this  activity  on  a scale  which  can  even  ap- 
proach adequacy.  The  most  we  can  do  is 
supplement  the  effort  with  periodic  releases 
on  current  health  issues.  To  be  effective  any 
program  of  education  requires  two  basic  ele- 
ments: The  copy  must  be  understandable 

for  the  average  reader,  and  the  program  as 
a whole  must  have  sustained  continuity.  Vi- 
olation of  either  or  both  of  these  principles 
means  a waste  of  effort,  because  it  accom- 
plishes nothing.  Readers  lose  interest  and 
editors  become  irritated. 

The  State  Health  Department  now  has  a 
Division  of  Public  Health  Education  under 
the  directorship  of  Dr.  Nina  Lamkin,  the 
author  of  several  books  on  Health  Education. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
February,  1950 


This  Division  has  been  actively  engaged  in 
health  education  for  several  years  but  so  far 
as  we  know  its  activities  are  now  mainly 
among  high  schools  and  Teachers  College 
workshops  — highly  important  projects 
which  merit  support,  even  if  they  absorb,  as 
we  suspect,  most  of  the  time  and  funds  of  the 
Division.  In  time  perhaps  it  may  be  possible 
to  extend  the  functions  of  this  Division  to  in- 
clude a systematic  program  of  state-wide 
coverage. 

For  the  present  we  agree  with  the  Plan- 
ning Committee  in  its  view  that  the  need  for 
education  in  matters  of  health  is  a problem 
the  solution  of  which  requires  time  and  care- 
ful organization. 


AMA  DUES 

The  House  of  Delegates  of  the  American 
Medical  Association  at  its  mid-winter  session 
in  Washington  last  December  decided  to 
amend  the  By-laws  of  the  Association  re- 
quiring its  members  to  pay  annual  dues.  The 
public  press  viewed  it  as  routine  news  and  as 
such  distributed  it  over  its  wires.  It  was 
news  only  inasmuch  as  the  action  was  taken 
for  the  first  time  after  more  than  a century 
of  the  Association’s  existence.  Most  of  the 
members  recognized  it  as  a necessary  step 
not  only  to  the  functional  growth  of  their 
Association,  but  indeed  to  the  survival  of  the 
freedom  and  dignity  of  their  profession.  The 
voluntary  assessment  of  the  previous  year 
was  met  by  about  75%  of  the  members  al- 
though all  who  belong  enjoyed  the  benefits 
of  their  affiliation. 

As  expected,  contention  against  this  action 
came  from  those  dissatisfied  with  our  pres- 
ent system  of  medical  practice,  eager  to 
plunge  the  profession  into  a political  bureau- 
cracy. Thus  the  Committee  for  the  Nation’s 
Health  burst  out  with  crocodile  tears  that 
“although  55  million  pieces  of  literature  have 
been  circulated  by  the  AMA’s  two  million 
dollar  lobby  attacking  national  health  insur- 
ance violently  this  stream  of  propaganda  has 
also  made  millions  of  Americans  learn  that 
there  is  such  a thing  as  health  insurance, 
which  many  of  them  have  never  known  be- 
fore.” 

Our  answer  to  this  unique  criticism  is  that 
we  want  the  American  people,  all  of  them,  to 
know  about  health  insurance.  We  also  want 
to  tell  them  the  truth  about  how  it  can  be 


acquired  on  a voluntary  basis  without  gov- 
ernmental touch  or  political  flavor. 

Our  campaign  against  medical  socializa- 
tion thus  far  has  been  so  successful  that  in 
his  recent  message  to  Congress  President 
Truman  failed  to  mention  his  program  for 
compulsory  sickness  insurance.  However,  we 
cannot  afford  to  overlook  the  likelihood  of 
surprise  political  maneuver. 

Twenty-five  dollars  annually  is  a small 
sum  to  pay  for  our  professional  freedom.  It 
is  insignificant  indeed,  if  by  this  investment 
we  can  help  stem  the  tide  of  national  so- 
cialization. 


TREATMENT  OF  EARLY  SYPHILIS 
WITH  PENICILLIN* 

In  December  1944,  a study  was  launched  for  the 
purpose  of  determining  the  efficacy  of  a schedule 
of  treatment  in  which  an  aqueous  solution  of  sodi- 
um penicillin  was  administered  intramuscularly 
every  3 hours,  20,000  units  per  injection  for  a 
total  of  60  injections  or  1,200,000  units  of  pen- 
icillin. The  period  of  treatment  extended  over  7% 
days. 

This  schedule  of  treatment  was  used  on  324  pa- 
tients with  darkfield-positive  syphilis  from  Decem- 
ber 1 through  July  23,  1945. 

The  age  of  these  patients  ranged  from  8 to  48 
years,  19.4  per  cent  being  under  20  years,  35.5  per 
cent  from  20  to  24  years,  and  45.1  per  cent  being 
25  years  and  over. 

Of  the  entire  group,  257  patients  had  received 
no  previous  treatment  for  syphilis.  The  67  re- 
maining patients  had  received  some  type  of  anti- 
syphilitic treatment  prior  to  their  present  admis- 
sion and  had  subsequently  evidenced  relapse  or  in- 
adequate resolution  of  their  initial  lesions. 

The  cumulative  failure  rate  was  10.6  per  cent 
among  36  patients  with  primary  seronegative 
syphilis,  21.9  per  cent  among  69  patients  with  pri- 
mary seropositive  syphilis,  35.7  per  cent  among  176 
patients  with  untreated  secondary  syphilis,  and  37.5 
per  cent  among  43  patients  who  had  had  previous 
treatment  and  subsequently  showed  infectious  re- 
lapse. The  cumulative  over-all  failure  rate,  re- 
gardless of  diagnosis,  was  29.6  per  cent  at  the  end 
of  1 year’s  observation. 

One  hundred  and  seventy-one  (59.4  per  cent)  of 
the  seropositive  patients  achieved  seronegativity 
during  the  year  after  treatment.  Sixteen  (9.4  per 
cent)  of  these  subsequently  relapsed. 

For  60  of  the  total  number  of  patients  treated, 
the  result  was  known  to  be  a failure.  Since  it  is 
futile  to  attempt  to  separate  reinfection  from  re- 
lapse all  recurrences  of  syphilis  are  grouped  as 
treatment  failures. 

*Robert  L.  Barton.  Theodore  J.  Bauer,  Robert  M.  Craig  and 
George  X.  Schwemlein.  Arch.  Dermat.  & Syph.,  60:  150-154, 
Aug.  1940. 


PRESIDENT’S  PAGE 

JUST  QUESTIONS 

How  many  of  the  members  of  the  medical  profession  are  doing  their  part  indi- 
vidually in  trying  to  stem  the  trends  besetting  their  profession  and  their  country? 
How  many  remain  placid,  uninformed  or  misinformed,  are  too  selfish  or  feel  they  are 
too  busy  to  take  on  the  responsibilities  that  are  theirs  in  helping  to  prevent  the  so- 
cial state  that  has  already  been  thrust  upon  other  nations.  Great  Britain  being  the 
latest  to  bow?  How  many  are  willing  to  spinelessly  accept  that  which  befell  Aus- 
tralia and  New  Zealand,  and  how  many  after  it  happens  will  belatedly  roar  in  an 
attempt  to  rid  the  country  of  the  by  then  well  entrenched  bureaucrats  and  their 
fetishes  ? 

To  be  more  specific: 

Why  do  so  many  physicians  accept  appointments  to  committees  and  then  ignore 
their  responsibilities  ? Why  do  some  county  society  secretaries  accept  the  office  and 
then  give  little  or  no  heed  to  the  obligations  entailed,  especially  those  which  relate 
to  arousing  the  interest  and  enlisting  the  aid  of  their  members  through  well 
planned  programs  so  that  they  will  be  informed  not  only  on  the  scientific  advances 
in  medicine  but  on  current  economic  trends  as  well?  Why  the  poor  attendance  at 
county  and  state  medical  society  meetings,  especially  when  the  program  pertains  to 
economics  and  has  been  arranged  for  the  purpose  of  disseminating  information  on 
matters  which  adversely  affect  the  future  of  our  country  as  well  as  of  the  practice 
of  medicine?  Why  ai-e  so  many  physicians  uninformed  on  the  contents  of  at  least 
the  more  important  “anti”  and  “ism”  bills  now  in  preparation  or  pending  in  Con- 
gress and  state  legislatures  ? Why,  if  the  average  physician  believes  that  he  is  well 
informed  on  economic  and  political  subjects,  does  he  not  find  place  on  the  programs 
initiated  by  lay  groups,  who  are  so  anxious  to  be  informed,  and  spur  them  to  action 
so  that  they  will  take  their  place  by  our  side  in  opposition  to  the  trends  which  cloud 
the  future  of  all  of  us?  Why  do  some  physicians  minimize  the  potentials  of  a 
strong  women’s  auxiliary  and  in  some  instances  manifest  their  displeasure  if  their 
wives  take  an  active  part  in  auxiliary  affairs  ? Why  are  some  physicians,  and  interest- 
ingly enough  usually  those  who  are  least  acquainted  with  what  is  going  on,  so 
willing  to  “let  George  do  it,”  and  seemingly  quite  eager  to  label  as  politicians  those 
who  are  fighting  their  fight?  Why  did  twenty  per  cent  of  the  members  of  the  Amer- 
ican Medical  Association  refuse  to  pay  an  d glibly  argue  against  the  twenty-five  dol- 
lar called  assessment  in  1949,  knowing  that  every  dime  collected  would  be  used  in 
trying  to  guarantee  their  future  as  free  m en,  and  by  the  same  token,  will  these  same 
men  who  owe  their  success  to  all  that  the  p ractice  of  medicine  has  provided  for  them 
refuse  to  pay  their  1950  dues  to  the  American  Medical  Association  as  prescribed  by 
the  House  of  Delegates? 

Many  moi-e  questions  along  the  same  vein  could  be  asked.  However  the  few 
on  this  page  require  soul-searching  answers.  Do  not  forget  that  by  whatever  name 
called — Fair  Deal,  Welfare  State,  federalization,  socialism,  communism,  or  fascism 
— it  will  not  be  sweet,  and  unless  the  great  unorganized  majority  of  our  citizens  are 
welded  together  so  that  thej"  may  place  their  weight  behind  the  efforts  being  ex- 
pended to  defeat  present  day  trends,  the  small  but  well  organized  minority  whose 
purpose  is  plain  will  take  over. 


Serum  Albumin  in  the  Treatment  of 
Toxemias  of  Pregnancy* 

EDWARD  M.  DORR,  M.D. 

Chicago,  Illinois 


It  is  the  purpose  of  this  discussion  to  give 
to  you  our  experience  with  adjunct  therapy 
in  the  treatment  of  a group  of  toxemia  pa- 
tients with  which  you  are  all  familiar.  Until 
we  are  certain  of  the  causative  factor  pro- 
ducing toxemia  our  therapy  must  be  based 
entirely  upon  relieving  symptoms  and  aiding 
the  physiological  processes  involved.  Re- 
markable progress  has  been  made  in  certain 
areas  of  this  country  in  lowering  maternal 
mortality.  The  state  of  Illinois  recently  is- 
sued the  maternal  mortality  statistics;  tox-* 
emia  was  first  on  the  list,  hemorrhage  sec- 
ond, infection  third.  It  is  quite  obvious  that 
the  treatment  for  hemorrhage  and  infections 
has  improved  remarkably,  now  we  must  do 
better  with  the  toxemias. 

The  entire  problem  of  toxemias  as  to  caus- 
ative factors,  classification,  the  varied  opin- 
ions-of  treatment,  would  take  many  hours  to 
cover  adequately  and  completely.  I do  not 
wish  to  burden  you  with  the  difficult  task, 
in  many  instances,  of  classifying  these  pa- 
tients. The  treatment  of  the  group  I wish 
to  discuss  varies  little  as  to  whether  the  pa- 
tient has  a nephritic  toxemia  or  a severe  pre- 
eclamptic toxemia.  Unless  a definite  history 
of  nephritis  is  obtained  before  these  patients 
develop  symptoms,  kidney  function  tests,  eye 
ground  findings,  ect.  may  be  confusing.  It 
has  been  our  experience  that  the  correct  di- 
agnosis, in  many  women,  cannot  be  made  for 
at  least  three  to  six  months  after  delivery. 

These  women  constitute  a group  which  are 
forerunners  of  eclampsia  and  if  not  seen 
early  and  treated  adequately  will  develop 
convulsions.  This  group  I have  reference  to 
present  the  following  findings : A history  of 
headache  of  varying  degrees,  lassitude,  gen- 
eralized swelling  of  the  extremities  and  face, 
some  with  spots  before  their  eyes  and  some 
with  epigastric  distress.  Physical  examina- 
tion reveals  blood  pressure  increase,  in  many 
instances  very  high,  generalized  edema  al- 
buminuria, and  eye  ground  findings. 

These  patients  must  be  hospitalized  for 
treatment  and  kept  under  close  observation 
until  the  pregnancy  is  terminated.  The  above 
clinical  picture  usually  develops  during  the 
last  trimester  and  occurs  more  frequently  in 
women  with  their  first  pregnancy. 

♦Read  before  the  Annual  Convention  Nebraska  State  Medical 
Assn.,  May,  1949. 
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Many  physicians  have  been  criticized  for 
neglecting  patients  who  develop  serious 
symptoms,  but  we  are  sure  that  many  of  you, 
even  with  good  prenatal  care,  have  had  these 
patients  suddenly  confront  you.  On  the  oth- 
er hand,  many  have  not  had  adequate  care. 
We  are  certain  that  frequent  examination  in 
many  instances,  will  reveal  early  clinical 
signs  and  with  proper  treatment  we  may  be 
able  to  ward  off  the  development  of  more  se- 
vere complications. 

Urinary  and  blood  proteins  have  been 
studied  by  various  workers.  There  is  ex- 
creted a large  amount  of  serum  globulin  and 
serum  albumin  in  pre-eclamptic  and  eclamp- 
tic patients.  The  amount  excreted  is  consid- 
erably more  than  in  cases  of  nephritis  or 
nephrosis.  The  serum  albumin  molecule  is 
smaller  than  the  serum  globulin  molecule, 
hence  passes  through  the  injured  glomerulus 
more  readily.  We  feel  that  the  heavy  pro- 
tein deficiency  in  the  blood  plasma,  is  con- 
ducive to  edema.  In  most  instances  the  de- 
crease in  the  amount  of  edema  is  accompa- 
nied by  an  improvement  in  blood  pressure 
readings  and  the  general  condition  of  the 
patient.  We  must  always  keep  in  mind  the 
patient  who  has  very  little  fluid  retention  in 
the  tissues  and  still  has  severe  pre-eclamptic 
symptoms. 

The  use  of  various  substances,  particular- 
ly colloidal  in  nature,  to  increase  osmosis  and 
to  relieve  edema,  has  been  described  for  va- 
rious conditions.  The  principal  physiological 
condition  is  to  obtain  dilution  of  the  blood. 
We  have  found  that  concentrated  glucose 
does  not  always  fulfill  this  desired  effect, 
hence  we  have  used  ten  per  cent  or  possibly 
twenty  per  cent  glucose.  Good  functioning 
kidneys,  relieving  anuria  and  reducing  ed- 
ema, are  of  prime  importance.  With  the  re- 
lief of  edema,  the  reduced  edema  of  the 
brain  prevents  convulsions.  Those  patients 
who  have  died  of  eclampsia  demonstrate  the 
significant  brain  involvement. 

Best  and  Taylor  have  shown  that  blood 
plasma  increases  the  osmotic  pressure  of  the 
circulating  blood.  If  we  are  able  to  increase 
serum  proteins,  the  desired  effect  could  be 
realized.  Serum  proteins  are  reduced  nor- 
mally in  pregnancy  and  considerably  more  in 
toxemias  of  pregnancy.  The  addition  of 
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serum  albumin  should  increase  blood  volume, 
decrease  viscosity.  If  this  condition  can  be 
attained,  the  filterable  ability  of  the  glom- 
eruli will  be  enhanced. 

With  the  above  explanation  in  mind  it  was 
thought  that  serum  albumin  might  be  given 
with  good  results.  Blood  plasma  has  been 
used  in  the  treatment  apparently  with  satis- 
factory results.  Because  of  the  lowered  ser- 
um albumin  of  the  blood  and  in  many  in- 
stances the  loss  of  large  amounts  of  serum 
albumin  in  the  urine,  we  believed  serum  al- 
bumin would  be  more  valuable.  According  to 
our  comparison,  this  has  been  somewhat 
true. 

Twenty-five  patients,  corresponding  to  the 
classification  of  nephritic  or  severe  pre- 
eclamptic toxemias,  were  observed.  Only 
pertinent  facts  will  be  discussed,  lengthy  sta- 
tistics and  percentages  will  be  omitted.  These 
women  constituted  about  16  per  cent  of  a 
group  of  toxemias.  All  of  these  patients 
were  under  close  observation  which  can  be 
done  only  in  a hospital.  The  care  of  these 
patients  at  home,  in  my  opinion,  constitutes 
poor  medical  care.  Review  of  the  statistics 
reveals  just  such  a situation.  Pondering  over 
these  histories,  time  and  again,  the  same 
story  was  told : severe  symptoms  from  a few 
days  to  one  to  three  weeks.  No  wonder  the 
mortality  is  higher  than  it  should  be ! 

Seven  of  the  twenty-five  women  were  clas- 
sified as  renal  or  nephritic  toxemias.  This 
diagnosis  was  made  first,  from  a history  of 
nephritis;  secondly  from  findings  after  ad- 
mittance. A careful  check-up  a few  months 
after  delivery  revealed  that  four  of  the  re- 
maining eighteen  also  were  nephritics.  To 
us,  this  emphasized  one  point  in  this  series 
that  has  been  stressed  many  times  before; 
chronic  nephritis  and  pregnancy  are  incom- 
patible. 

The  nephritic  patient  should  be  advised 
against  subsequent  pregnancies  and  if  she 
becomes  pregnant,  the  pregnancy  probably 
should  be  interrupted  and  the  patient  prefer- 
ably sterilized.  The  life  expectancy  of  such 
a patient,  who  carries  an  increased  blood 
pressure  and  albumin  after  delivery,  is  short- 
ened markedly ; each  succeeding  pregnancy 
shortens  it  more. 

Four  patients  had  little  or  no  edema  but 
increased  blood  pressures  and  albumin.  None 
of  these  responded  well  to  treatment,  neces- 
sitating emptying  the  uterus  after  twelve  to 
twenty-four  hours’  observation.  The  tox- 


emia patient  without  demonstrable  edema  is 
difficult  to  treat  and  usually  must  be  inter- 
rupted after  a relatively  short  observation 
period. 

All  patients  were  put  on  a routine  manage- 
ment, bed  rest,  sedation,  either  morphine  or 
barbiturates,  salt-free,  high  protein  diet. 
Fluid  intake  and  output  were  recorded.  Re- 
tention catheters  were  used  frequently,  es- 
pecially in  those  patients  with  a low  output. 
A low  urinary  output  or  an  anuria  before  or 
after  delivery  is  serious;  the  outcome  is 
bleak  indeed  unless  kidney  function  is  re- 
stored. 

Fluid  intake  was  limited  to  2000  c.c.  the 
first  twenty-four  hours  and  increased  to  a 
maximum  of  about  2500  c.c.  thereafter.  Con- 
siderable debate  still  exists  as  to  the  amount 
of  fluid  such  a patient  should  have.  Ten  per 
cent  glucose  intravenously  was  used  routine- 
ly. One  hundred  twenty-five  cubic  centime- 
ters of  serum  albumin  or  25  gms.  of  albumin, 
was  given  every  six  hours  for  the  first  twen- 
ty-four hours;  if  the  response  was  not  ade- 
quate this  was  continued.  If  the  clinical 
symptoms  improved,  the  amount  of  serum  al- 
bumin was  reduced.  Thirteen  of  the  twen- 
ty-five patients  showed  marked  improve- 
ment  the  first  twenty-four  to  thirty-six 
hours,  five  were  improved.  The  last  seven 
patients  all  were  delivered  within  twenty- 
four  to  forty-eight  hours,  although  improved 
but  not  sufficiently  to  continue  conservative 
treatment.  Of  the  thirteen  markedly  im- 
proved, seven  were  delivered  before  seventy- 
two  hours  because  of  signs  of  increased 
blood  pressure,  edema,  etc.  Six  had  spon- 
taneous labors  either  with  medical  induction 
or  rupture  of  membranes  or  normal  onset  of 
labor.  Seven  of  the  twenty-five  patients  did 
not  improve  with  treatment  and  were  deliv- 
ered either  by  induction  of  labor  or  cesarean 
section.  None  of  the  above  patients  had  con- 
vulsions. 

We  have  adopted  rather  a strict  rule  in  re- 
gard to  the  time  of  delivery  of  all  severe  pre- 
eclamptic patients  except  those  with  eclamp- 
sia. If  a patient  does  not  improve  with  treat- 
ment within  twelve  to  thirty-six  hours  or  if 
after  improvement  there  is  a return  of  symp- 
toms or  clinical  findings,  delivery  is  con- 
summated. The  procedure  used  depends  upon 
the  number  of  weeks  gestation,  condition  of 
the  cervix,  the  station  of  the  head,  multipara 
or  nullipara.  If  conditions  for  delivery  from 
below  are  not  suitable  cesarean  section  is  ad- 
vised. We  have  a definite  feeling  that  con- 
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servative  treatment  is  carried  on  too  long  in 
many  instances,  with  the  result  of  poorer 
risk  to  deal  with  in  the  end. 

I would  like  to  give  you  a few  case  his- 
tories. 

CASE  I 

H.K.,  primigravida,  age  18,  was  admitted  to  the 
hospital  complaining  of  1.  Severe  headache.  2. 
Swelling  of  face  and  extremities.  Slight  edema  had 
been  present  for  about  ten  days.  Expected  date  of 
delivery  within  two  weeks. 

Examination: 

Blood  pressure  180/110 
Generalized  edema,  extensive 
Reflexes  exaggerated 
Spasm  of  the  retinal  vessels 
Albumin  4 + , no  casts 
Fetal  heart  tone  present 
Treatment : 

Usual  sedation 

500  cc.,  10  per  cent  glucose  intravenously,  repeat- 
ed in  5 hours 

125  cc.  serum  albumin  every  six  hours 
Retention  catheter 
Twelve  hours  later: 

Blood  pressure  160/100 
1500  intake  — output  300  cc. 

Some  edema 
Headaches  improved 
Twenty-four  hours  later: 

Blood  pressure  160/92 
Intake  2200  cc.,  output  1100  cc. 

Albumin  3-|- 
Edema  improved 

Thirty-six  hours  after  admission: 

3700  cc.  intake  24  hours 
2800  cc.  output 
Edema  much  improved 
No  headache 
Albumin  2-+- 

Forty-nine  hours  after  admission,  with  marked 
improvement,  patient  went  into  labor,  delivered 
spontaneously  a living  child.  Discharged  10  days 
later,  blood  pressure  140/86.  Albumin  l-b. 

CASE  II 

B.J.,  age  36,  para  I,  gravida  11,  about  4 weeks 
from  term.  History  of  some  edema  of  legs  and  hands 
for  four  weeks,  more  marked  past  two  days;  slight 
headache. 

On  admittance: 

Blood  pressure  175/110 
Edema  face  and  extremities 
Reflexes  exaggerated 
Eye  grounds  questionable,  some  edema 
Albumin  4-1- 
Treatment: 

Usual  sedation 

500  cc.  10  per  cent  glucose,  repeated  as  necessary 
125  cc.  serum  albumin  every  6 hours 
Output  first  12  hours  was  1000  cc. 

Thirty-eight  hours  later: 

Intake  3600  cc.,  output  3200  cc. 

Blood  pressure  148/90 
Albumin  2-1- 
No  headaches 
Eye  grounds  negative 


After  five  days  with  marked  improvement  with 
reduced  treatment  the  blood  pressure  again  was 
168/98,  albumin  3-|-  with  a beginning  increase  in 
edema.  Intensive  therapy  again  was  instituted  for 
17  hours  with  increasing  findings.  Cesarean  section 
was  performed.  Baby  lived,  weight  4 pounds,  12 
ounces. 

CASE  III 

Primigi-avida,  age  25,  was  admitted  with  a his- 
tory of  edema  and  headaches  for  the  past  24  hours. 
Expected  date  of  delivery  about  three  weeks,  twins. 
Examination: 

Blood  pressure  200/120 
Generalized  edema 
Some  spasm  retinal  vessels 
Albumin  3-1- 
Treatment  : 

As  described  above 
Twelve  hours  later: 

Intake  1500  cc.;  output  750  cc. 

Forty-eight  hours  later  there  was  marked  im- 
provement. 

Blood  pressure  158/94 
Intake  4000  cc.;  output  4300  cc. 

Edema  much  improved 
Eye  grounds  negative 

Fifty-four  hours  after  admission  delivered  twins 
after  spontaneous  rupture  of  the  membranes.  Both 
twins  living  and  well. 

CASE  IV 

Primigravida,  age  32,  was  admitted  to  the  hos- 
pital one  week  from  tenn. 

No  prenatal  care.  History  of  edema  for  the  past 
three  weeks  becoming  gradually  worse,  severe  head- 
ache past  two  days,  nausea  and  vomiting,  epigastric 
pain. 

Examination: 

Blood  pressure  190/120 
Severe  generalized  edema 
Exaggerated  reflexes 
Spasm  of  retinal  vessels 
Albumin  4-1- 

Tv'elve  hours  after  usual  treatment: 

Intake  1600  cc.;  output  900  cc. 

Headaches  improved 
No  epigastric  distress 

Forty-eight  hours  after  admission  the  patient’s 
condition  was  good. 

Blood  pressure  148/96 
Output  good 
Edema  ankles  slight 
Albumin  2-b 

On  vaginal  examination  the  vertex  was  at  4-1  sta- 
tion, cervix  soft,  well  effaced,  2 cm.  dilated.  Arti- 
ficial rupture  of  membranes.  Patient  delivered  six 
hours  later,  normal  living  child. 

CASE  V 

Primigravida,  age  23,  was  admitted  with  a diag- 
nosis of  a nephritic  toxemia.  A history  of  nephritis 
at  the  age  of  ten.  This  patient  was  six  months 
pregnant. 

Examination: 

Blood  pressure  210/130 
Severe  edema,  generalized 
Albumin  44-,  casts  and  red  cells 
Exaggerated  reflexes 
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Fetal  heart  tone  present 

Small  retinal  hemorrhages 
Treatment: 

Usual  treatment  for  24  hours  with  no  improve- 
ment, output  200  cc. 

Blood  pressure  remained  high 

Abdominal  hysterotomy  was  performed.  Patient 
was  dismissed  from  the  hospital  three  weeks  later 
with  the  following  findings: 

Blood  pressure  17D/100 

Albumin  3-|-,  casts 

No  edema 

Disturbance  in  vision 

Note:  Nephritic  toxemia  generally  did  not  re- 

spond well  to  treatment. 

SUMMARY 

The  treatment  of  toxemias  of  pregnancy, 
we  feel,  is  about  the  same  throughout  the 
country,  particularly  in  clinics  and  well  es- 
tablished hospitals.  The  basic  principles  of 
treatment  may  vary  but  by  and  large  it  is  a 
question  of  using  certain  therapy  to  produce 
the  same  results.  The  only  additional  therapy 
we  had  to  offer  was  the  use  of  serum  al- 
bumin. In  this  small  series  of  cases  we  had 
the  feeling  that  the  severe  pre-eclamptic,  in 
most  instances,  responded  better  to  treat- 
ment with  serum  albumin  than  a similar  se- 
ries without.  . 

It  appeared  to  us  that  the  urinary  output 
established  itself  in  the  first  critical  hours 
more  readily.  To  us  this  is  one  of  the  most 


important  clinical  observations.  As  soon  as 
the  urinary  output  was  well  established, 
marked  improvement  of  the  patient  usually 
followed,  a lowering  of  the  blood  pressure,  a 
decrease  in  the  amount  of  edema,  and  the 
amount  of  albumin  secreted. 

CONCLUSIONS 

1.  Serum  albumin  seems  to  be  of  some  aid 
in  the  treatment  of  severe  pre-eclamptic 
toxemias. 

2.  It  replaces  the  loss  of  serum  albumin 
in  the  blood  which  is  low  and  increases  urin- 
ary output. 

3.  Termination  of  pregnancy  when  the 
ultimate  results  of  therapy  have  been 
reached  or  if  therapy  has  failed,  or  if  after 
improvement  there  is  a beginning  return  of 
symptoms  and  clinical  findings  with  ade- 
quate therapy. 

4.  Further  use  of  serum  albumin  must  be 
used  to  determine  its  full  value. 

5.  The  fetal  mortality  rate  was  about  the 
same  as  in  other  series  reported  of  a com- 
parable nature. 

6.  Further  investigation  and  closer  ob- 
servation of  pregnant  women  in  order  to  low- 
er the  maternal  mortality. 


^ ^ ^ 


The  Differential  Diagnosis  of  Jaundice" 

FRANCIS  BAYLESS,  M.D. 

Senior  Instructor  in  Pathology,  Western  Reserve  University 
Cleveland,  Ohio 


Jaundice  is  a symptom  of  disease  which 
may  be  manifested  by  yellow,  orange  or 
green  discoloration  of  the  skin,  mucous  mem- 
branes and  sclera  and  is  due  to  appearance 
in  tissues  of  bilirubin,  a pigment  formed  in 
the  extrahepatic  reticuloendothelial  system 
and  excreted  by  the  liver. 

The  parent  substance  of  bilirubin  is  hemo- 
globin, a compound  of  ferrous  porphyrins 
and  globin.  When  red  cells  break  down  any- 
where in  the  body  iron  is  split  off  and  re- 
mains linked  with  globin.  The  remaining 
bilirubin-albumin  complex  goes  on  to  the 
liver  where  the  protein  linkage  is  dissolved 
in  the  hepatic  cord  cells  and  an  altered  bili- 
rubin is  excreted  in  the  bile.  By  appropri- 

*Read  before  the  Annual  Session  of  the  Nebraska  State  Medi- 
cal Association  in  Omaha,  May  4,  1949. 


ate  tests  on  serum  it  may  be  demonstrated 
that  in  passing  through  the  liver  bilirubin 
undergoes  fundamental  chemical  alteration. 
Two  types  of  bilirubin  are  differentiated; 
Pre-hepatic  bilirubin  is  not  soluble  in  water, 
is  not  excreted  by  the  kidney  and  does  not 
give  the  prompt  van  den  Bergh  reaction. 
Serum  bilirubin  reacted  upon  by  the  liver 
does  all  three. 

The  effort  to  understand  how  chemical 
changes  in  bilirubin  occur  in  the  liver  has 
led  to  much  conjecture  and  experiments 
from  which  have  evolved  tests  of  consider- 
able usefulness. 

Bilirubin  in  the  intestine  is  reduced  by 
bacteria  to  colorless  material  which  by  oxi- 
dation becomes  urobilin,  chemically  identi- 
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cal  with  stercobilin.  Of  it  a trace  may  be 
lost  in  the  urine  and  some  returns  by  the 
portal  system  to  the  liver,  to  be  re-excreted 
in  the  bile,  but  most  of  it  escapes  in  the  fe- 
ces. The  amount  returned  by  the  portal 
circulation  varies  directly  with  the  amount 
of  bile  reaching  the  intestine. 

There  is  acceptable  evidence  for  three 
mechanisms  of  jaundice  and  some  evidence 
for  a fourth  mechanism.  The  common  mech- 
anisms are:  (a)  disease  of  the  liver  inter- 

fering with  the  excretory  function  of  the 
polygonal  cells ; (b)  disease  of  the  liver  caus- 
ing failure  to  remove  bilirubin  from  the  cir- 
culation and  sufficient  to  permit  leakage  or 
regurgitation  of  bilirubin  back  into  the 
blood;  (c)  obstruction  at  some  level  of  bile 
ducts  with  interference  to  bile  flow ; and 
(d)  hemolytic  disease  associated  with  liver 
injury. 

Based  on  known  pathogenesis  the  only 
classification  of  jaundice  of  clinical  value 
is  the  one  suggested  by  the  pathologist,  Ar- 
nold Rich,  of  Johns  Hopkins.  This  classifi- 
cation fits  jaundice  of  any  mechanism  into 
one  or  two  groups:  retention  jaundice  or 
regurgitation  jaundice.  Hemolytic  jaundice, 
with  anemia  and  liver  injury  is  a form  of 
retention  jaundice. 

In  differential  diagnosis  cause  and  effect 
relationships  are  considered  in  reverse  or- 
der: the  detectable  effects  are  found  and 

measured  in  order  to  learn  the  cause.  It  is 
of  help  to  know  that  the  itching  of  the  skin 
of  a jaundiced  patient  is  caused  by  bile  salts, 
not  to  bile  pigment,  and  hence  the  jaundice 
must  be  regurgitation  type.  Sometimes 
such  a clue  may  be  all  the  clinician  needs 
but  solution  of  the  next  problem  may  be 
more  difficult.  Accordingly,  it  is  well  to 
become  familiar  with  certain  procedures  in 
clinical  pathology  and  to  use  them  in  diag- 
nosis. At  present  there  are  no  tests  which 
can  be  considered  specific  for  the  separation 
of  any  given  type  of  jaundice  from  others, 
but  there  are  methods  which  if  judiciously 
employed  will  yield  a combination  of  data  of 
almost  specific  diagnostic  value.  My  own 
preference  is  for  the  following  tests:  de- 

termination of  1.  quantitative  serum  bili- 
rubin^i’ 2. 3. 4) . 2.  alkaline  serum  phospha- 
tase<5> ; 3.  cholesterol  and  cholesterol  ester 
fractionation (6-  ; 4.  urine  urobilin^®) ; 

5.  galactose  tolerance^^) ; 6.  serum  prothrom- 
bin content^^*^- For  maximum  accuracy 
in  diagnosis  these  tests  should  be  repeated 
three  times. 


SERUM  BILIRUBIN 

This  substance  may  be  determined  as 
such,  or  approximated  by  the  determination 
of  the  icterus  index.  Normally  only  trace 
amounts  of  the  prompt-reacting  or  delayed- 
phasic  substances  are  present  in  serum. 

SERUM  PHOSPHATASE 
(ALKALINE  SUBSTRATE) 

It  was  shown  by  Bodansky  and  repeatedly 
verified  since  that  serum  alkaline  phospha- 
tase is  elevated  in  regurgitation  jaundice 
(mechanical  type). 

In  mechanical  regurgitation  the  elevation 
runs  parallel  to  serum  bilirubin  and  sub- 
sides to  normal  later  than  bilirubin  level. 
The  normal  value  for  adults  is  1.5-4  units. 
One  should  remember  the  high  level  normal 
in  children  (to  15  units). 

CHOLESTEROL  AND  CHOLESTEROL  ESTERS 

Serum  cholesterol  is  elevated  in  common 
duct  obstruction.  The  normal  serum  cho- 
lesterol value  is  150-200  mg.  per  100  cc.  of 
serum. 

In  parenchymal  liver  injury  the  serum 
cholesterol  may  be  normal  but  the  cholester- 
ol ester  fraction  falls  if  the  damage  is  se- 
vere. The  normal  value  for  cholesterol  es- 
ters is  about  120  mg.  per  100  cc.  of  serum. 

URINE  UROBILIN 

The  capacity  of  the  liver  to  re-excrete  uro- 
bilin is  disturbed  very  early  in  liver  injury 
so  that  the  test  of  urobilin  is  very  impor- 
tant in  the  differential  diagnosis  of  jaun- 
dice. Extremely  small  amounts  (0.5-3  mg. 
per  day)  appear  normally  in  the  urine.  How- 
ever, the  substance  is  increased  in  liver  dam- 
age, infections,  partial  obstruction,  and 
blood  destruction.  It  is  absent  in  complete 
biliary  obstruction.  It  shows  a character- 
istic tendency  to  appear  and  disappear  in 
obstruction  due  to  calculus. 

GALACTOSE  TOLERANCE 

The  normal  liver  rapidly  converts  galac- 
tose to  glycogen.  In  the  test,  40  gms.  of 
galactose  is  given  by  mouth.  Normally  all 
will  be  converted  to  glycogen.  Re-excretion 
in  the  urine  of  more  than  10%  of  the  galac- 
tose indicates  severe  liver  injury. 

PROTHROMBIN  “TIME” 

(SERUM  PROTHROMBIN  CONTENT) 

For  normal  prothrombin  level  vitamin  K 
is  essential.  It  may  be  lacking  in  obstructive 
jaundice. 
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If  serum  prothrombin  is  low,  give  1 mgm. 
of  vitamin  K intravenously.  A return  to 
normal  level  in  24  hours  indicates  normal 
liver  function  and  the  original  low  value  was 
probably  due  to  obstructive  jaundice. 

To  return  now  to  the  classification  of 
jaundice  and  the  variation  from  normal  of 
the  tests  we  have  chosen  to  use: 

REGURGITATION  JAUNDICE 

This  is  produced  by  leakage  or  regurgita- 
tion of  bile  into  the  blood  stream.  There 
are  two  types,  one  due  to  mechanical  extra- 
hepatic  duct  obstruction  and  the  other 
which  occurs  with  severe  parenchymal  liver 
damage  not  due  to  obstruction. 

In  the  mechanical  type,  serum  bilirubin  is 
elevated  parallel  with  elevated  serum  alka- 
line phosphatase.  There  is  usually  definite 
elevation  of  serum  cholesterol. 

In  cancer,  the  obstruction  usually  is  com- 
plete and  urine  urobilin  is  low,  whereas  with 
a block  caused  by  calculus,  the  obstruction 
usually  is  incomplete  and  urine  urobilin  var- 
ies. 

In  the  parenchymal  type  of  regurgitation 
jaundice,  the  urine  urobilin  is  usually  elevat- 
ed (except  in  hepatitis  at  the  peak  of  jaun- 
dice) ; the  alkaline  phosphatase  varies  and 
does  not  run  parallel  with  serum  bilirubin 
level  and  as  a rule,  the  cholesterol  is  normal 
and  the  cholesterol  esters  value  is  lower  than 
normal. 

RETENTION  JAUNDICE 

Retention  j a u n d i c e (hepatocellular)  is 
characteristic  of  liver  i n j u r y due  to 
passive  hyperemia,  acute  infections,  drug  in- 
toxications, etc.  in  which  conditions  there  is 
inability  to  remove  bilirubin  from  the  blood 
with  resultant  accumulation.  Hence,  we 
find  elevation  in  the  values  for  serum  bili- 
rubin and  for  urine  urobilin.  Retention 
Jaundice  (with  anemia  plus  liver  injury)  as 
is  seen  in  familial  or  acquired  disease  as- 
sociated with  "icterus,  studies  may  reveal 
normal  cholesterol  partition,  normal  alka- 
line phosphatase,  urine  urobilin  varying 
with  the  anemia  and  the  erythrocytes  are 
often  sphere  shaped. 

Other  tests  for  liver  dysfunction^^^- 
which  may  be  employed  frequently  give  ad- 
ditional aid  in  diagnosis. 

CONCLUSION 

Certain  laboratory  procedures  are  avail- 
able which  will  yield  dependable  data  and  if 


regularly  employed  will  give  information  of 
diagnostic  value  in  patients  with  jaundice 
of  undetermined  origin. 
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OF  EDUCATION 

Education,  like  charity,  should  begin  at  home. 

In  any  discussion  among  a group  of  physicians, 
particularly  well-established  physicians,  someone 
will  inevitably  obseiwe,  “The  young  people  of  today 
are  infected  with  a ‘the  world  owes  me  a living’  at- 
titude and  an  abnormal  craving  for  security.  This 
has  been  bred  by  the  alien  political  ideals  and  false 
economic  policies  foisted  on  the  country  during  the 
last  seventeen  years.  Why  take  my  son  Tom,  for 
example  . . .” 

Slow  up  a minute.  Doctor,  your  omissions  are 
showing!  Your  son’s  daddy  should  have  taught  him 
better.  He  should  have  instilled  in  his  boy  the 
knowledge  that  the  world  reluctantly  surrenders  its 
largess;  that  the  only  ti-ue  security  is  built  on  in- 
dividual accomplishments  and  knowledge;  and  that 
personal  and  national  freedom  are  based  on  respon- 
sibilities freely  assumed  and  embraced  by  the  in- 
dividual citizen.  If  Tom  lacks  this  knowledge,  there 
has  been  a failure  in  the  educational  process. 

Education,  like  charity,  should  begin  at  home. 
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In  the  treatment  of  certain  simple  and 
complex  simple  fractures  the  surgeon  is  oc- 
casionally confronted  with  the  problem  of 
whether  to  abandon  the  closed  method  in 
favor  of  incision,  approximation  and  inter- 
nal fixation  of  the  h'agments.  He  must  be 
guided  in  his  decision  by  the  broad  prin- 
ciples of  experience  and  surgical  judgment. 
He  must  recognize  the  fact  that  even  with 
the  security  offered  by  antibiotics  and 
chemotherapy,  there  is  an  added  risk  associ- 
ated with  any  open  procedure  on  fractures 
which  may  result  in  complications  and  pos- 
sibly contribute  to  delayed  union  and  non- 
union. 

It  is  not  the  purpose  of  this  presentation 
to  outline  the  technique  of  open  reduction 
or  the  various  methods  of  internal  fixation, 
but  rather  to  call  attention  to  the  fact  that 
if  one  resorts  to  open  reduction,  he  should  do 
so  only  after  closed  methods  fail  to  give 
what  might  become  a good  functional  result ; 
or  in  those  fractures  in  which  there  is  inter- 
posing soft  tissue  or  reparable  injury  to 
nerves  and  blood  vessels;  or  lastly  when  the 
economic  factor  of  early  resolution  of  the 
fracture  will  contribute  to  the  shortening 
of  the  period  of  disability.  With  these  prin- 
ciples in  mind,  it  would  seem  reasonable  to 
contribute  every  possible  agent  that  would 
lend  to  the  early  healing  and  restoration  of 
function,  including  an  atraumatic  approach 
to  the  fragments,  gentleness  in  handling  the 
tissues,  firm  internal  fixation  and  lastly — of 
great  importance — the  addition  of  a supply 
of  osteogenic  material  to  hasten  the  process 
of  fracture  healing. 

Campbell,  Gallie  and  Matti  have  shown 
that  entosteal  and  cancellous  bone  are  the 
most  osteogenetic.  Ghormley,  Stuck  and 
others  have  brought  to  our  attention  the 
fact  that  one  of  the  best  sources  of  cancel- 
lous bone  is  the  iliac  spine  — the  antero- 
superior  iliac  spine  and  the  posterior  iliac 
spine — and  that  the  transplantation  of  such 
bone  offers  the  most  rapid  and  surest  meth- 
od of  securing  new  bone  growth  and  union. 
Such  material  as  this  encourages  the  rapid 
ingrowth  of  circulation  and  with  nourish- 


ment lives  and  organizes  into  solid  cortical 
bone. 

Far  too  often  after  a perfectly  performed 
surgical  reduction  and  internal  fixation  with 
plates  and  screws  or  screws  and  nails, 
Kuntscher  nails  and  evensliding,  onlay  and 
inlay  grafts,  we  have  seen  a long  delay  in 


Fig.  1 

X-ray  3-10-48,  taken  at  time  of  injury. 


the  evidence  of  an  adequate  bone  bridge 
across  the  fracture  line.  They  may  appear 
clinically  solid  but  the  x-ray  examination 
shows  the  fracture  line  with  no  resolution  of 
callus.  Such  cases  when  placed  under  stress 
and  strain  may  exhibit  deformity  and  non- 
union or  delayed  union,  thereby  contributing 
to  another  possible  surgical  intervention 
and  further  economic  loss. 

Thee  years  ago  we  started  using,  as  a 
routine  procedure  on  alternate  similar  frac- 
tures that  needed  open  reduction  and  in- 
ternal fixation,  cancellous  bone  chips  from 
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the  ilium — thereby  having  a relative  control 
group  in  which  the  chips  were  not  used.  The 
marked  contrast  shown  in  the  x-rays  was 
so  striking  between  those  in  which  the 
chips  were  used  with  the  rapid  resolution 
and  healing  to  those  in  the  similar  control 


Fig.  2 

Four  months  post-operative.  Good  strong  union  and  function. 


group  in  which  no  osteogenic  material  was 
used  that  we  now  routinely  use  chips  in 
every  fracture  requiring  open  operation. 

The  objection  has  been  raised  with  re- 
spect to  the  added  risk  of  a second  surgical 
procedure.  My  answer  to  this  is  that  if  open 
reduction  is  justified,  then  giving  the 
fracture  the  greatest  impetus  for  healing 
is  justified.  The  exposure  of  the  ilium  after 
the  manner  described  by  Abbott  and  others, 
whereby  the  periosteal  muscle  attachments 
and  cortex  are  not  disturbed  is  accomplished 
with  little  risk.  We  have  never  felt  that  it 
contributed  in  any  way  to  increase  the 
shock  of  reduction.  The  contour  of  the 
ilium  is  maintained,  and  the  cancellous  bone 
substance  which  is  removed  is  rapidly  re- 
placed and  adds  little  to  the  pain  and  dis- 
comfort the  patient  has  during  the  first  few 
days  after  surgery. 

In  over  fifty  consecutive  fractures  in 


which  we  have  added  cancellous  chips  we 
have  felt  that  they  have  contributed  mark- 
edly to  the  rapid  healing  of  the  fracture  and 
the  shortening  of  the  period  of  disability. 
Of  this  group,  there  were  fifteen  compound 
fractures  which  were  debrided  and  closed 
with  internal  fixation  and  chips  after  a de- 
lay of  a week  to  ten  days  without  infection 
developing. 

The  following  four  cases  illustrate  the 
use  of  cancellous  bone  chips  with  open  re- 
duction of  various  fractures  and  internal 
fixation  of  different  types. 


Fig.  3 

8-4-47.  X-ray  taken  at  time  of  admission  to  hospital  imme- 
diately following  manipulation  and  attempted  reduction. 


Case  No.  1.  F.D.  Age  32.  Farmer.  3-10-48, 
compound  fracture  of  tibia  and  fibula  as  result  of 
automobile  accident.  Early  debridement.  Closure 
after  manipulation.  Was  placed  in  long  plaster 
cast  from  perineum  to  toes,  slight  flexion  of  knee. 
The  fragments  slipped  and  there  was  shoidening 
and  deformity  similar  to  original  appearance 
4-22-48,  open  reduction  with  plate  and  screw  fixa- 
tion. Iliac  bone  chips  packed  around  the  fracture. 
Four  months  following  surgery  was  walking  with- 
out support,  fully  recovered  clinicallv.  Fig.  1 and 
2. 

Case  No.  2.  J.K.  Age  37.  On  8-4-47,  he  and 
his  wife  both  suffered  fractures  of  the  forearm. 
His  was  a simple  comminuted  fracture  of  the  right 
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radius,  mid  third;  numerous  contusions  and  lacera- 
tions of  the  body,  legs  and  arms;  a severe  lacera- 
tion of  the  forehead.  Reduction  was  attempted 
and  looked  satisfactory.  About  3 weeks  later  it 
was  found  that  there  was  some  rotation  and  loss  of 
position.  8-22-47,  open  reduction,  plate  screws  and 


Fig.  4 


10-14-47.  X-ray  taken  two  months  post-operative.  The 
callus  is  evident,  particularly  in  the  antero-posterior  view 
(right). 

cancellous  bone  chips  were  used.  Immobilized  and 
plaster  cast  with  right  angle  flexion  of  the  elbow. 
10-14-47,  x-rays  show  the  formation  of  callus,  par- 
ticularly in  the  anteroposterior  position.  Three 
months  following  surgery  he  had  completely  re- 
covered. Fig.  3 and  4. 

Case  No.  3.  A.M.  Male.  Age  30.  Laborer.  Compound 
comminuted  fracture  of  the  distal  half  of  the  tibia 
and  fibula  with  severe  soft  tissue  injury  and  loss 
of  integument.  Patient  was  injured  12-20-47.  First 
aid  and  treatment  was  given  by  home  physician  for 
two  weeks.  Patient  came  to  our  hands  on  2-5-48. 
Severe  skin  defect  with  exposure  of  granulated  and 
atrophic  peroneal  tendon;  purulent  drainage  of  the 
entire  surface  of  the  wound,  with  exposure  of  the 
tibia.  At  this  time  wound  toilet  and  skin  graft 
were  applied.  Figure  No.  5,  x-ray  taken  5-17-48, 
shows  the  non-union  of  the  tibia.  On  5-25-48,  open 
reduction;  cancellous  bone  chips  were  placed  about 
the  fracture.  Osteotomy  of  the  fibula  and  external 
pin  fixation  was  applied  because  of  the  extensive 
soft  tissue  damage  about  the  fracture.  Figure  No. 
6,  x-rays  taken  6-11-48,  two  weeks  following  open 
reduction,  shows  cancellous  chips  in  the  region  of 
the  fracture;  beginning  union  taking  place.  Ex- 
ternal fixation  was  removed  in  six  weeks.  Walk- 


Fig.  5 

5-17-48.  X-ray  previous  to  open  reduction. 


Fig.  6 

6-11-48.  X-ray  taken  two  weeks  following  open  reduction. 
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Figr.  7 


X-ray  6-23-48.  About  8 weeks  after  last  operation. 


ing  cast  for  four  weeks  with  ultimate  solid  bony 
union. 

Case  No.  4.  L.L.  Male.  Age  26.  Laborer. 
Transverse  fracture  of  the  shaft  of  the  humerus; 
compound  fracture  of  the  radius  and  ulna,  due  to 
severe  injury  on  10-7-47,  when  he  caught  his  arm 
in  a moving  belt.  Treated  after  reduction  in  plaster 
of  paris  cast  from  axilla  to  metacarpal  phalangeal 
palm  with  elbow  flexed  to  90  degrees  and  forearm 
in  mid  position.  No  evidence  of  union  in  humerus 
fracture  two  months  after  injury.  Plate  and  screws 
were  then  used  for  internal  fixation,  but  in  four 
months  were  loose  and  there  was  a non-union  after 
removal  of  the  plate  and  screws.  4-23-48,  open 
operation  and  Kuntscher  nail  fixation  with  bone 
chips.  Figure  No.  7,  x-ray  6-23-48,  shows  callus 
organization  about  fracture  site. 


^ ^ 

Bronchial  Adenoma 
Case  Report 

HIRAM  D.  HILTON,  M.D.,  M.S.  in  Surgery 
FRANK  H.  TANNER,  M.D. 
GEORGE  E.  PLACE,  M.D. 

Lincoln,  Nebraska 


Bronchial  adenoma  accounts  for  about  ten 
per  cent  of  all  bronchiogenic  tumors.  There 
is  disagreement  regarding  its  origin,  its 
malignancy  or  benignancy,  and  its  treat- 
ment.  According  to  Womack  and  Graham 
it  represents  the  end  result  of  an  abnormal 
development  of  the  embryonic  bronchial  buds 
with  entodermal  elements  predominating. 
Some  pathologists  maintain  that  it  is  benign 
in  nature;  others  regard  it  as  a low  grade, 
slowly  growing  malignant  lesion. 

Grossly  it  is  polypoid  with  a broad  base  of 
attachment  and  always  projects  into  a ma- 
jor bronchus.  Microscopically  it  is  composed 
of  closely  packed  cuboid  and  columnar  cells 
with  round  hyperchromatic  nuclei  in  which 
mitoses  ai'e  rarely  observed.  The  bronchial 
epithelium  overlying  the  tumor  is  almost  al- 
ways intact.  The  extrabronchial  portion  of 
the  tumor  is  frequently  larger  than  its  in- 
trabronchial  projection,  thus  rendering  de- 
termination of  size  and  extent  through  the 
bronchoscope  unreliable. 

Bronchial  adenoma  is  most  frequently  ob- 
served in  persons  under  forty  years  of  age. 
Sixty  to  eighty  per  cent  occur  in  women,  and 
the  growth  always  arises  in  a main  stem 
bronchus.  By  way  of  contrast,  bronchiogenic 
carcinoma  affects  males  in  75%  of  the  cases. 
Eighty  to  ninety  per  cent  are  discovered  in 
people  over  forty  years  of  age,  and  twenty- 


five  to  thirty  per  cent  originate  peripherally 
beyond  the  reach  of  the  bronchoscope. 

Since  the  lesion  is  a slowly  growing  one, 
symptoms  may  develop  gradually  and  over  a 
long  period  of  time.  The  symptomatology  is 
chiefly  the  result  of  bronchial  irritation  and 
obstruction  by  the  enlarging  tumor.  If  the 
obstruction  is  not  great,  manifestations  may 
be  minimal  or  primarily  irritative. 

As  the  expanding  adenoma  compromises 
the  patency  of  the  bronchial  lumen,  there  de- 
velops atelectasis  of  the  lung  distal  to  the 
tumor  together  with  retention  of  infected 
secretions  in  saccularly  dilated  bronchi. 
Cough  is  perhaps  the  earliest  and  the  most 
common  symptom.  Initially  it  may  be  dry 
and  hacking  representing  a response  to  bron- 
chial irritation  by  the  growth.  Later  it  is 
commonly  productive  of  varying  amounts  of 
purulent  sputum  resulting  from  suppurative 
lung  disease  distal  to  the  obstructing  lesion. 
Hemoptysis  is  frequent.  Alarming  hemor- 
rhage may  occur  occasionally  because  of  the 
characteristic  vascularity  of  the  adenoma.  A 
history  of  recurrent  pneumonitis  is  not  un- 
common. Lung  abscess,  gangrene,  and  empy- 
ema may  supervene  in  severe  grades  of  pul- 
monary suppuration. 

Atelectasis  of  the  segment  of  lung  distal 
to  the  tumor  together  with  evidence  of  pneu- 
monitis is  the  usual  roentgenographic  find- 
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ing.  However,  the  thorax  may  show  no  ab- 
normality whatsoever.  Lipiodol  bronchogram 
may  outline  a filling  defect.  The  history, 
physical  findings,  and  roentgenographic 
studies  of  the  chest  may  suggest  bronchial 
adenoma,  but  only  bronchoscopic  examina- 
tion can  establish  the  diagnosis  and  enable 
the  surgeon  to  plan  the  operation  intelligent- 
ly by  ascertaining  the  exact  location  of  the 
tumor  and  its  degree  of  malignancy. 

Removal  of  bronchial  adenoma  through 
the  bronchoscope  is  advocated  by  some  in 
preference  to  pulmonary  resection.  General- 
ly, however,  bronchoscopic  removal  is  indi- 
cated only  when  the  patient’s  condition  con- 
traindicates resection.  Ordinarily  it  is  im- 
possible to  remove  the  entire  growth  through 
the  bronchoscope  since  most  of  the  tumor  is 
extrabronchial.  Even  if  the  growth  can  be 
removed  bronchoscopically  a permanently 
damaged  parenchyma  and  bronchial  tree 
may  remain.  Other  objections  to  broncho- 
scopic removal  are ; the  necessity  of  repeated 
bronchoscopy  for  the  duration  of  the  pa- 
tient’s life,  the  danger  of  severe  hemorrhage, 
the  knowledge  that  authentic  cases  with 
metastases  have  been  reported,  and  the  fact 
that  the  risk  of  resection  is  b e 1 o w 5%  in 
competent  hands. 

Preoperatively  the  bronchoscopic  removal 
of  the  intrabronchial  portion  of  the  tumor 
may  be  employed  advantageously  to  relieve 
atelectasis  and  to  promote  drainage  of  an 
acute  pulmonary  process  and  thereby  render 
the  patient  a better  risk  for  resection. 

CASE  REPORT 

No.  52725:  Mrs.  E.  M.,  age  29,  first  entered  Bryan 
Memorial  Hospital  4-13-49  for  diagnostic  study  of 
the  chest.  She  gave  a history  of  recurring  pul- 
monary infection  and  hemoptysis  of  almost  s i x 
year’s  duration. 

According  to  the  patient’s  account  she  enjoyed 
good  health  until  about  April  1943  when  she  devel- 
oped a dry  hacking  cough  and  a weight  loss  of  ten 
to  twelve  pounds  in  a month’s  time.  In  July  1943 
she  had  an  acute  respiratory  episode  characterized 
by  a high  fever  (104  degrees),  chills,  and  sweats. 
She  was  hospitalized  for  ten  days  and  a diagnosis  of 
right  lower  lobar  pneumonia  was  made  on  the  basis 
of  a chest  film. 

For  some  w’eeks  following  dismissal  from  the  hos- 
pital daily  temperature  readings  varied  between  99.6 
and  102.  In  addition,  her  cough  became  productive 
of  liberal  quantities  of  purulent  sputum.  The  diag- 
nosis was  then  changed  to  pulmonary  tuberculosis 
and  the  patient  confined  to  absolute  bed  rest.  Tu- 
bercle Bacilli  were  never  found  in  repeated  examina- 
tions of  sputum  specimens.  Under  a regime  of  com- 
plete bed  rest  patient  improved  generally,  but  con- 
tinued to  carry  a low  grade  fever  and  to  expectorate 
some  purulent  sputum  several  times  a day. 


Some  time  in  December  1943  sputum  became 
streaked  with  bright  red  blood.  A chest  film  at 
this  time  was  said  to  show  incomplete  resolution  of 
the  process  originally  diagnosed  as  lobar  pneumonia. 
Patient  continued  on  a program  of  almost  complete 
bed  rest.  Hemoptysis  varied  in  amount  from  time 
to  time  but  occurred  daily.  Low  grade  temperature 
and  purulent  expectoration  failed  to  subside.  A dull 
pain  in  the  right  anterior  chest  region  was  con- 
stantly present.  A recheck  of  a chest  film  some 
time  in  June  1946  apparently  revealed  almost  com- 
plete resolution  of  the  original  process.  The  diag- 


Figure  1.  Gross  photograph  of  surgical  specimen  showing 
right  lower  lobe  of  lung  with  right  lower  lobe  main  bronchus 
opened  to  show  a bilobed  polypoid  tumor  arising  at  point  of 
bifurcation  of  two  major  secondary  bronchi.  A portion  of  sac- 
culated. dilated  bronchi  distal  to  tumor  is  also  shown. 

nosis  was  then  changed  from  pulmonary  tuberculosis 
to  bronchiectasis,  and  the  patient  was  permitted  out 
of  bed  from  four  to  six  hours  a day.  Hemoptysis, 
productive  cough,  and  fever  continued  unabated.  In 
November  1947  there  was  a reci’udescence  of  chills, 
fever,  and  sweats  lasting  10  to  12  days.  On  June 
30,  1948  patient  was  delivered  of  a normal  full  term 
female  infant.  During  her  pregnancy  hemoptysis 
became  profuse  at  times,  particularly  when  associ- 
ated with  any  physical  effort.  As  a consequence 
most  of  her  pregnancy  was  spent  in  bed. 

Following  delivery  until  the  date  of  admission  to 
Bryan  Memorial  Hospital  there  was  no  change  in 
her  symptomatology  except  for  more  frequent  and 
more  profuse  hemoptysis. 

Family  History:  Father,  age  52,  living  and  well. 

Mother,  age  49,  living  and  well.  Sister,  age  26,  liv- 
ing and  well.  Maternal  grandmother  died  of  car- 
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cinoma  of  the  uterus.  No  family  history  of  tuber- 
culosis. 

Past  History:  Appendectomy  1936.  Usual  child- 
hood diseases. 

Menstrual  History:  Onset  of  menses  age  12;  dura- 
tion 4-5  days;  normal  flow;  no  dysmenorrhea. 

Obstetrical  History:  Para  1,  Gravida  1. 

Habits:  Smokes  ¥2  pkg.  cigarettes  per  day. 

History  by  Systems:  Essentially  negative. 


Figure  2.  (Photomicrograph  X 100  — Hematoxylin  Eosin). 
Photograph  shows  thin  layer  of  stratified  squamous  epithelium 
overlying  tumor.  Low  power  view  of  tumor  showing  gland-like 
structures  with  small  uniform  dark-stained  cells. 

Physical  Examination:  Twenty-nine-year-old  fe- 

male who  appeared  younger  than  stated  age.  No 
cyanosis,  clubbing  of  fingers,  or  dyspnea.  Pulse  72, 
temperature  99.8,  B.P.  115/56.  There  were  crepi- 
tant rales  at  the  right  base  with  diminution  of 
breath  sounds  in  the  same  region.  There  was  no 
alteration  of  vocal  or  tactile  fremitus.  Physical  ex- 
amination was  otherwise  negative. 

Laboratory  Data:  Hb  12.9  grams;  RBC  4,250,000; 
WBC  13,000.  Sedimentation  rate  22  m.m.  Urinalys- 
is negative  for  albumin,  sugar  and  cells.  Specific 
gravity  1.015. 

Routine  chest  film  4-13-49  revealed  increased 
density  in  the  region  of  the  right  cardiophrenic 
angle. 

Bronchoscopic  examination  4-14-49  revealed  a 
polypoid  tumor  mass  obstructing  the  right  lower 
lobe  bronchus.  The  tip  of  the  tumor  projected  to 
within  2 to  3 cm.  of  the  origin  of  the  right  middle 
lobe  bronchus.  Biopsy  was  obtained  and  fixed  sec- 
tions of  the  specimen  revealed  adenocarcinoma,  gr. 
1,  bronchial  adenoma  type. 

On  April  25,  1949  the  right  lower  lobe  was  re- 
moved with  individual  ligation  of  the  hilar  struc- 
tures. The  bronchus  was  closed  with  a single  row 
of  interrupted  cotton  sutures.  The  posterolateral 
approach  was  used  with  subperiosteal  removal  of  a 
long  segment  of  the  ninth  rib.  The  bronchus  was 
amputated  just  distal  to  the  origin  of  the  middle 
lobe  bronchus  so  as  to  get  well  above  the  tumor. 
Marked  inflammatory  reaction  throughout  the  pul- 
monary parenchyma,  extensive  pleural  adhesions, 
and  incomplete  fissure  fonnation  added  to  the  dif- 
ficulty of  the  procedure.  Postoperatively,  continu- 
ous suction  (15  cm.  water)  was  applied  to  two  inter- 
costal catheters  so  as  to  obliterate  the  pleui’al  space. 
The  intercostal  catheters  were  removed  on  the  5th 
day. 


Patient’s  course  was  uneventful,  and  she  is  now 
leading  a life  of  unrestricted  activity. 

Gross  examination  of  the  resected  lobe  revealed  a 
large  polypoid  tumor  arising  from  the  point  of  bi- 
furcation of  the  two  major  secondary  bronchi  of  the 
lobe  and  projecting  proximally  to  within  2 cm.  of  the 
point  of  amputation  of  the  lower  lobe  bronchus  (Fig- 
ure 1).  The  regional  lymph  glands  were  not  gross- 
ly involved.  The  smaller  bronchi  distal  to  the  ob- 
structing tumor  mass  were  all  saccularly  dilated  and 
the  parenchyma  showed  evidence  of  atelectasis  with 
obstructive  pneumonitis.  The  smaller  bronchi  were 
filled  with  mucopurulent  debris.  Microscopically, 
the  sections  confirmed  the  original  biopsy  repoi’t  of 
adenocarcinoma,  grade  1,  bronchial  adenoma  type 
(Figures  2 and  3).  There  was  no  penetration  of  the 
bronchial  wall  or  involvement  of  the  cartilage.  The 
tumor  surface  was  covered  with  a thin  layer  of 


Figure  3.  (Photomicrograph  X 380  — Hematoxylin  Eosin). 
Photograph  shows  high-power  view  of  neoplasm  with  small 
gland-like  structures  characteristic  of  bronchial  adenoma. 


stratified  squamous  epithelium,  representing 
squamous  metaplasia  of  the  bronchial  mucosa.  The 
regional  lymph  nodes  were  free  from  any  involve- 
ment. Sections  of  the  lung  distal  to  the  point  of 
obstruction  by  the  tumor  showed  atelectasis  with 
marked  bronchitis  and  early  saccular  bronchiectasis. 

DISCUSSION 

This  case  illustrates  the  importance  of 
utilizing  the  diagnostic  aids  now  available  to 
establish  the  cause  of  pulmonary  pathology. 
If  a patient  has  a pulmonary  lesion  of  unde- 
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termined  etiology  bronchoscopic  examination 
should  be  a routine  diagnostic  procedure.  All 
bronchial  adenomas  arise  from  a main  stem 
bronchus  and  are  therefore  within  reach  of 
the  bronchoscope.  About  seventy  per  cent 
of  all  bronchiogenic  carcinomas  are  similar- 
ly situated,  and  the  thirty  per  cent  that  are 
not  can  be  diagnosed  with  a high  degree  of 
accuracy  by  lipiodol  bronchography.  If  the 
individual  physician  does  not  assume  an  ag- 
gressive attitude  in  the  diagnosis  of  thoracic 


disease,  many  a patient  may  make  his  exitus 
by  default. 
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Bronchogenic  Carcinoma 

JAMES  J.  O’NEIL,  M.D. 
Omaha,  Nebraska 


Carcinoma  of  the  lung  can  be  cured.  Ac- 
cording to  Graham  the  possibility  of  a per- 
manent cure  seems  to  be  definitely  estab- 
lished<^h  It  is  the  general  feeling  that  the 
main  task  consists  in  the  education  of  the 
medical  profession  in  early  diagnosis  and 
early  treatment.  To  this  end  and  because  of 
the  increasing  importance  of  this  disease, 
we  propose  to  review  briefly  the  entire  pic- 
ture of  Bronchogenic  Carcinoma,  stressing 
the  problems  encountered  in  its  diagnosis 
and  presenting  five  illustrative  cases  seen 
bronchoscopically  in  recent  months. 

Statistically  the  incidence  of  broncho- 
genic carcinoma  is  on  the  increase.  Menne 
and  Anderson (2)  reporting  from  the  Pacific 
Northwest  note  an  “astonishing  and  sharp” 
rise  in  the  periods  from  1931  to  1935  and 
from  1936  to  1940.  In  the  South  Ochsner 
and  DeBakey  found  that  the  incidence  of 
Pulmonary  Carcinoma  had  multiplied  five 
times  in  a seven  year  period < 2).  In  the  East 
Rosahn  in  an  analysis  of  the  ratio  of  pul- 
monary carcinoma  to  all  carcinomas  over  a 
twenty  year  period  felt  that  there  was  a 
real  and  absolute  increase 

Of  all  cases  of  Bronchogenic  Carcinoma 
reported  by  various  investigators  approxi- 
mately 80%  occurred  in  the  male;  the  age  in- 
cidence is  approximately  the  same  as  for 
cancer  of  other  organs,  34%  occurring  be- 
tween the  ages  of  50  and  59,  26%  between 
40  and  49,  and  20%  between  the  ages  of  60 
and  69 ; the  right  lung  is  more  often  affected 
than  the  left. 

Ewing  has  classified  primary  carcinoma 
of  the  lung  into  three  groups  according  to 


the  type  of  epithelium  in  the  various  parts 
of  the  lung,  namely  (1)  the  epithelium  lin- 
ing the  bronchi;  (2)  the  epithelial  cells 
which  form  the  mucous  glands;  and  (3)  the 
epithelium  lining  the  pulmonary  alveoli.  On 
the  basis  of  this  genetic  origin  carcinoma  of 
the  lung  may  be  classified  microscopically 
into 

I.  Squamous  Cell  Carcinoma: 

a.  keratinizing 

b.  non-keratinizing 

c.  giant  cell  medullary 

d.  oat  cell 

e.  anaplastic 

II.  Adenocarcinoma : 

a.  simple 

b.  papillary 

c.  mucocellular 

III.  Round  Cell. 

The  most  practical  clinical  classification 
of  Bronchogenic  Carcinoma  to  us  is  the  one 
offered  by  Rabin  and  Neuhof  who  divided 
their  cases  into  two  groups: 

I.  Central  — or  the  non-circumscribed 
type  originating  in  the  main  bronchus  and 
visible  with  the  bronchoscope. 

II.  Peripheral  — or  the  circumscribed 
originating  from  a small  bronchus  and  not 
visible  with  the  bronchoscope 

Since  the  work  of  all  investigators  has 
failed  thus  far  in  proving  with  certainty 
the  etiological  agent  in  bronchogenic  carci- 
noma it  seems  sufficient  merely  to  list  the 
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various  entities  incriminated  by  them  as 
being  responsible  for  its  production ; Tuber- 
culosis, Tar  and  its  derivatives,  Tobacco, 
Radium  emanations.  Chromium,  Pneumo- 
coniosis, Viruses,  and  Trauma.  As  in  can- 
cer in  other  parts  of  the  body  we  are  still 
anxiously  waiting  for  the  fundamental 
cause  to  be  determined. 

Although  it  is  recognized  that  the  clinical 
manifestations  of  Bronchogenic  Carcinoma 
are  varied,  frequently  masquerading  a vari- 
ety of  other  diseases  it  is  felt  that  a brief 
presentation  of  the  clinical  picture  of  this 
disease  at  this  time  would  be  in  order.  While 
it  must  be  recognized  that  clinically  this 
disease  may  occur  in  one  of  three  forms, 
namely:  (1)  Respiratory,  where  the  signs 
and  symptoms  are  chiefly  respiratory  and 
which  is  the  most  common  type,  (2)  Meta- 
static, where  the  clinical  picture  is  due  to 
metastasis,  or  (3)  Silent,  where  the  clinical 
manifestations  are  not  apparent,  we  pro- 
pose to  limit  our  considerations  only  to  the 
most  common  type  where  respiratory  symp- 
toms predominate. 

In  the  typical  bronchogenic  carcinoma, 
where  the  neoplasm  starts  in  the  wall  of 
the  bronchus,  the  earliest  complaints  are  re- 
lated to  the  involvement  of  the  bronchus 
from  the  narrowing  of  its  lumen  to  its  com- 
plete occlusion.  In  a typical  case: 

1.  Cough,  which  may  be  dry  or  pro- 
ductive, is  the  earliest  symptom. 

2.  Expectoration  of  bright  red  blood  has 
been  reported  in  about  20%  of  the  cases.  In 
the  remainder  the  gross  appearance  of  the 
sputum  is  not  characteristic. 

3.  Wlieezing  sounds  in  one  side  of  the 
chest  is  a frequent  complaint.  This  is  due 
to  partial  bronchial  occlusion  and  disappears 
when  complete  occlusion  occurs. 

4.  Pain  in  the  chest  has  been  reported  in 
21.1%  of  cases  observed  by  Frissel  and 
Knox^^h 

5.  Dyspnea  depends  on  the  position  of 
the  growth.  There  is  marked  dyspnea  when 
the  cancer  grows  around  the  bronchi  leading 
to  their  obstruction  and  interfering  with 
respiration  and  circulation.  Dyspnea  is  al- 
so marked  in  the  presence  of  voluminous 
pleural  effusions  and  in  massive  atelectasis 
due  to  the  occlusion  of  a large  bronchus. 

6.  Fever  in  sporadic  episodes,  short  or 
protracted,  is  probably  one  of  the  earliest 


manifestations  of  carcinoma  of  the  bron- 
chus. This  parallels  impaired  bronchial 
physiology  with  acute  or  chronic  pneumo- 
nitis. 

7.  Pleurisy  with  effusion  is  rarely  an 
early  phenomenon  but  when  the  exudate  is 
hemorrhagic  it  is  almost  always  due  to  car- 
cinoma. 

8.  Clubbing  of  the  fingers  is  of  frequent 
occurrence  and  often  antedates  the  onset  of 
other  clinical  signs. 

9.  Adenopathy  in  the  axillary,  supra,  or 
infraclavicular  fossae  is  now  found  in  about 
one-fifth  of  the  advanced  cases. 

10.  Weight  loss  is  a manifestation  of  ad- 
vanced bronchogenic  carcinoma. 

The  clinical  signs  of  a typical  broncho- 
genic carcinoma  are  similarly  dependent  on 
the  pathological  changes  affecting  the  bron- 
chus for  bronchial  involvement  affects  the 
dynamics  of  respiration  producing  a dimu- 
nition of  the  phases  of  respiration.  In  the 
normal  individual  the  bronchus  dilates  in  in- 
spiration and  contracts  in  expiration.  When 
it  becomes  partially  obstructed  the  entrance 
of  air  may  be  within  normal  limits  but  the 
exit  of  air  will  be  diminished  causing  a por- 
tion of  the  air  to  be  trapped  in  the  alveoli 
leading  to  emphysema.  When  the  bronchus 
becomes  completely  obstructed  atelectasis 
occurs.  With  this  brief  consideration  of  the 
impaired  physiology  the  following  clinical 
signs  become  apparent. 

I.  Physical: 

a.  deficient  expansion  of  the  chest 

b.  tympanic  tone  on  percussion 

c.  diminished  or  absent  breath  sounds 

The  unaffected  lung  will  show: 

a.  hyper-resonance 

b.  increased  breath  sounds 

11.  X-ray: 

a.  emphysema 

b.  atelectasis 

III.  Bronchoscopy: 

a.  hyeremia  of  the  affected  bronchus 

b.  hypersecretion 

c.  neoplasm 

d.  infiltration 

e.  desquamation  of  its  normal  lining 

f.  progressive  narrowing  of  bronchial  lumen. 

Early  diagnosis  of  bronchogenic  carci- 
noma, as  in  cancer  elsewhere,  is  the  only 
hope  for  successful  therapy.  To  this  end. 
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as  physicians,  we  must  employ  every  avail- 
able means  in  arriving  at  an  early  diagnosis. 
A careful  history  and  interpretation  of  the 
physical  findings  followed  by  X-rays  and 
bronchoscopic  studies  should  be  routine  in 
any  suspicious  chest  complaint  particularly 
in  patients  at  or  near  middle  age.  The  com- 
plimentary diagnostic  measures  of  sputum 
and  bronchiel  secretion  studies,  while  not 
a substitute  for  the  already  well  established 
and  reliable  methods,  are  proving  their 
worth  in  establishing  the  diagnosis  of  lung 
cancer. 

X-ray  examination  of  the  chest  is  un- 
doubtedly one  of  the  most  essential  methods 
in  the  diagnosis  of  tumors  of  the  lung.  With 
X-rays  one  can  generally  determine  whether 
the  process  is  inflammatory  or  neoplastic, 
the  extent,  and  the  rate  of  progress. 

Bronchoscopy,  a painless  and  safe  pro- 
cedure in  experienced  hands,  can  determine 
the  presence  or  absence  of  a neoplastic  proc- 
ess, localize  it,  and  remove  tissue  for  micro- 
scopic study.  A biopsy  is  of  the  utmost  im- 
portance from  the  diagnostic  and  therapeu- 
tic points  of  view.  In  a study  of  310  cases 
of  bronchogenic  carcinoma  from  Chevalier 
Jackson’s  Clinic  it  was  found  that  tumors  of 
the  right  and  left  main  bronchi  yielded  posi- 
tive bronchoscopic  results  in  100%  of  cases; 
right  and  left  lower  bronchi,  respectively 
88.6  and  86.4%;  right  middle  lobe  bronchus 
57%  and  right  and  left  upper  bronchi  58.7 
and  32.6%  respectively 

Cytological  studies  of  sputum  and  bron- 
chial secretions  will  sometimes  be  the  only 
way  in  which  lung  cancer  can  be  definitely 
diagnosed.  Competent  cytologists  believe 
their  positive  smear  diagnosis  of  pulmonary 
cancer  is  as  trustworthy  as  that  made  by 
the  pathologist  from  a study  of  a histologic 
section  of  tissue  removed  at  biopsy. 

When  other  diagnostic  measures  are  un- 
successful it  is  felt  that  an  exploratory  thor- 
acotomy should  be  resorted  to.  It  is  con- 
sidered by  thoracic  surgeons  to  be  a rela- 
tively simple  procedure  and  well  tolerated 
by  individuals  of  the  cancer  age. 

The  following  cases  are  presented  as  il- 
lustrative of  the  bronchoscopic  diagnosis  of 
bronchogenic  carcinoma. 

Case  No.  1:  J.T.C.,  a 73  year  old  white  male 

was  first  seen  on  12-28-48. 

Chief  Complaint:  Shortness  of  breath  of  one 

week’s  duration  and  productive  cough  intermittent 
of  one  month’s  duration. 


Physical  Examination:  Rales  throughout  both 

lungs.  No  other  definite  changes  to  auscultation 
or  percussion. 

X-ray:  (Fig.  1).'  Infiltration  about  the  right 

hilus,  most  marked  in  a 4 x 6 cm  area  in  the  right 
upper  lobe.  These  changes  may  be  due  to  an  acute 
pneumonic  process,  but  a bronchogenic  neoplasm 
must  be  excluded. 

Bronchoscopy:  12-30-48 — The  right  upper  lobe 

orifice  was  visualized  and  secretions  were  taken  for 
cytological  study.  These  were  reported  as  inflam- 
matory exudate  but  it  was  recommended  that  addi- 
tional secretions  be  obtained.  Bronchoscopy  was 


Fig.  1 


repeated  on  1-5-49  and  a positive  cytological  re- 
port for  bronchogenic  carcinoma  was  returned. 

Thoracotomy:  2-5-49 — A thoracotomy  was  done 

and  the  right  upper  lobe  was  found  to  be  com- 
pletely bound  down  to  the  pleura  with  infiltration 
extending  immediately  into  the  pericardium  and 
mediastinum  with  considerable  tissue  necrosis. 
The  lesion  was  non-resectable. 

Course:  The  patient  had  a downhill  course  and 

expired  on  5-17-49. 

Case  No.  2:  F.A.S.,  a 65  year  old  white  male  was 
first  seen  on  4-18-49. 

Chief  Complaint:  Pain  in  right  chest,  cough, 

shortness  of  breath,  of  five  months’  duration. 

Physical  Examination:  Decreased  breath  sounds 

right  chest,  posteriorly.  Inspiratory  and  expira- 
tory wheezes  over  right  chest  laterally  and  pos- 
teriorly. 

X-ray:  (Fig.  2).  4-19-49  infiltration  through- 

out much  of  the  right  lung  with  evidence  of  con- 
siderable fibrosis  of  the  right  upper  lobe.  Al- 
though there  is  no  definite  evidence  of  cavitation 
appearance  is  very  suggestive  of  pulmonary  tuber- 
culosis. 

Bronchoscopy:  On  5-3-49  revealed  a mass  of 

granulation  like  tissue  nearly  completely  occluding 
the  right  main  bronchus.  Tissue  and  secretions 
taken  for  biopsy  and  cytological  studies. 

The  secretions  were  reported  as  compatible  with 
but  not  diagnostic  of  malignancy  in  the  tracheo- 
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bronchial  tree.  The  tissue  was  reported  as  Grade 
III  bronchogenic  carcinoma,  squamous  cell  type. 

Course:  The  patient  had  a downhill  course  and 

expired  on  5-13-49. 


Case  No.  3:  J.R.L.,  a 43  year  old  white  male 

was  first  seen  on  4-17-49. 


Fig.  2 


Chief  Complaint:  Pain  in  the  chest  following  a 

blow  to  the  chest  by  a truck  tire  the  latter  part  of 
March. 

Physical  Examination:  Diffuse  rales  and  wheez- 

ing over  the  right  chest  anterior  posterior. 

X-ray:  (Fig.  3).  4-8-49  nodular  shadow  measur- 

ing 3x4  cm  in  size  at  the  level  of  the  second  an- 
terior interspace  in  the  right  upper  lobe.  There  is 


Fig.  3 


an  area  of  perihilar  infiltration  at  least  4x9  cm  in 
size.  A neoplasm  would  seem  the  most  probable 
cause  of  changes  at  this  time. 

Bronchoscopy:  On  4-19-49  revealed  papillary 

erosions  of  mucous  membrane  of  the  right  main 


bronchus.  Tissue  and  secretions  obtained  for  path- 
ological study  were  both  reported  as  negative  for 
malignancy. 

Thoracotomy:  On  5-11-49  inoperatable  carci- 


noma of  the  right  lung  with  extensive  metastasis 
was  found.  Biopsy  was  reported  as  squamous  cell 
carcinoma,  right  lung. 

Course:  Discharged  from  Hospital  on  6-2-49. 


Case  No.  4:  J.T.W.,  a 59  year  old  white  male 

was  referred  to  us  on  4-18-49. 


Chief  Complaint:  Productive  cough  of  4% 

months  duration  with  episodes  of  chills  and  fever. 


Fig.  5 


Physical  Examination:  Absence  of  breath  sounds 
in  right  base. 

X-ray:  (Fig.  4).  4-19-49  atelectasis  in  the 

right  lower  lobe  with  the  remainder  of  the  chest 
clear.  Changes  are  probably  due  to  bi'onchial  ob- 
stniction  and  neoplasm  must  be  excluded. 

Bronchoscopy:  4-21-49  revealed  a neoplastic  ap- 
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pearing  lesion  involving  the  right  lower  lobe  bron- 
chus at  the  level  of  the  middle  lobe  orifice.  Tissue 
and  secretions  taken  for  biopsy  and  cytological 
studies. 

Cytological  studies:  Reported  as  positive  for 

malignancy.  Tissue  reported  as  Grade  III  Bron- 
chogenic Carcinoma,  right  lung. 

Course:  On  5-3-49  a right  pneumonectomy  was 

performed.  The  postoperative  course  was  un- 
eventful until  5-10-49  when  the  patient  suddenly 
expired. 

Case  No.  5:  J.F.T.,  a 57  year  old  white  male 

was  first  seen  on  4-20-49. 

Chief  Complaint:  Shortness  of  breath  all  winter; 

chest  rattle  three  months,  asthma  for  20  years. 

Physical  Examination:  Generalized  wheezing 

over  both  lung  fields,  marked  at  both  bases.  There 
were  a few  moist  scattered  rales  but  expansion 
was  equal  bilaterally. 

X-ray:  (Fig.  5).  4-23-49:  Infiltration  extend- 

ing from  the  right  hilum  into  much  of  the  right 
lung  with  evidence  of  slight  retraction  to  this  side. 
The  changes  in  this  lung  are  very  probable  those 
of  a pulmonary  neoplasm. 

Bronchoscopy:  4-22-49  revealed  narrowing  and 

fixation  of  the  right  main  bronchus  at  the  level  of 
the  middle  lobe  orifice,  suggesting  an  extra-luminal 
neoplasm.  Secretions  taken  for  cytological  study 
were  reported  as  negative. 

Thoracotomy  on  5-5-49:  An  inoperatable  bron- 

chogenic carcinoma  of  the  right  lung  was  found. 

Course:  Patient  was  discharged  from  the  Hos- 

pital on  5-19-49. 

The  successful  treatment  of  bronchogenic 
carcinoma  depends  upon  its  early  diagnosis. 
As  in  carcinoma  elsewhere  in  the  body,  sur- 
gery still  offers  the  best  means  of  eradicat- 
ing this  disease.  The  two  most  successful 
operations  for  bronchogenic  carcinoma  de- 
pending directly  upon  its  extent  are  lobec- 
tomy and  pneumonectomy. 

X-ray  therapy  is,  at  the  present  time,  of 
greatest  value  in  the  treatment  of  extensive 
and  inoperatable  lesions  providing  some 


symptomatic  relief  for  the  patient.  The 
failure  of  this  type  of  treatment  has  been 
attributed  by  Leddy  to:  tardy  inauguration 
of  treatment,  poor  condition  of  the  patient, 
large  size  of  the  tumor,  infection  of  the  lung, 
and  lack  of  proper  indications  either  in  plan- 
ning or  in  the  execution  of  radiotherapy^*). 

SUMMARY  AND  CONCLUSION 
A brief  review  of  the  entire  picture  of 
bronchogenic  carcinoma  has  been  presented. 
Five  illustrative  cases  emphasizing  the  var- 
ious steps  necessary  in  arriving  at  a diag- 
nosis of  this  dread  disease  have  been  given. 
It  is  to  be  emphasized  that  each  step  in  the 
diagnosis  namely  the  history,  physical  find- 
ings, X-ray  studies,  bronchoscopic  findings, 
and  even  thoracotomy  should  be  resorted  to 
in  those  cases  in  which  there  is  a justifiable 
suspicion. 

Since  the  main  task  consists  in  the  edu- 
cation of  the  medical  profession  in  arriving 
at  an  early  diagnosis  of  bronchogenic  carci- 
noma in  order  to  lessen  the  present  high 
mortality  from  this  disease  as  evidenced  by 
the  fatal  course  of  the  five  cases  presented, 
it  is  hoped  that  this  brief  review  will  serve 
a useful  purpose. 
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Staff  Meeting  Children’s  Memorial  Hospital 

A Report  of  the  Poliomyelitis  Epidemic 
of  1948 


Edited  by  DR.  J.  R.  SCHENKEN 


DR.  HARRY  MURPHY : To  meet  the  emergency 
of  the  poliomyelitis  epidemic  in  the  Summer  and 
Fall  of  1948,  Children’s  Memorial  Hospital  agreed 
to  set  aside  40  beds  for  poliomyelitis  patients.  Of 
the  present  total  of  54  patients,  24  have  been  dis- 
charged. Fourteen  (14)  have  complete  recovery,  4 
are  left  with  mild  residual  paralysis,  3 with  moder- 


ate residual  paralysis,  and  1 with  extensive  paraly- 
sis. Out  of  5 cases  with  bulbar  involvement  1 died. 

The  Douglas  County  Hospital  has  discharged  120 
poliomyelitis  patients  to  date,  including  14  with 
some  paralysis,  4 with  extensive  paralysis,  and  19 
with  weakness  of  muscle  groups.  The  City’s  total 
is  212  patients,  148  of  whom  have  been  discharged. 


Volume  35 
Number  2 


POLIOMYELITIS  EPIDEMIC  OF  1948:  SCIIENKEN 


49 


The  fact  that  but  30  per  cent  had  residual  paralysis 
and  only  5 patients  died  would  indicate  a rather 
mild  foi-m  of  the  disease,  as  compared  with  the  epi- 
demics of  1946  and  1947. 

I have  compiled  a spot  map  survey  of  1,000  pa- 
tients in  the  Nebraska  epidemics  of  1942,  1946,  and 
1947  which  indicates  that  poliomyelitis  usually  fol- 
lows river  courses.  In  1942  the  epidemic  followed 
the  Republican  River  region  in  Nebraska  and  also 
in  Kansas.  While  there  is  some  tendency  for  popu- 
lation to  affect  distribution,  the  number  of  cases 
along  rivers  is  more  striking.  Certainly,  the  map 
shows  no  evident  tendency  toward  spreading  by 
aii'borne  or  contact  methods  of  contamination. 
There  have  been  several  instances  where  families 
from  poliomyelitis-free  towns  have  picnicked  in  an- 
other city,  with  many  of  the  group  becoming  af- 
flicted. There  is  little  evidence  toward  a subse- 
quent flareup  in  the  home  towns,  however. 

In  its  onset  poliomyelitis  is  usually  characterized 
by  general  malaise  and  sore  throat,  preceding 
symptoms  of  actual  paralysis  by  about  two  to  four 
days.  In  our  series  the  chief  symptoms  on  admis- 
sion included  headache  in  37  patients,  abdominal 
pain  in  8,  stiff  neck  in  17,  stiff  back  in  12,  ham- 
string muscle  stiffness  in  15,  paralysis  or  weakness 
in  15,  and  difficulty  in  talking  and  swallowing  in 
5.  The  last,  together  with  facial  and  pallatine 
weakness  was  the  most  common  sign  in  the  bulbar 
cases. 

Laboratory  tests  proved  there  was  no  correlation 
between  the  severity  of  illness  and  the  spinal  fluid 
findings.  The  total  cell  count  ranged  from  1 to 
813  cells  per  cubic  millimeter,  while  the  average 
bordered  on  150  cells.  In  the  early  stages  of  the 
disease  polymorphonuclear  leukocytes  predominat- 
ed; later  the  differential  showed  a preponderance 
of  lymphocytes.  The  spinal  fluid  protein  ranged 
from  10  to  90  mg.  per  cent,  the  average  being 
somewhat  higher  than  normal. 

Temperatures  were  usually  around  102°  F.;  two 
cases  had  104°  F.  Generally,  the  temperatures  be- 
came within  normal  limits  in  three  or  four  days. 
Persistent  fever  usually  was  associated  with  more 
severe  and  progressive  involvement. 

It  is  important  to  be  constantly  alert  for  patients 
with  a diagnosis  of  poliomyelitis,  who  actually  may 
have  another  disease.  One  patient  was  erroneously 
diagnosed  poliomyelitis,  because  of  foot  drop. 
Examination  of  the  blood  revealed  a white  blood 
count  of  22,000  with  marked  shift  to  the  left.  On 
further  study  it  was  found  that  he  had  a history  of 
boils,  that  there  was  swelling  of  the  left  calf,  and 
that  the  foot  drop  was  a protective  mechanism.  We 
first  doubted  poliomyelitis  because  most  polio- 
myelitis patients  have  a much  lower  white  blood 
count  with  very  little  shift  to  the  left. 

In  other  instances  there  may  be  a coexistence  of 
two  diseases.  One  patient  with  unmistakable 
poliomyelitis  developed  a gradually  increasing 
blood  pressure  and  an  elevated  non-protein-nitrogen, 
indicating  a possible  nephritis.  In  another  patient, 
a renal  calculus  was  present  by  X-ray,  with  ac- 
companing  albuminuria,  and  a few  red  and  white 
cells  in  the  urine.  Poliomyelitis  patients  confined 
■ to  bed,  bulbar  and  respiratory  cases,  are  prone  to 
develop  calculi. 


In  the  treatment  of  poliomyelitis,  the  initial  ap- 
proach is  basically  a medical  problem,  mainly  be- 
cause of  the  nature  of  the  inflammatory  reaction. 
Very  important  measures  are  dehydrating  agents, 
supportive  therapy  and  treatment  of  anoxia.  In 
bulbar  cases,  with  respiratory  paralysis,  it  may  be 
necessary  to  do  a tracheotomy  to  obtain  adequate 
pulmonary  aeration,  and  in  severe  cases  a respirator 
is  necessary.  It  should  be  stressed  that  early  recog- 
nition of  serious  signs  aids  greatly  in  lowering  the 
death  rate. 

Our  experience  has  shown  us  the  great  value  of 
the  physiotherapist,  who  is  constantly  alert  for 
conditions  requiring  correction.  Thanks  to  the 
physiotherapists,  many  deformities  are  prevented 
or,  at  least,  limited  to  a mild  form. 

DR.  GEORGE  ROBERTSON:  Over  1500  doctors 

from  60  different  countries  attended  the  Inter- 
national Poliomyelitis  Conference  in  New  York 
City.  There  were  discussions  of  poliomyelitis  and 
closely  related  subjects,  and  numerous  exhibits. 
One  exhibit  indicated  that  the  poliomyelitis  virus 
mixed  with  food  of  mice  and  monkeys  caused  an  in- 
fection rate  of  about  60  per  cent,  against  an  infec- 
tion rate  of  less  than  10  per  cent  when  administered 
in  capsules.  The  conclusion  was  that  the  virus 
contacting  the  pharyngeal  or  oral  mucosa  produces 
a much  higher  incidence  of  the  disease  than  when 
contacting  the  stomach  alone. 

A new  apparatus  producing  rhythmic  stimulation 
of  nerves  is  now  in  the  experimental  stage. 

Studies  of  nerve  physiology  revealed  that  very 
little  has  been  done,  particularly  with  nerve  de- 
generation, regeneration,  and  muscle  degeneration. 
How  much  time  is  required  before  a muscle  shows 
degeneration  after  the  nerve  is  cut  in  the  human 
being  is  apparently  yet  unknown. 

One  exhibit  demonstrated  a longer  incubation 
period,  with  less  severe  poliomyelitis  in  animals 
with  a Vitamin  Bi  deficiency,  while  a dietary  excess 
of  Vitamin  B6  seemed  to  produce  a more  severe 
form  of  the  disease. 

The  role  of  the  common  housefly  and  blowfly  in 
the  spreading  of  poliomyelitis  was  discussed.  Ac- 
cording to  the  presentation,  the  blowfly  is  more 
likely  to  carry  the  virus,  which  can  be  found  in  its 
excreta  for  as  long  as  three  weeks  after  feeding  on 
infected  tissues. 

DR.  FLOYD  CLARKE:  What  is  the  nature  of 

the  strain  of  virus  isolated  in  poliomyelitis? 

DR.  GEORGE  ROBERTSON:  At  least  13  dif- 

ferent variants  of  the  original  poliomyelitis  strain 
are  now  isolated.  Investigators  do  not  feel  they 
have  isolated  the  so-called  parent  strain,  however. 
I was  very  much  impressed  by  the  difficulties  en- 
countered in  virus  research,  from  the  laboratory 
aspect. 


Advertisers  in  our  journal  are  carefully  selected. 
Only  those  meeting  our  advertising  standards  may 
use  the  facilities  of  our  pages.  No  advertisement 
will  be  accepted  which,  either  by  intent  or  inference, 
would  result  in  misleading  the  reader.  May  we  sug- 
gest that  you  review  the  ads  in  each  issue  of  our 
journal  and,  when  occasion  arises  to  prescribe  prod- 
ucts featured  or  use  the  facilities  offered,  tell  them 
you  saw  their  ad  in  the  Nebraska  State  Medical 
Journal. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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THE  WASHINGTON  SCENE 

During’  the  recent  clinical  session  in  Wash- 
ington, D.  C.,  the  House  of  Delegates  of  the 
American  Medical  Association  took  action 
against  three  legislative  bills  now  before  Con- 
gress. All  of  these  bills  are  part  of  the 
“windfall”  of  government  domination  and 
compulsion. 

In  order  that  you  may  be  appraised  of 
these  proposals  and  the  action  taken  by  the 
House  of  Delegates,  they  will  be  briefly  re- 
viewed here: 

S.  1411:  (School  Health  Services  Act).  It 
provides:  1.  Periodic  medical  and  dental  ex- 
amination of  school  children ; 2.  Treatment 
shall  be  given,  where  indicated,  “whenever 
the  parents  of  such  children  are  unable  to 
provide  treatment.  These  provisions  are  ac- 
ceptable. The  third  provision,  however,  states 
that  all  school  children  shall  be  provided 
treatment  by  the  schools,  regardless  of  the 
parents’  ability  to  pay  for  this  treatment. 
This  final  clause,  the  House  declared,  “is  un- 
wise and  makes  it  necessary  to  oppose  S. 
1411.”  The  AMA  Board  of  Trustees  was 
thus  instructed  to  implement  this  opposition 
by  giving  the  appropriate  information  to  the 
component  state  and  county  medical  so- 
cieties. 

S.  1453:  (Federal  Aid  to  Medical  Educa- 
tion Bill).  The  bill  provides  “$5,000,000  an- 
nually for  grants  for  construction  to  assist 
in  the  establishment  of  new  schools  in  the 
health  professions  and  in  the  improvement 
and  expansion  of  existing  facilities,  these 
grants  to  be  made  by  the  Surgeon  General  in 
the  order  of  the  estimated  importance  of  the 
requests  received.” 

The  Board  of  Trustees  and  the  Council  on 
Medical  Education  and  Hospitals  prepared  a 
joint  statement  regarding  this  bill  which  was 
adopted  by  the  House.  This  statement  said 
in  part  that  it  was  recognized  that  some 
medical  schools  might  find  it  necessary  to 
receive  financial  aid  from  the  federal  govern- 
ment. “Such  aid,  however,  must  carry  with 
it  the  assurance  of  freedom  from  political 
control  and  regulation.  The  bill  does  not 
safeguard  this  freedom. 

Listed  below  are  additional  points  noted  in 
the  joint  statement:  1.  Vests  too  much  au- 
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thority  in  the  Surgeon  General,  thus  inviting 
political  pressure.  2.  Qualification  of  medical 
schools  to  receive  federal  aid  should  reside 
in  the  states.  3.  Make  certain  that  the  fi- 
nancial premium  does  not  induce  some 
schools  to  enroll  more  students  than  they  can 
properly  accommodate.  4.  Any  federal 
scholarship  program  should  leave  medical 
schools  free  in  the  selection  of  students  and 
avoid  the  regimentation  of  their  future  ca- 
reers of  the  recipients. 

S.  1453  has  already  passed  the  Senate. 
Since  it  is  unlikely  that  further  changes  will 
be  made  in  the  companion  bill,  H.  'R.  5940, 
the  Board  of  Trustees  said  it  must  oppose 
this  bill. 

H.  R.  6000:  (Social  Security  Extension 

Act).  Last  summer  the  medical  profession 
won  its  fight  to  be  excluded  from  the  social 
security  provisions  of  this  bill,  which  has 
been  passed  by  the  House  of  Representa- 
tives. But  there  are  many  other  clauses  in 
the  bill  which  are  objectionable.  The  Board 
of  Trustees  issued  a statement  asserting 
that  the  bill  would  initiate  a federal  disabil- 
ity program  by  virtue  of  its  compulsory 
permanent  and  total  disability  insurance  fea- 
tures. 

The  statement  said  that  total  and  perma- 
nent disability  is  often  a condition  over  which 
the  individual  who  is  disabled  and  his  physi- 
cian may  execise  control.  Board  members 
felt  that  the  provisions  concerning  disability 
multiply  the  opportunity  for  malingering  and 
actually  takes  the  program  out  of  the  insur- 
ance category. 

The  statement  continued;  “The  program 
as  now  proposed  would  not  accomplish  entire 
nationalization  of  medical  care,  but  the  in- 
evitable expansion  and  liberalization  of  the 
program  which  would  surely  follow  makes 
probable  its  eventual  accomplishment.” 

The  danger  of  these  bills  is  of  such  magni- 
tude that  a special  meeting  of  representatives 
from  all  state  medical  associations  west  of 
the  Mississippi  river  was  held  January  8,  in 
Denver.  All  of  these  proposals  were  thor- 
oughly discussed.  A report  of  this  meeting 
will  be  given  to  you  in  a later  Bulletin.  At- 
tending the  meeting  from  Nebraska  were  Dr. 
J.  D.  McCarthy,  President;  Dr.  E.  B.  Reed, 
Chairman  of  the  Medical  Service  Committee ; 
and  Mr.  M.  C.  Smith,  Executive  Secretary. 

You  are  urged  to  write  your  appropriate 


Congressmen  and  Senators,  voicing  your  vig- 
orous opposition  to  these  three  bills. 

COUNCIL  MEETING  SET 
The  annual  mid-winter  meeting  of  the 
Council  will  be  held  February  19,  1950,  in 
Lincoln  at  the  Cornhusker  Hotel.  The  Board 
of  Trustees  of  the  Nebraska  State  Medical 
Association,  and  the  Board  of  Trustees  of  the 
Nebraska  Medical  Foundation,  Inc.,  will  also 
meet  that  day.  As  reported  in  the  most  re- 
cent Bulletin,  the  Annual  Session  has  been 
scheduled  for  May  1-4,  in  Lincoln. 


PLANNING  COMMITTEE 

The  Planning  Committee  of  the  Nebraska  State 
Medical  Association  met  Friday  evening,  November 
25,  1949,  at  the  Omaha  Athletic  Club.  Present  were 
committee  members  Drs.  Floyd  L.  Rogers,  Lincoln, 
Chairman;  Morris  Nielsen,  Blair;  A.  J.  Offerman, 
Omaha.  Also  present  were  Dr.  J.  D.  McCarthy, 
President,  Omaha;  M.  C.  Smith,  Executive  Secre- 
tary, and  Sidney  R.  Bradley,  Lincoln. 

READING  OF  THE  MINUTES 

The  minutes  of  the  meeting  held  July  7,  1949, 
were  approved  as  read  with  no  corrections  or  revi- 
sions. 

REPORTS  FROM  SPECIALTY  GROUPS 
RE  FEES 

Dr.  Rogers  reported  that  letters  had  been  sent 
to  the  chairman  of  each  specialty  group,  per  minutes 
of  July  7 meeting,  informing  them  that  they  could 
consult  with  the  Planning  Committee  about  fees  if 
they  so  desired.  This  information  was  also  pub- 
lished in  The  Journal.  The  following  groups  were 
heard  from: 

NEUROLOGICAL — This  group  held  a meeting  in 
Omaha  with  Dr.  Offerman  in  attendance.  He  said 
that  the  only  definite  suggestion  made  was  that 
the  fee  for  shock  treatment  be  placed  at  $25.00. 

PATHOLOGY — A letter  was  received  from  Dr. 
J.  P.  Tollman  with  an  attached  list  of  proposed  fees 
for  that  group.  Dr.  Rogers  pointed  out  that  the 
list  contained  only  one  change  from  the  present 
schedule  but  that  many  new  procedures  and  cor- 
responding fees  had  been  included. 

EENT — Dr.  Rogers  said  he  attended  a meeting 
of  the  group  held  in  Lincoln.  This  group  suggested 
that  the  terminology  of  some  procedures  be  changed, 
giving  a clearer  definition  of  the  work  involved.  Dr. 
Rogers  stated  that  the  group  was  very  cooperative 
and  apparently  satisfied  with  their  fees.  They  felt 
that  the  Planning  Committee  should  have  the  au- 
thority to  adjust  fees  as  it  deemed  necessary. 

COLLEGE  OF  PHYSICIANS  — Dr.  McCarthy 
spoke  on  behalf  of  the  college  and  said  he  was  dis- 
cussing the  fee  schedule  from  two  standpoints: 
1.  Content.  2.  Possible  revision  of  some  fees.  He 
pointed  out  that  under  the  present  schedule  a high- 
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er  fee  could  be  received  if  a set  of  procedures  was 
done  individually  than  if  done  all  at  the  same  time. 
He  thought  that  this  was  a “loop  hole”  that  could 
be  abused.  Referring  to  terminology  or  content, 
he  said  he  was  unable  to  determine  from  the  sched- 
ule as  it  is  written  now,  what  is  meant  by  a 
“routine”  physical  and  a “complete”  physical  exam- 
ination. He  believed  that  the  schedule  could  be 
more  easily  understood  if  prefacing  remarks  were 
placed  before  certain  procedures.  (Internist  fees, 
he  believed,  were  not  equitable  in  comparison  with 
some  other  fees).  Dr.  McCarthy  suggested  further 
that  the  arrangement  of  fees  be  placed  in  a more 
systematic  order.  Committee  members  agreed  that 
prefacing  remarks  should  be  included  where  needed 
and  that  rearrangement  of  fees  was  necessary.  Dr. 
Rogers  said  he  would  write  these  prefacing  remarks, 
send  them  to  Dr.  McCarthy  for  additional  sugges- 
tions and  they  will  then  be  presented  to  the  com- 
mittee at  its  next  meeting. 

Dr.  A.  J.  Offerman  moved  that  each  of  the  spe- 
cialty bodies  be  given  “a  stay  of  time”  until  Jan- 
uary 15,  1950,  to  discuss  their  fees  since  that  re- 
quest had  been  made  by  two  of  the  groups.  The 
motion  also  stipulated  that  this  information  be  pub- 
lished in  The  Joumal.  It  was  seconded  by  Dr. 
Morris  Nielsen  and  carried. 

DISCUSSION  OF  INSURANCE  FEES 

Dr.  Rogers  read  a letter  from  the  New  Jersy 
Medical  Society  asking  for  support  in  a general 
move  to  obtain  an  increase  in  physician  fees  for 
insurance  company  examinations.  One  company,  it 
was  noted,  has  already  increased  its  fees  to  $7.50. 
Dr.  McCarthy  stated  that  most  insurance  companies 
recognize  that  examination  fees  are  too  low  and 
will  agree  to  an  increase  if  the  doctors  actively 
make  their  wishes  known.  He  objected  to  the  in- 
surance company  policy  of  asking  the  family  doctor 
of  an  applicant  for  a complete  medical  history  and 
then  stipulate  that  the  doctor’s  fee  shall  be  $2.00 
for  this  service.  Dr.  McCarthy  pointed  out  that 
compiling  these  histories  takes  a good  deal  of  time 
and  that  it  is  the  same  seiwice  for  w’hich  they  pay 
$5.00  to  their  examiner. 

Dr.  Rogers  said  that  when  the  history  is  lengthy 
and  complete,  the  insurance  companies  are  willing 
to  pay  a higher  fee  than  $2.00.  He  believed  that 
90%  of  the  reports  were  very  simple  and  not  worth 
more  than  that.  It  was  the  unanimous  opinion  of 
the  committee  that  the  minimum  schedule  for  in- 
surance examinations  should  be  $7.50.  Dr.  Rogers 
suggested  that  each  committee  member  discuss  the 
matter  with  the  medical  directors  of  insurance  com- 
panies before  formulating  a final  policy.  This  ac- 
tion was  approved. 

BOARD  OF  CONTROL  MEETING 

Dr.  Rogers  said  he  attended  a meeting  called 
by  the  state  Board  of  Control  to  discuss  the  finan- 
cial stability  of  the  Old  Age  Assistance  Program, 
which  he  related  was  short  of  funds.  The  meeting 
was  attended  by  representatives  of  various  groups 
such  as  county  commissioners,  county  supervisors, 
welfare  workers,  etc.  Many  were  highly  critical  of 
some  members  of  the  medical  profession  for  alleged 
abuses  of  the  fee  schedule.  Others  spoke  very 
favorably  of  the  profession  and  its  conduct  in  re- 


gard to  the  schedule.  Dr.  Rogers  told  the  meeting 
that  the  schedule  did  not  attempt  to  set  fees  but 
was  intended  to  outline  terminology  and  set  rela- 
tive values.  He  believed  that  all  administrative 
problems  should  be  settled  on  the  local  county  level. 
This  information  was  given  the  committee  so  that 
it  would  be  apprised  of  the  discussion. 

REVISION  OF  COUNCILOR  DISTRICTS 

Dr.  Rogers  reported  that  a letter  and  question- 
naire had  been  sent  to  the  president  of  each  county 
medical  society  asking  his  opinion  as  to  the  ad- 
visability of  revising  councilor  districts.  He  read 
the  results  of  the  questionnaire  which  showed  that 
about  half  of  the  presidents  believed  redistricting 
was  necessary  and  about  half  were  opposed.  Dr. 
Nielsen  said  that  the  difficulty  of  many  councilor 
districts  was  in  the  leadership  and  not  the  geo- 
graphic position.  The  returns  illustrated  that  there 
is  a need  for  redistricting  of  some  counties.  Dr 
Rogers  agreed  to  write  a letter  to  the  members 
of  these  county  societies  asking  their  opinions  as 
to  how  these  changes  should  be  made. 

The  returns  from  District  No.  VIII  stated  that 
the  district  was  too  large  and  should  be  revised. 
Committee  discussion  illustrated  that  the  main 
problem  of  this  district  was  the  scarcity  of  doc- 
tors. It  was  agreed  that  Dr.  Rogers  should  write 
a letter  to  each  doctor  in  the  district  asking  his  ad- 
vice on  what  changes  should  be  made. 

DISCUSSION  OF  HEALTH  COUNCILS 

Considerable  discussion  was  given  to  the  methods 
of  establishing  health  councils  throughout  the  state. 
Dr.  McCarthy  stated  that  the  overall  function  of 
health  councils  was  to  deal  with  local  community 
health  problems.  He  said  that  these  councils  had 
been  doing  a veiy  fine  job  in  other  states.  They 
will  be  set  up  on  the  county,  district  or  trade 
area  level  with  correlation  of  work  coming  through- 
out the  state  medical  association.  Mr.  Smith  stat- 
ed that  the  councils  must  be  kept  active  or  they 
will  become  inoperative.  He  said  he  had  written 
Irene  Hibbard,  Acting  Secretary  of  the  A.M.A. 
Council  on  Rural  Medical  Service,  suggesting  that 
one  project  be  drawn  up  for  action  by  the  councils 
each  month. 

It  was  agreed  that  the  councils  could  be  the  im- 
plementing body  of  all  the  state  association’s  com- 
mittee work.  Dr.  Rogers  read  a letter  from  Dr. 
Earl  Leininger,  Chairman  of  the  Rural  Medical 
Service  Committee,  stating  his  committee’s  views 
toward  the  establishment  of  health  councils.  This 
committee  felt  that  establishment  of  such  coun- 
cils was  a prerequisite  for  its  program. 

Mr.  Smith  related  that  the  A.M.A.  had  sent  the 
association  several  packets  on  the  function,  pur- 
pose and  methods  of  establishing  health  councils. 
These  will  be  sent  to  each  member  of  the  com- 
mittee for  his  study  of  the  best  method  to  form 
the  councils.  The  packets  will  also  be  sent  to 
Drs.  Leininger,  Fred  Long,  Chairman  of  the  Public 
Health  Committee,  and  H.  S.  Morgan,  Chairman 
of  the  Public  Relations  Committee.  Each  commit- 
tee member  was  asked  to  study  the  problem  care- 
fully so  that  a final  plan  could  be  adopted  at  the 
next  meeting  for  the  establishment  of  health  coun- 
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cils.  It  was  also  decided  that  Drs.  Leininger,  Long 
and  Morgan  shall  be  invited  to  attend  the  next 
meeting. 

ADJOURNED. 

RURAL  MEDICAL  SERVICE  COMMITTEE 

The  Rural  Medical  Service  Committee  held  a 
meeting  Wednesday,  December  14,  1949,  at  the 
Yancey  Hotel,  Grand  Island,  Nebraska.  Present 
were  committee  members  Drs.  E.  F.  Leininger, 
Chairman,  McCook;  R.  E.  Penry,  Hebron;  and  R. 
S.  Wycoff,  Lexington.  Also  present  were  Mr.  M.  C. 
Smith,  Executive  Secretaiy,  and  Sidney  Bradley. 

READING  THE  MINUTES 

The  minutes  of  the  meeting  held  October  27, 
1949,  were  approved  as  read. 

LETTERS  RECEIVED  BY  DR.  LEININGER 

Dr.  Leininger  read  two  letters  received  from 
Dr.  F.  S.  Crockett,  Chairman  of  the  A.M.A.  Com- 
mittee on  Rural  Health,  and  a third  from  Margaret 
Fette,  Chairman  of  the  Health  Committee  of  the 
Northern  Great  Plains  Health  Council.  Dr.  Croc- 
kett asked  for  a list  of  health  councils  in  Nebraska 
and  announced  that  the  annual  Rural  Health  Con- 
ference sponsored  by  the  A.M.A.  would  be  held 
at  Kansas  City,  Missouri,  February  3-4,  1950.  Miss 
Fette  offered  the  assistance  of  her  organization 
in  setting  up  health  councils  in  Nebraska. 

REPORT  ON  HEALTH  COLUMNS 

At  its  October  27  meeting,  the  committee  passed 
a motion  to  sponsor  weekly  health  columns  in  Ne- 
braska newspapers.  Mr.  Smith  reported  that  he 
had  discussed  the  matter  with  Dr.  Frank  Ryder, 
Director  of  the  State  Department  of  Health,  and 
learned  that  the  department  has  a similar  plan. 
Their  plan  is  to  send  out  about  two  news  releases 
each  month  explaining  the  facilities  of  the  State 
Department  of  Health.  Mr.  Smith  suggested  that 
Dr.  Leininger  contact  Dr.  Ryder  in  order  to  avoid 
any  conflict  or  misunderstanding.  It  was  Dr.  Ry- 
der’s opinion  that  although  there  may  be  no  con- 
flict, it  might  result  in  “too  much’’  health  ma- 
terial being  sent  to  the  newspapers.  The  chair- 
man stated  he  would  talk  to  Dr.  Ryder  about  the 
program. 

REPORT  ON  RURAL  HEALTH  CONFERENCE 
AND  HEALTH  COUNCILS 

Mr.  Smith  related  that  the  Planning  Committee, 
headed  by  Dr.  Floyd  Rogers,  had  held  a meeting 
at  which  the  establishment  of  local  health  councils 
was  discussed.  The  committee  believed  that  the 
formation  of  these  health  councils  is  a prerequisite 
for  the  planning  of  a statewide  Rural  Health  Con- 
ference. The  following  is  a resume  of  what  has 
been  done  in  this  regard:  It  is  Dr.  Rogers’  opinion 

that  the  first  step  is  to  form  a central  state  health 
council  to  provide  the  leadership  and  direction  of 
this  activity  in  the  state.  The  personnel  of  this 
committee  would  consist  of  the  Chainnen  of  the 
Public  Relations,  Public  Health  and  Rural  Medical 
Service  Committees  of  the  Nebraska  State  Medical 
Association,  with  representation  from  agriculture, 
urban  population  and  other  professions  yet  to  be 


selected.  The  membership  of  this  committee  will 
be  held  to  approximately  seven  in  the  interest  of 
efficiency.  In  addition  to  this  representation,  the 
state  health  council  would  have  an  advisory  com- 
mittee consisting  of  members  from  the  State  De- 
partment of  Health  and  other  groups  interested  in 
health  problems.  Dr.  Rogers  believes  that  a state 
health  council  constructed  in  this  manner  would 
be  an  effective  agency  for  the  establishment  and 
direction  of  local  health  councils. 

Mr.  Smith  stated  that  Dr.  Morgan  is  in  touch 
with  a foundation  which  might  be  induced  to  fi- 
nance a Rural  Health  Conference.  He  believed  this 
was  possible  if  the  conference  plan  is  presented 
to  the  foundation  in  a well-organized  fashion,  in- 
dicating especially  that  the  doctors  generally  in 
the  state  are  interested  in  cooperating.  Mr.  Smith 
stated  that  some  thought  has  been  given  to  setting 
up  a Department  of  Rural  Health  in  the  Nebraska 
State  Medical  Association  as  a means  of  insuring 
continuity  of  this  work.  He  said  that  the  depart- 
ment would  have  a full-time  director  who  would 
do  primarily  field  work. 

HEALTH  COUNCIL  PROJECTS 

The  Executive  Secretary  stated  that  he  had  sug- 
gested to  Arline  Hibbard,  Acting  Secretary  of  the 
A.M.A.  Committee  on  Rural  Health,  that  projects 
should  be  produced  by  her  office  for  activation  by 
the  local  health  councils.  She  thought  this  was 
a good  plan.  Dr.  Wycoff  thought  that  courses  in 
rural  health  could  be  organized  for  use  in  public 
schools.  Mr.  Smith  said  that  definite  programs 
should  be  available  for  the  health  councils  as  soon 
as  they  are  organized.  Dr.  Leininger  asked  that 
committee  members  give  considerable  thought  to 
these  projects  and  then  send  their  ideas  to  him 
for  compilation  at  the  headquarters  office.  It  is 
hoped  that  this  will  be  a good  way  to  get  the  pro- 
jects underway.  A letter  will  be  written  by  the 
headquarters  office  asking  each  committee  mem- 
ber for  these  ideas. 

CORRELATION  OF  TENTATIVE 
PROGRAM  POINTS 

Committee  members  had  nothing  to  add  to  the 
tentative  outline  which  had  been  sent  to  them.  This 
outline  will  be  used  as  a “work  sheet”  in  the  com- 
mittee’s activities. 

RURAL  HEALTH  CONFERENCE  AT 
KANSAS  CITY 

Dr.  Leininger  informed  the  committee  that  the 
annual  A.M.A.  Rural  Health  Conference  would  be 
held  at  Kansas  City,  Missouri,  February  3 and  4, 
1950.  He  believed  that  many  good  ideas  wmuld  be 
presented  at  this  meeting  which  would  be  help- 
ful. The  chairman  asked  that  a letter  be  written 
to  each  committee  member  to  find  out  how  many  can 
attend. 

NEXT  MEETING 

The  date  of  the  next  meeting  was  set  for 
Thursday,  February  16,  1950,  at  the  headquarters 
office  in  Lincoln. 

ADJOURNED. 


54 


DELEGATES  REPORT 


Nebr.  S.  M.  Jour. 
February,  1950 


DELEGATES  REPORT  ON  THE 

PROCEEDINGS  OF  THE  INTERIM  SESSION 
OF  THE  HOUSE  OF  DELEGATES  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 
Held  in  Washington,  D.  C. 

December  6 to  9,  1949 

In  1947  when  the  first  Interim  Session  of  the 
American  Medical  Association  was  planned,  there 
were  many  misgivings  on  the  part  of  all  concerned 
as  to  the  success  of  a mid-winter  meeting.  How- 
ever, due  to  the  many  pressing  problems  at  hand 
which  demanded  immediate  consideration  by  the 
House  of  Delegates,  the  dates  for  the  meeting  were 
set.  The  scientific  program,  as  well  as  exhibits  and 
demonstrations,  were  planned  especially  for  the 
general  practitioner.  This  meeting  proved  success- 
ful beyond  the  highest  hopes  of  those  charged  with 
arrangements.  The  mid-winter  meeting  was  re- 
peated in  1948,  and  the  attendance  figures  estab- 
lished the  fact  that  a meeting  of  this  kind  was 
definitely  in  demand. 

This  year  the  interim  session  was  held  in  Wash- 
ington D.  C.,  and  some  8,500  registered  for  the 
meeting,  about  3,300  of  whom  were  Fellows.  These 
figures  are  cited  to  show  that  the  Interim  Session 
has  become  an  important  part  of  the  yearly  pro- 
gram of  the  American  Medical  Association,  and  as 
registration  goes  it  might  be  pointed  out  that  it 
reaches  toward  the  total  for  the  annual  sessions. 
This  year’s  scientific  progi’am  was  varied  and  cov- 
ered a multitude  of  subjects,  all  of  which  were 
timely  and  of  practical  value  to  the  rank  and  file 
of  the  medical  profession.  The  scientific  and  tech- 
nical exhibits  compared  most  favorably  with  those 
of  other  years  and  the  motion  picture  exhibit  and 
the  television  programs  helped  to  round  out  the  all- 
over  pui-pose  of  giving  to  physicians  a panorama 
of  the  recent  advances  made  in  the  practice  of  med- 
icine. 

The  House  of  Delegates  convened  on  Tuesday 
morning,  December  6th,  at  10:00  a.m.  The  meet- 
ing was  called  to  order  by  Speaker  F.  F.  Borzell, 
and  the  Chairman  of  the  Reference  Committee  on 
Credentials  stated  that  179  out  of  a possible  190 
delegates  had  registered  for  the  opening  session. 
Later  in  the  day  it  was  reported  that  an  addition- 
al 8 delegates  had  registered,  bringing  the  total 
to  187.  This  high  percentage  of  attendance  be- 
speaks the  real  interest  of  those  charged  with 
representing  their  respective  state  medical  associa- 
tions. 

It  would  be  impossible  to  give  a complete  pic- 
ture of  all  the  accomplishments  of  the  House 
of  Delegates,  and  I will  therefore  limit  my  re- 
marks to  those  which  in  my  opinion  highlighted  the 
transactions. 

The  first  matter  of  business  to  be  considered 
by  the  House  of  Delegates  was  the  selection  of  the 
General  Practitioner  of  the  Year.  The  biographies 
of  Dr.  Andy  Hall,  Mount  Vernon,  Illinois;  Dr.  Lyle 
Hare,  Spearfish,  South  Dakota;  and  Dr.  Thomas 
Rhine,  Thornton,  Arkansas,  were  read  by  Dr.  Louis 
Bauer,  Chairman  of  the  Board  of  Tnistees.  These 
three  names  were  presented  to  the  House  of  Dele- 
gates as  the  nominees  for  the  award.  The  count- 
ing of  the  final  vote  revealed  that  Dr.  Andy  Hall 
had  been  selected.  Dr.  Hall  appeared  at  a public 
meeting  Tuesday  evening  and  expressed  his  appre- 
ciation of  the  honor. 


The  address  of  the  Speaker  of  the  House  of  Dele- 
gates, Dr.  F.  F.  Borzell,  was  the  next  order  of  busi- 
ness, and  following  his  address  he  read  the  appoint- 
ments of  members  of  the  House  to  the  respective 
reference  committees.  Dr.  Karl  S.  J.  Hohlen  was 
named  to  serve  on  the  reference  committee  on 
Amendments  to  the  Constitution  and  By-Laws. 

Following  this  there  were  addresses  by  Dr. 
Thomas  C.  Routley,  Secretary  of  the  Canadian 
Medical  Association;  Dr.  Ernest  E.  Irons,  President 
of  the  American  Medical  Association;  Dr.  George 
F.  Lull,  Secretary  and  General  Manager  of  the 
American  Medical  Association;  and  reports  from 
the  Board  of  Trustees  and  the  various  councils. 

Dr.  Irons  delivered  an  inspiring  address  and  called 
upon  the  members  of  the  American  Medical  Associa- 
tion to  put  forth  every  effort  possible  to  defeat 
those  who  through  legislation  would  ultimately  so- 
cialize the  entire  country. 

One  of  the  first  matters  to  be  taken  up  in  the 
report  of  the  Board  of  Trustees  was  the  recom- 
mendation that  members  of  the  American  Medical 
Association  be  required  to  pay  annual  dues.  The 
Board  stated  that  after  due  consideration  it  was 
believed  that  the  1950  dues  should  be  pegged  at 
twenty-five  dollars,  which  would  make  available  an 
additional  two  and  a quarter  million  dollars.  Some 
of  the  purposes  for  which  this  money  would  be 
used  were  enumerated,  a goodly  portion  of  which 
would  be  eaiTnarked  for  publicizing  and  encourag- 
ing people  to  invest  in  voluntaiy  health  insurance. 
It  was  pointed  out  that  there  would  be  no  relaxa- 
tion in  the  lay  educational  program  initiated 
through  the  office  of  Whitaker  and  Baxter  in  1948. 
The  report  pointed  out  that  about  75  per  cent  of 
the  members  had  paid  the  1949  assessment.  The 
Fellowship  dues  wdll  remain  at  twelve  dollars. 

A resolution  to  amend  the  By-Laws  to  cover 
the  collection  of  dues  from  all  members,  as  well 
as  the  procedure  for  collecting  dues,  was  introduced 
and  was  referred  to  the  reference  committee  on 
Amendments  to  the  Constitution  and  By-Laws.  After 
lengthy  deliberation  the  committee  presented  to  the 
House  of  Delegates  for  adoption  an  amendemnt  to 
the  By-Laws  setting  forth  the  amount  and  method 
of  collecting  annual  dues.  It  carried  without  a 
dissenting  vote.  It  wdll  be  obligatory  on  the  part 
of  all  members  of  the  American  Medical  Associa- 
tion to  pay  their  annual  dues  if  they  wish  to  main- 
tain their  membership  in  the  American  Medical 
Association.  This  action  will  necessitate  revision 
of  the  Constitution  and  By-Laws  of  many  of  the 
constituent  state  associations  as  well  as  that  of 
the  American  Medical  Association  so  that  all  will 
be  coordinated  with  respect  to  the  payment  of 
dues  and  status  of  members. 

Many  other  resolutions  were  presented  and  as- 
signed by  the  Speaker  to  the  respective  reference 
committees.  Of  most  importance  were  those  reso- 
lutions having  to  do  wdth  bills  now  pending  in  Con- 
gress, especially  S.1453,  S.1411,  and  H.R.6000.  S.1453, 
which  had  already  passed  the  Senate  and  vmuld 
be  one  of  the  first  bills  to  be  considered  by  the 
House  of  Representatives,  together  with  S.1411, 
came  in  for  the  brunt  of  discussion. 

S.  1453  if  enacted  into  law  would  subsidize  all 
professional  schools,  without  adequate  guarantee 
that  they  would  remain  free  from  political  con- 
trol and  regulation.  It  was  pointed  out  that  such 
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regulation  would  seriously  affect  the  present  type 
of  medical  education. 

S.1411  if  enacted  into  law  would  set  up  the 
machinery  for  the  prevention  and  treatment  of 
“physical  and  mental  defects  and  conditions”  of  all 
school  children  between  the  ages  of  5 and  17,  in- 
clusive, regardless  of  financial  status.  These  ser- 
vices would  be  under  political  control  and  the  cost 
would  be  footed  through  taxation. 

H.R.6000  if  enacted  into  law  would  seriously 
jeopardize  and  ultimately  socialize  medical  prac- 
tice because  of  the  section  on  compulsory,  con- 
tributory, permanent  and  total  disability  insurance. 
This  bill,  having  to  do  with  social  security  of  the 
“cradle  to  the  grave”  type,  would  add  a further 
load  on  every  taxpayer,  and  the  majority  would 
never  receive  the  promised  benefits.  The  unfor- 
tunate part  about  bills  of  this  type,  of  course,  is 
that  few  if  any  of  the  conditions  exist  which  they 
are  supposed  to  correct. 

The  House  of  Delegates  recommended  that  the 
American  Medical  Association  oppose  the  adoption 
of  these  bills,  and  believing  that  there  is  real  need 
for  a larger  group  to  study  and  evaluate  current 
proposed  legislation  dealing  with  the  pi’actice  of 
medicine,  adopted  a resolution  creating  a Coordi- 
nating Comn(ittee  on  Legislation  to  consist  of  not 
less  than  seven  members. 

Resolutions  pertaining  to  the  World  Medical  As- 
sociation, the  creation  of  a junior  American  Medi- 
cal Association  for  interns  and  medical  students, 
nonservice  connected  illness  of  veterans,  the  need 
for  adequate  housing  for  the  Army  Medical  Library, 
modification  of  the  law  requiring  written  prescrip- 
tions for  narcotics,  increase  in  fees  for  life  insur- 
ance examinations,  blood  banks,  and  others,  were 
adopted  after  due  deliberation  by  the  respective 
reference  committees  as  well  as  by  the  members  of 
the  House  of  Delegates. 

The  Board  of  Tnistees  announced  that  Dr.  Mor- 
ris Fishbein  would  be  retired  as  Editor  of  the 
JOURNAL  of  the  American  Medical  Association  on 
December  31,  1949,  and  that  Dr.  Austin  Smith,  for- 
merly Secretary  of  the  Council  on  Pharmacy  and 
Chemistry,  would  take  over  the  duties  of  Editor.  Dr. 
Fishbein  wms  praised  by  the  Board  of  Trustees  for 
his  thirty-seven  years  of  devoted  service  to  Ameri- 
can Medicine,  it  being  pointed  out  that  the  JOUR- 
NAL of  the  Association  had  become,  through  his 
efforts,  the  outstanding  medical  publication  in  the 
world.  The  Board  of  Trustees  also  announced  that 
the  magazine  HYGIEA  would  be  known  henceforth 
as  TODAY’S  HEALTH. 

Mr.  George  Craig,  National  Commander  of  the 
American  Legion,  in  an  address  before  the  mem- 
bers of  the  House  of  Delegates,  stated  that  the 
American  Legion  will  solidly  support  the  Ameri- 
can Medical  Association  in  its  opposition  to  com- 
pulsory health  insurance  as  w’ell  as  all  other  social- 
istic trends. 

Because  it  is  impossible  to  mention  in  this 
report  more  than  a few  of  the  highlights,  it  is 
respectfully  suggested  that  members  of  the  Ne- 
braska State  Medical  Association  acquaint  them- 
selves with  the  details  of  the  transactions  and  the 
tremendous  amount  of  work  accomplished  during 
this  Interim  Session  by  reading  the  minutes  of  the 
Proceedings  of  the  House  of  Delegates  in  the 
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Your  delegates  have  been  impressed  with  the  ef- 
ficient manner  in  which  the  business  before  the 
House  is  conducted  and  the  willingness  of  its  mem- 
bers to  spend  endless  hours  to  battle  all  actual  or 
contemplated  actions  which  might  in  any  way  place 
the  practice  of  medicine  in  a subservient  position. 
Your  delegates  are  of  the  opinion  that  only  through 
the  concerted  effort  of  all  individual  physicians 
throughout  the  United  States  will  the  pronounce- 
ments of  the  House  of  Delegates  be  carried  through 
successfully. 

The  Annual  Meeting  of  the  American  Medical 
Association  will  be  held  in  San  Francisco,  June  27th 
to  30th.  It  is  hoped  that  a goodly  number  of  the 
members  of  the  Nebraska  State  Medical  Associa- 
tion will  attend  this  meeting. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.  D. 


ANNOUNCEMENTS 


ANNUAL  MEETING,  AMERICAN  HEART 
ASSOCIATION,  INC.,  TO  BE  HELD 
JUNE  22-2.5,  19.50 

All  members  of  the  American  Heart  Association 
who  plan  to  attend  the  meeting  and  wish  to  make 
hotel  reservations,  must  use  the  application  form 
which  was  published  in  the  journal  of  the  American 
Medical  Association,  December  31,  1949.  Members 
are  requested  to  indicate  whether  they  want  rooms 
only  up  to  June  25,  or  including  the  American  Med- 
ical Association  period. 

Since  all  hotel  rooms  are  outside  of  the  jurisdic- 
tion of  the  hotels  in  San  Francisco,  and  have  been 
turned  over  to  the  American  Medical  Association,  it 
will  serve  no  useful  purpose  to  write  either  directly 
to  the  hotels  or  the  Hotel  Committee  of  the  Ameri- 
can Medical  Association,  until  the  application  form 
appears  in  the  American  Medical  Association  Jour- 
nal. 


RESIDENCY  TRAINING  REQUIREMENTS 

The  American  Board  of  Obstetrics  and  Gynecology 
has  not  made  nor  is  it  contemplating  any  changes 
in  its  residency  training  requirements,  despite  ru- 
mors of  an  increase  in  training  years.  Eligibility 
requirements  remain  the  same,  namely,  three  years 
of  acceptable  formal  training,  followed  by  at  least 
two  years  of  post-training  practice  in  the  specialty. 

Hospitals  are  inspected  and  approved  for  train- 
ing jointly  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association  and 
this  Board.  Approvals  are  granted  for  training 
periods  of  one,  two  and  three  years  depending  on 
the  available  facilities  and  the  findings  of  the  sur- 
vey inspections. 

This  Board  has  no  objection  to  residency  services 
being  arranged  by  hospitals  for  periods  longer  than 
three  years,  unless  this  dilutes  the  candidate’s  clin- 
ical training  opportunities  too  much  during  the 
first  three  years.  However,  the  Board  does  not  ac- 
cept a fourth  year,  or  more,  of  residency  training  as 
a substitute  for  any  part  of  the  required  two  years 
of  post-training  practice. 
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AMA  MEMBERSHIP  DUES 

The  House  of  Delegates  of  the  American  Medical 
Association  at  its  meeting  in  Washington,  D .C., 
December  6 to  8,  1949,  adopted  amendments  to  the 
By-Laws  of  the  American  Medical  Association 
whereby  Division  One,  Chapter  II,  Tenure  of  Mem- 
bership, has  been  changed  to  read  as  follows: 

Chapter  II. — Tenure  and  Obligations  of  Member- 
ship; Dues 

Section  1. — When  the  Secretary  is  officially  in- 
formed that  a member  is  not  in  good  standing  in  his 
component  society  he  shall  remove  the  name  of  said 
member  from  the  membership  roll.  A member  shall 
hold  his  membership  through  the  constituent  as- 
sociation in  the  jurisdiction  of  which  he  practices. 
Should  he  remove  his  practice  to  another  jurisdic- 
tion, he  shall  apply  for  membership  through  the  con- 
stituent association  in  the  jurisdiction  to  which  he 
has  moved  his  practice.  Unless  he  has  transferred 
his  membership  within  six  months  after  such 
change  of  practice,  the  Secretary  shall  remove  his 
name  from  the  roster  of  members. 

Section  2. — Annual  dues,  not  to  exceed  $25.00,  may 
be  prescribed  for  the  ensuing  calendar  year  in  an 
amount  recommended  by  the  Board  of  Trustees  and 
approved  by  the  House  of  Delegates.  Each  active 
member  shall  pay  said  annual  dues  to  his  constitu- 
ent association  for  transmittal  to  the  Secretary  of 
the  American  Medical  Association. 

An  active  member  who  is  delinquent  in  the  pay- 
ment of  such  dues  for  one  year  shall  forfeit  his  ac- 
tive membership  in  the  American  Medical  Associa- 
tion if  he  fails  to  pay  the  delinquent  dues  within 
thirty  days  after  notice  of  his  delinquency  has  been 
mailed  by  the  Secretaiy  of  the  American  Medical 
Association  to  his  last  known  address. 

Any  former  member  who  has  forfeited  his  mem- 
bership because  of  being  delinquent  in  payment  of 
dues  may  be  reinstated  on  payment  of  his  indebted- 
ness. 

The  following  important  changes  have  been  made: 

(A)  The  word  “Dues”  has  been  added  to  the  title  of  Chap- 
ter II. 

(B)  Chapter  II  has  been  divided  into  two  sections. 

(C)  The  first  sentence  of  Chapter  II,  which  read,  “Member- 
ship in  this  Association  shall  continue  as  long  as  a physician  is 
a member  of  a component  society  of  the  constituent  association 
through  which  he  holds  membership,”  has  been  deleted. 

(D)  The  words  “of  the  American  Medical  Association”  have 
been  added  after  the  word  “Secretary”  where  clarification  is 
necessary. 

(E)  The  sentence,  “An  active  member  shall  pay  dues  or  as- 
sessments as  may  be  prescribed  by  the  Constitution  or  By- 
Laws,”  has  been  deleted. 

(F)  The  words  “in  the  American  Medical  Association”  have 
been  added  after  the  words  “shall  forfeit  his  active  membership” 
in  the  second  paragraph  of  Section  2. 

(G)  The  sentence  forming  the  third  paragraph  of  Section  2, 
with  regard  to  reinstatement,  is  a new  addition  to  Chapter  II. 

(H)  A new  paragraph,  forming  the  first  paragraph  of  Sec- 
tion 2.  providing  for  annual  dues  not  to  exceed  $25.00  has  been 
added  to  Chapter  II. 

The  House  of  Delegates,  on  recommendation  of 
the  Board  of  Trustees,  set  the  membership  dues  for 
the  year  1950  at  $25.00. 

The  full  effect  of  the  new  provisions  will  have  to 
be  studied  and  developed  during  the  next  year. 
However,  the  following  interpretations  of  the  amend- 
ed By-Laws  are  offered  for  your  guidance  at  this 
time: 

(a)  Active  membership  in  the  American  Medical  Association 
will  continue  to  be  limited  to  those  members  of  constituent 
associations  who  (1)  hold  the  degree  of  Doctor  of  Medicine  or 
Bachelor  of  Medicine,  and  (2)  are  entitled  to  exercise  the  rights 
of  active  membership  in  their  constituent  associations  as  pro- 
vided in  Article  5 of  the  Constitution  of  the  American  Medical 
Association. 


(b)  A member  of  the  American  Medical  Association  shall  lose 
his  membership  in  the  Association  when  the  Secretary  of  the 
American  Medical  Association  is  officially  informed  that  a 
member  is  not  in  good  standing  in  his  component  society  or  is 
delinquent  in  the  payment  of  the  American  Medical  Association 
dues  established  by  the  above  change  in  the  By-Laws. 

(c)  Forfeiture  of  membership  in  the  American  Medical  As- 
sociation due  to  failure  to  pay  dues  will  have  no  effect  on 
membership  in  the  component  or  constituent  medical  societies 
unless  the  component  or  constituent  societies  amend  their  re- 
spective constitutions  and  by-laws.  It  is,  therefore,  possible 
that  a physician  may  be  a member  of  his  component  and  con- 
stituent societies  and  at  the  same  time  not  be  a member  of  the 
American  Medical  Association. 

(d)  The  amended  By-Laws  provide  for  the  collection  of  the 
American  Medical  Association  membership  dues  by  the  con- 
stituent associations  for  transmittal  to  the  Secretary  of  the 
American  Medical  Association.  The  detailed  method  to  be 
adopted  by  each  constituent  association  will  vary  in  each  state. 
In  general,  the  method  utilized  by  each  state  for  the  collection 
of  its  own  component  and  constituent  association  dues  should 
be  followed. 

Some  of  the  problems  involved  in  the  collection 
and  transmittal  of  dues  will  be  considered  in  a later 
communication  to  you. 

It  is  planned  to  provide  each  member  of  the  Amer- 
ican Medical  Association  a membership  caid  and 
certificate  of  membership  when  his  dues  are  paid. 

It  will  be  necessary  for  the  Secretary  of  the 
American  Medical  Association  to  notify  those  mem- 
bers who  are  delinquent  in  the  payment  of  their 
dues,  and  this  office  will,  therefore,  require  a com- 
plete list  of  all  active  dues  paying  members. 

No  changes  have  been  made  in  the.  Constitution 
and  By-Laws  of  the  American  Medical  Association 
with  respect  to  Fellowship.  Eligibility  for  Fellow- 
ship and  annual  Fellowship  dues  of  $12.00  remain 
the  same.  Under  the  present  By-Laws  a Fellow 
will  pay  for  the  year  1950  total  membership  and 
Fellowship  dues  of  $37.00. 

The  following  members  may  be  exempted  from 
the  payment  of  the  $25.00  American  Medical  As- 
sociation membership  dues:  retired  members;  mem- 
bers who  are  physically  disabled;  interns,  and  those 
members  for  whom  the  payment  of  such  dues  would 
constitute  a financial  hardship. 

No  member  should  be  exempted  from  the  pay- 
ment of  his  American  Medical  Association  dues  who 
is  not  exempted  from  his  component  and  constituent 
society  dues. 


NEWS  and  VIEWS 


Young  doctors  are  moving  into  rural  areas 
in  Nebraska. 

The  State  Health  Department  so  reports  in 
its  1950  Almanac.  Discussing  hospital  build- 
ing projects  throughout  the  state,  the  book- 
let says: 

“Experience  gained  thus  far  indicates  that 
as  these  new  hospitals  are  being  constructed, 
young  doctors  are  moving  to  the  more  rural 
areas  to  take  advantage  of  rural  practice.” 


There  has  been  a decrease  of  about  20  per  cent  in 
reported  cases  of  syphilis  since  the  war  years  1943 
and  1944,  the  almanac  says. 

Gonorrhea  has  not  shown  a decrease  comparable 
to  syphilis,  but  this  may  be  explained  by  an  increase 
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in  patients  voluntarily  reporting  for  treatment  since 
the  advent  of  penicillin,  the  health  report  adds. 

In  causes  of  death  in  Nebraska  for  1948,  it  lists 
57  for  syphilis,  compared  to  105  in  1942. 

Leading  1948  death  causes  are  listed  as  heart  dis- 
eases, 2,238;  arteriosclerosis  and  other  circulatory 
diseases,  1,985;  cancer,  1,935;  cerebral  hemorrhage, 
apoplexy,  1,279. 

Average  at  death  in  1948  was  62.2,  compared  with 
61.5  in  1947  and  61.2  in  1942. 


A $15,365  boost  has  been  given  research 
aimed  at  reducing  the  after-effects  of  polio 
being  conducted  at  the  University  of  Nebras- 
ka college  of  medicine  in  Omaha. 

That  amount  of  money  has  been  given  to 
the  college  by  the  National  Foundation  for 
Infantile  Paralysis  recently. 

Dean  Harold  C.  Lueth  said  this  is  the 
third  grant  supporting  the  research  from  the 
national  foundation.  The  college  received 
$11,000  in  1947,  and  $12,000  in  1948. 


The  Huse  Publishing  company,  publishers 
of  The  Norfolk  Daily  News,  has  been  award- 
ed a renewal  of  its  contract  to  publish  the 
Nebraska  State  Medical  Journal  for  the  next 
three  years.  The  award  was  made  at  a meet- 
ing of  the  board  of  trustees  of  the  Nebraska 
State  Medical  society  in  December. 

The  Huse  company  has  been  publishing 
the  Journal  for  thirty-three  years,  during  the 
entire  life  of  the  magazine.  Publication  be- 
gan July  1,  1916.  The  contract  has  been 
renewed  from  time  to  time  since  then. 


Norfolk  and  northeast  Nebraska  friends  of  the 
late  Dr.  Lucien  Stark,  Norfolk,  are  raising  a fund 
to  equip  one  room  in  the  new  Our  Lady  of  Lourdes 
hospital  here. 

Those  wishing  to  contribute  to  this  memorial 
fund  can  do  so  by  sending  their  contributions  to  the 
DeLay  National  bank,  Norfolk,  Neb. 

Dr.  Stark,  prominent  Norfolk  physician,  who  died 
last  Jan.  11,  was  a member  of  Our  Lady  of  Lourdes 
board  from  the  time  the  hospital  was  established  in 
1935  until  his  death.  He  also  was  deeply  interested 
in  the  movement  that  eventually  resulted  in  the 
Benedictine  Sisters’  decision  to  start  construction  of 
the  new  hospital. 


AAGP  NOTES 

The  American  Academy  of  General  Prac- 
tice will  hold  its  1950  Scientific  Assembly  at 
St.  Louis,  Mo.,  on  Feb.  20,  21,  22,  23.  Many 
Nebraska  doctors  have  made  reservations 
and  are  planning  to  attend.  To  date  there 
have  been  thirty-two  reservations  from 
Omaha  and  surrounding  territory. 


The  Omaha  District  Chapter  of  the  Amer- 
ican Academy  of  General  Practice  will  hold 
a scientific  meeting  at  St.  Catherine’s  Hos- 
pital Staff  room  on  Wednesday,  February 
18.  Dr.  J.  R.  Kleyla  and  Dr.  R.  J.  Yechout 
will  be  guest  speakers. 

Dr.  Esther  McEachen  has  resigned  as  secretary 
of  the  Nebraska  Chapter  of  the  American  Academy 
of  General  Practice.  She  is  to  begin  practice  in  Los 
Angeles,  California  at  5951  Interceptor  Street.  The 
Academy  extends  best  wishes  to  Dr.  McEachen  in 
her  new  location. 

Dr.  W.  E.  Hungerford,  1904  Spencer  Street,  will 
take  over  the  duties  as  secretary  of  the  Academy 
beginning  February  1,  1950. 


ARMY  ACTS  TO  MEET 
SUMMER  MEDICAL  SHORTAGE 

An  anticipated  ci'itical  shortage  of  physicians  this 
summer  in  overseas  commands  was  revealed  early 
in  January  when  Major  General  R.  W.  Bliss,  Army 
Surgeon  General,  announced  emergency  plans  for 
alleviating  the  condition. 

The  commanders  of  Army  General  Hospitals, 
General  Bliss  stated,  are  being  notified  that  100 
medical  officers  are  to  be  selected  from  first  and 
second  year  residents  in  teaching  hospitals  to  meet 
the  temporary  medical  needs  in  the  European  and 
Far  Eastern  Commands  during  the  summer  months. 
He  emphasized  that  the  officers  selected  would  serve 
only  temporarily  in  their  overseas  assignments  and 
would  return  to  their  regular  residency  assignments 
during  August.  Extension  of  their  resident  periods 
will  cover  time  lost  from  formal  training  he  said. 

The  Army  Surgeon  General  explained  this  tem- 
porary shortage  is  caused  by  the  loss  during  the 
summer  months  of  the  last  large  group  of  doctors 
who  are  completing  their  service  obligation  to  the 
Government  in  return  for  wartime  exemption  and  fi- 
nancial aid  to  finish  their  medical  educations.  Gen- 
eral Bliss  paid  tribute  to  the  physicians  leaving  the 
service  and  said  their  contributions  to  the  Amiy 
medical  service  had  been  invaluable. 


A.M.A.  NOTES 

HYGEIA  TO  BECOME  TODAY’S  HEALTH 

With  the  March  1950  issue,  Hygeia,  health  maga- 
zine of  the  A.M.A.  written  for  the  layman,  will  be- 
come known  as  “Today’s  Health.”  The  name  is 
more  descriptive  of  the  aims  and  contents  of  the 
magazine. 

The  January  issue  masthead  carries  for  the  first 
time  the  name  of  Dr.  W.  W.  Bauer,  Chicago,  as  edi- 
tor, and  Dr.  William  Bolton,  Chicago,  as  associate 
editor.  Dr.  Bauer,  director  of  the  Bureau  of  Health 
Eduction,  succeeds  Dr.  Morris  Fishbein,  who  has 
retired.  Ellwood  Douglass  continues  as  managing 
editor  of  the  magazine. 

Hygeia  was  established  in  1923.  It  is  now  one 
of  the  most  widely  quoted  health  education  period- 
icals in  the  United  States.  There  will  be  no  change 
in  fundamental  policy  under  the  new  editorship  or 
new  name. 
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CONGRESS  ON  INDUSTRIAL  HEALTH  TO 
BE  HELD  IN  NEW  YORK 

The  10th  Annual  Congress  on  Industrial  Health, 
sponsored  by  the  Council  on  Industrial  Health  of 
the  A.M.A.  and  the  Medical  Society  of  the  State 
of  New  York,  will  be  held  at  the  Hotel  Roosevelt  in 
New  York,  Febiaiary  20  and  21. 

Although  this  Congress  is  planned  primarily  for 
professional  people,  anyone  interested  in  industrial 
health  may  attend.  There  is  no  registration  fee. 

THE  WASHINGTON  SCENE 

Congress  is  now  in  its  second  week  after  having 
heard  Presidential  messages  on  the  State  of  the 
Union  and  the  budget.  Standing  committees  are 
beginning  to  study  bills  which  were  introduced  last 
year  and  have  been  receiving  a few  new  bills,  in- 
cluding three  affecting  the  medical  profession, 
which  are  here  listed. 

It  may  be  profitable  to  review  briefly  the  bills 
which  are  eligible  for  early  action. 

S.1679 — National  Compulsory  Health  Insurance. 
Hearings  adjoumed  indefinitely. 

S.522 — Local  Public  Health  Units.  Passed  Senate 
on  August  27,  1949.  Still  in  the  House  Interstate 
and  Foreign  Commerce  Committee. 

S.1411 — School  Health  Services.  Passed  the  Sen- 
ate April  29  1949.  Pending  before  the  House  Inter- 
state and  Foreign  Commerce  Committee.  The 
chairman  of  the  House  committee  has  indicated  this 
legislation  will  be  discussed  in  executive  session 
shortly. 

S.1453 — Federal  Aid  to  Medical  Education.  Passed 
the  Senate  September  23,  1949.  Reported  by  the 
House  Interstate  and  Foreign  Commerce  Commit- 
tee and  is  awaiting  a place  on  the  calendar. 

S.247 — National  Science  Foundation.  Passed  the 
Senate  March  18,  1949.  Companion  bill,  H.R.4846, 
reported  by  the  House  Interstate  and  Foreign  Com- 
merce Committee  June  14,  1949.  At  present  pend- 
ing before  the  Rules  Committee  and  a resolution  has 
been  filed  by  the  House  committee  chairman  to  dis- 
charge the  Rules  Committee  from  further  consider- 
ation of  the  bill. 

H.R.6000 — Social  Security  Amendments.  This  bill 
has  already  passed  the  House.  The  Senate  commit- 
tee plans  to  hold  hearings  on  the  bill,  to  begin  Jan- 
uary 17th,  which  the  chairman  estimates  will  last 
approximately  two  months.  Officials  of  the  Feder- 
al Security  Agency  will  be  the  first  witnesses  called. 

S.2060 — Department  of  Welfare  Act.  No  action 
thus  far  on  this  bill.  Any  proposed  legislation  for 
reorganization  of  the  executive  department  present- 
ed by  the  President  will  come  before  this  committee 
for  consideration. 

H.R.4312  and  H.R.4313 — National  Compulsory 
Health  Insurance  (Companions  to  S.1679).  Hear- 
ings held  but  indefinitely  recessed. 

H.R.  5865 — Local  Public  Health  Units  (Compan- 
ion to  5.522).  Is  now  in  executive  discussion  stage 
and  may  soon  be  reported. 

S.1411 — School  Health  Services.  House  commit- 
tee has  tentatively  accepted  the  Senate  version  of 
this  legislation,  however,  the  bill  has  not  been  re- 
ported and  is  still  in  the  executive  session  discussion 
stage. 


H.R. 5940 — Federal  Aid  to  Medical  Education 
(Companion  to  S.1453).  Bill  has  been  reported  by 

this  committee,  however,  it  is  stalled  before  the 
Rules  Committee.  The  chairman  of  the  Interstate 
and  Foreign  Commerce  Committee  may  file  a resolu- 
tion asking  that  the  Rules  Committee  be  discharged. 

H.R.4846 — National  Science  Foundation  (Com- 
panion to  S.247).  Bill  has  been  reported  by  this  com- 
mittee but  is  being  held  up  in  the  Rules  Committee. 
A resolution  has  been  filed  by  the  chairman  of  the 
committee  to  discharge  it  from  further  consideration 
of  the  Rules  Committee  and  may  call  it  up  on  the 
floor  at  an  early  date. 

H.R.4846  — National  Science  Foundation.  Re- 
ceived bill  on  June  14,  1949.  House  hearings  were 
held  in  connection  with  the  omnibus  national  health 
bill. 

H.R. 5940 — Federal  Aid  to  Medical  Education.  Re- 
ceived bill  on  October  11,  1949.  House  hearings 
were  held  in  connection  with  the  omnibus  national 
health  bill. 

H.R. 782 — To  Create  a Department  of  Welfare. 
Bill  has  been  reported  by  this  committee  but  was 
shelved  last  year  when  Reorganization  Plan  No.  1 
was  offered  by  the  President.  It  is  still  possible 
that  this  committee  may  reactivate  it. 

NEW  BILLS  INTRODUCED 

S.RES.204— EYEGLASSES  COST  INVESTIGA- 
TION— By  Mr.  Langer,  of  North  Dakota,  January 
6.  Investigation  of  the  causes  of  high  prices  of  eye- 
glasses. Referred  to  the  Committee  on  the  Judi- 
ciary. Comment:  Would  create  a 3-man  subcommit- 
tee of  the  Senate  Judiciary  Committee  for  the  pur- 
pose of  making  a full  and  complete  investigation  to 
deteraiine  the  causes  of  the  high  prices  of  eye- 
glasses and  to  ascertain  whether  manufacturers  are 
sharing  profits  with  oculists  and  optometrists. 

H.R.  6566  H.R.6634  GOVERNMENT  SURPLUS 
PROPERTY  FREE  FOR  HEALTH  PURPOSES— 
By  Mr.  Sikes,  of  Florida,  January  3.  By  Mr.  Rogers, 
of  Florida,  January  6.  To  amend  the  Federal  Prop- 
erty and  Administrative  Services  Act  of  1949  to 
authorize  donations  of  certain  surplus  property  for 
public  health  purposes.  Referred  to  the  Committee 
on  Expenditures  in  the  Executive  Departments. 
Comment:  Federal  Security  Administrator  is  author- 
ized to  allocate  surplus  govemment  property  on  the 
basis  of  needs  and  utilization  for  transfer  by  the 
Administrator  of  General  Seiwices,  free  except  for 
costs  of  care  and  handling,  to  tax-supported  medical 
institutions,  hospitals,  or  similar  institutions  pro- 
viding health  care,  school  systems,  schools,  colleges, 
and  universities,  and  to  other  non-profit  medical  in- 
stitutions, hospitals,  or  similar  institutions  provid- 
ing health  care,  schools,  colleges,  and  universities 
which  have  been  held  exempt  from  taxation,  or  to 
State  departments  of  education  or  health  for  distri- 
bution to  such  tax-supported  and  nonprofit  medical 
institutions,  hospitals,  or  similar  institutions  provid- 
ing health  care,  school  systems,  schools,  colleges  and 
universities.  The  surplus  property  available  would 
include  such  equipment  and  materials,  books  and 
supplies  under  the  control  of  any  executive  agency 
which  shall  have  been  detemiined  to  have  been  sur- 
plus. 

JOS.  S.  LAWRENCE,  M.D. 

Director,  Washington  Office 
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WOMAN'S  AU)ULIARy 


A luncheon  meeting  of  the  Woman’s  Auxil- 
iary to  the  Omaha-Douglas  County  Medical 
Society  was  held  Tuesday,  December  13  at 
the  home  of  Mrs.  H.  H.  Brinkman.  Mrs.  Fred 
J.  Schwertley  added  to  the  charm  of  the 
Christmas  atmosphere  with  her  playing  of 
the  carols  on  the  Hammond  organ. 

During  the  business  meeting  our  presi- 
dent, Mrs.  -C.  H.  Farrell,  read  a special  let- 
ter to  our  organization  from  our  state  pres- 
ident, Mrs.  C.  Fred  Ferciot,  in  which  she 
urged  us  to  thoroughly  acquaint  ourselves 
with  the  information  contained  in  the  litera- 
ture which  she  supplied  us  on  .compulsory 
health  insurance.  This  literature  was  ac- 
cordingly distributed  to  every  member. 

Mrs.  S.  J.  Carnazzo,  our  Interclub  Council 
representative,  reported  that  Dr.  R.  W. 
Fonts  had  presented  a talk  on  Socialized 
Medicine  to  the  Council  that  very  day. 

A motion  was  carried  to  purchase  a wheel- 
chair for  the  sum  of  $52.50  for  the  Children’s 
Memorial  Hospital.  Following  the  business 
meeting,  Mrs.  Allan  Mactier  amused  us 
heartily  with  her  portrayal  of  “The  Doctor 
Wears  Three  Faces”. 

MRS.  G.  KENNETH  MUEHLIG 
State  Publicity  Chairman 


HOSPITAL  CONSTRUCTION  AIDS 
RURAL  HEALTH 

The  basic  purpose  of  the  Hospital  Survey  and 
Construction  Act  (Hill-Burton  Act)  is  to  assist  rural 
areas  to  provide  their  own  hospitals  and  this  is  be- 
ing followed  in  a most  effective  manner  in  Nebras- 
ka. Twelve  Nebraska  communities  have  signed  con- 
tracts for  the  construction  of  hospital  plants  total- 
ling $4,486,000.00  and  of  this  sum  the  Federal  Gov- 
ernment is  contributing  over  $954,000.00  to  defray 
the  cost  to  the  community  of  their  new  hospital. 
These  federal  funds  are  not  necessarily  to  be  used 
to  build  more  hospitals,  but  to  build  better  hospitals 
wherever  possible.  This  means  that  the  constinic- 
tion  will  be  entirely  fire-proof  in  the  most  modern 
manner,  and  that  the  equipment  will  be  of  the  latest 
design  and  type  which  the  doctors  are  using  to  diag- 
nose and  treat  the  illnesses  of  today. 

Young  men  just  beginning  their  medical  practice 
are  finding  rural  Nebraska  most  attractive  when 
modern  hospital  and  health  facilities  are  available. 
Under  these  circumstances  they  are  able  to  practice 
a type  of  medicine  that  they  have  been  educated  to 
practice,  which  would  be  impossible  without  such 
facilities.  The  communities  are  reaping  the  benefits 
of  both  modern  hospital  facilities  and  youthful  phy- 
sicians which  means  better  community  health.  Phy- 
sicians who  have  been  practicing  in  rural  areas  are 


finding  these  new  facilities  are  raising  standards  for 
both  medical  and  hospital  seiwices. 

Seven  of  these  twelve  new  hospitals  are  being  fi- 
nanced by  voluntary  gifts  on  the  non-profit  volun- 
tary corporate  basis,  two  are  being  supported  main- 
ly by  municipalities  with  voluntary  gifts  raising  the 
additional  funds  required  to  constimct  a hosptal, 
and  three  are  being  built  by  tax  funds  raised  by 
county  bond  issues  with  additional  funds  required 
for  consti-uction  being  raised  by  voluntary  contribu- 
tions. 

At  present  one  new  project  is  having  its  docu- 
ments reveiewed  by  the  Federal  Agency  prior  to 
signing  a contract  with  the  Federal  Government  for 
a grant  of  federal  funds.  This  project  is  for  a 
School  of  Nursing  for  approximately  100  students, 
and  since  a plentiful  supply  of  highly  trained  nurses 
is  essential  to  proper  hospital  operation,  this  is  but 
another  service  to  the  i-ui’al  areas,  by  providing 
educational  facilities  for  the  training  of  future 
nurses.  This  project  is  estimated  to  cost  in  excess 
of  $874,000.00  and  the  federal  share  will  be  approxi- 
mately $450,000.00. 

It  is  quite  probable  that  seven  new  projects  will  be 
under  constnaction  before  summer.  Again  these  pro- 
jects are  all  in  the  rural  areas  of  Nebraska  and  will 
do  their  part  in  promoting  still  higher  health  stan- 
dards for  these  various  communities  . With  the 
planning  which  these  communities  have  thus  far 
done,  it  is  becoming  evident  that  physicians  present- 
ly located  there  are  being  retained  by  these  com- 
munities and  that  new  doctors  are  beginning  to  set- 
tle in  these  areas.  The  constraction  of  hsopitals  in 
these  seven  communities  is  estimated  to  cost  a total 
of  $1,350,000.00  and  federal  funds  are  being  made 
available  in  the  amount  of  $687,000.00,  to  assist  in 
defraying  the  cost  of  constimcting  and  equipping  the 
facilities  for  these  i-ural  areas. 

As  the  constiTiction  program  for  new  hospitals  in 
the  iTiral  areas  has  developed,  certain  changes  have 
come  about,  the  amount  of  federal  funds  has  re- 
cently been  increased  and,  at  the  same  time  the  per- 
centage of  participation  was  also  increased.  On  Oc- 
tober 25,  1949,  President  Truman  signed  a bill 
amending  the  Hospital  Suiwey  and  Constmction  Act 
to  provide  for  increasing  the  percentage  of  federal 
funds  for  Nebraska  communities.  This  means  that 
all  communities  who  signed  the  contracts  before  Oc- 
tober 25,  1949,  will  receive  their  federal  funds  at  the 
former  rate  of  one  federal  dollar  to  two  local  dol- 
lars, or  one-third  of  the  cost,  and  those  who  signed 
contracts  after  October  25,  1949,  will  receive  partici- 
pation of  federal  funds  at  the  rate  of  $53.26  of  fed- 
eral moneys  to  $46.74  of  local  funds.  It  now  ap- 
pears that  several  communities  who  had  not  hither- 
to been  able  to  develop  their  hospital  program  will 
now  be  able  to  go  ahead  with  this  increased  assis- 
tance. 

In  addition  to  the  hospital  constiniction  aided  by 
federal  funds,  several  inral  Nebraska  communities 
have  met  their  need  for  improved  health  facilities 
without  benefit  of  federal  aid. 

The  evidence  thus  far  points  to  a most  effective 
hospital  and  improved  health  program  for  all  rural 
Nebrask.  Many  hospitals  of  the  most  modern  de- 
sign, with  the  most  modern  and  effective  equipment 
known,  are  being  developed  in  our  rural  areas  and 
they  are  retaining  physicians  who  have  practiced  for 
years  under  the  severe  handicaps  of  inadequate  hos- 
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BLUE  SHIELD  PLAH— NEBRASKA  MEDICAL  SERVICE 


Nebr.  S.  M.  Jour. 
February,  1950 


pital  service.  The  health  of  the  citizens  of  rural 
Nebraska  is  being  materially  aided  by  this  Hospital 
Construction  Program. 

VEKNE  A.  PANGBORN 
Director,  Division  of  Hospitals 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


During  1949  Nebraska  Blue  Shield  paid  claims 
for  nearly  20,000  medical  and  surgical  services  to- 
taling $664,949.  This  amount  represents  75  per 
cent  of  the  Plan’s  income  for  the  past  year.  Nearly 
40,000  new  members  were  enrolled  in  1949,  bringing 
the  membership  total  to  106,456  on  January  1,  1950. 


Members  of  the  Nebraska  State  Medical  Associa- 
tion and  their  employees  may  join  Blue  Cross-Blue 
Shield  on  an  individual  basis  at  regular  group  rates. 
Application  cards  will  be  furnished  on  request,  and 
payment  of  dues  may  be  made  quarterly,  semi-an- 
ually  or  annually. 


Chairmen  of  each  County  Blue  Shield  Liason 
Committee  have  received  folder  boxes  for  the  dis- 
play of  Blue  Cross-Blue  Shield  literature  in  their 
reception  rooms.  These  containers  are  being  sent 
to  members  of  the  county  committees  as  they  are 
appointed  by  chairmen. 


Non-Group  membership  in  Blue  Cross-Blue  Shield 
continues  to  be  available  to  those  who  qualify  under 
the  following  enrollment  requirements:  1.  Applicant 
must  be  under  65  years  of  age.  2.  Applicant  must 
be  either  self-employed  or  work  where  there  are 
fewer  than  five.  3.  Applicant  and  dependents  must 
meet  the  health  requirements  for  Non-Group  mem- 
bership. 


Doctors  are  to  be  commended  for  their  success  in 
securing  members’  signatures  on  the  Assignment  on 
the  medical  report  forms.  Completion  of  the  As- 
signment makes  possible  prompt  payment  directly 
to  the  doctors  and  reduces  the  administrative  work 
in  processing  cases. 


Reminder:  Blue  Shield  benefits  for  X-ray:  1.  Up 
to  $20  per  year  for  accident  cases,  either  in  the  doc- 
tor’s office  or  in  the  hospital.  2.  Up  to  $20  per  year 
for  surgical  or  In-hospital  medical  care  cases  if 
taken  during  a hospitalization  period  of  four  or  more 
consecutive  days. 


Dr.  Paul  R.  Hawley  has  resigned  his  position  as 
Chief  Executive  Officer  of  the  Blue  Cross  and  Blue 
Shield  Commissions  to  become  the  Director  of  the 
American  College  of  Surgeons,  effective  March  1. 
“The  principle  reason  for  my  acceptance  of  this  new 
position”,  said  Dr.  Hawley,  “is  the  growing  neces- 
sity for  even  closer  association  of  the  voluntary  non- 


profit plans  for  meeting  the  costs  of  medical  and 
hospital  care  with  the  producers  of  these  services. 
I would  never  have  considered  lessening  my  respon- 
sibilities with  Blue  Cross  and  Blue  Shield,  which  are 
the  greatest  social  movements  of  our  time,  had  I 
not  become  convinced  that  I can  be  of  greater  ser- 
vice to  them  in  the  new  position.”  Dr.  Hawley  will 
succeed  Dr.  Malcolm  T.  MacEachern,  who  as  Direc- 
tor Emeritus,  will  devote  his  major  attention  to  con- 
tinued supervision  of  the  program  of  hospital  stan- 
dardization. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 


BALANCE  SHEET 


December  31,  1949 

Assets: 

Cash  in  banks ■ $105,208.62 

Premiums  in  process  of  collection 15,458.50 

U.  S.  Bonds  (cost  plus  accrued 
interest)  276,575.19  $397,242.31 


Liabilities : 

Accounts  payable.  Blue  Cross $ 9,686.05 

Accounts  payable,  monthly  invoices 88.05 

Accrued  payroll  taxes 140.00 

Claims  payable, — 

Unreported  56,323.50 

Pending  3,589.00 

Contingent  10,000.00 

Unearned  premiums  94,947.60 


$174,774.60 

Reserve  for  Maternity  Care 10,000.00 

Unassigned  Surplus  212,467.71  $397,242.31 


INCOME  AND  EXPENSE 


Income : 


December  31,  1949 


Month  of  12  Months 
December  to  Date 


From  dues  

From  enrollment  fees. 
Interest  U.  S.  Bonds. 


Expenses : 

Claims  

Administrative  Expense — 
Advertising  (Regular) 

Advertising  (50-50)  

Bonuses  

Professional  fees  

Executive  director  

Medical  director  

Attorney  

Auditing  

Advertising  

Printing  

Stationery  

Conferences  and  meetings 

Collection  expenses  

Taxes  and  licenses 

Dues  

Miscellaneous  


Net  Gain 


.$  90,116.02 
1,777.00 
1,322.94 


$ 93,215.96 
.$  74,959.75 


88.05 

1.00 

242.03 

6.50 


78.89 

25.00 


$ 85,073.47 


.$  8,142.49 


$862,123.80 

21,193.00 

2.062.53 


$885,379.33 

$665,096.50 

75,768.89 

8.156.76 

1,879.78 

4.200.00 

3.600.00 

1.800.00 

2,000.00 

700.00 

1,640.39 

3.186.93 
14.35 

3.423.93 
338.10 
340.81 
793.15 
139.31 


$773,078.90 


$112,300.43 


352.68 
392.30 
6.10  cr. 
333.37 

300.00 

150.00 
150.00 


MEMBERSHIP  SUMMARY 
December,  1949 

Subscribers  Dependents  Total 

Membership — December  1,  1949 42,714  59,372  102,086 

Additions  : 2,357 

Less  terminations  528 

Net  Gain  1,829 

Membership — January  1,  1950 44,543  61,915  106,458 

Groups  enrolled  during  December 97 

Groups  cancelled  during  December 16 

Number  of  active  groups.  January  1,  1950 2.415 


DECEMBER  ENROLLMENT  BY  COUNTY 


Adams  70 

Antelope  4 

Banner  1 

Blaine  2 

Boone 15 

Box  Butte 57 

Boyd 1 

Brown  98 


Buffalo  18 

Burt  1 

Butler  1 

Cass  124 

Cherry  8 

Cheyenne  11 

Clay  3 

Cuming  6 
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Custer  

9 

Merrick  - _ 

4 

1 

„ 29 

4 

1 

Dawson  

10 

Nemaha  - — 

14 

Deuel  — 

84 

Nuckolls 

2 

Dodge 

40 

Otoe  

_ 2 

Douglas  _ _ _ _ 

628 

Pawnee  

3 

Dundy  - _ 

5 

Perkins  - 

1 

9. 

2 

1 

— 1 

R 

11 

7a 

Red  Willow  _ 

- 32 

Gage 

_ 37 

Richardson  

7 

i8n 

47 

TTnll 

71 

_ __  42 

4 

4 

1 

. 17 

Hitchcock  

1 

Scottsbluff  - _ - 

79 

Holt  _ 

__  „ 2 

Seward 

5 

1 

- . 33 

Howard  - - 

_ _ 4 

Sherman 

5 

3 

_ 2 

1 

. - 1 

Kpith 

R 

1 

1 

2 

Kimball  - _ 

. _ . 3 

Washington  

— 2 

Lancaster  

266 

Wayne 

4 

1S4 

2 

Madison  

3 

York 

. . 5 

CASE  REPORT— DECEMBER.  1949 


Number  of  cases  paid.  

Number  of  services  rendered- 

Females  - _ 

Males  _ _ _ _ _ 

_ 1,883 
. „ 2,138 

. - 1,211 
. - 927 

814 

Dependents 

1,324 

Type  of  Service 

No. 

Per  Cent 

Amt.  Pd. 

Per  Cent 

Obstetrics 

202 

9.45% 

*10,282.00 

15.06% 

Gynecology 

113 

5.29% 

9.912.50 

14.56% 

Appendectomies  _ 

91 

4.26% 

9.112.50 

13.38% 

Tonsillectomies 

204 

9.54% 

7,132.50 

10.48% 

Orthopedics 

161 

7.53% 

5.642.50 

8.29% 

General  surgery  . 

82 

3.84% 

4.843.00 

7.11% 

Medical 

207 

9.68% 

4,626.00 

6.79% 

X-rays 

. - 435 

20.32% 

3,964.50 

5.89% 

Minor  surgery 

302 

14.13% 

2,526.00 

3.71% 

Herniotomies  

24 

1.12% 

2,500.00 

3.67% 

Gall  Bladders 

13 

.61% 

1.950.00 

2.86% 

Hemorrhoids 

_ 28 

1.31% 

1,310.00 

1.92% 

Urology 

30 

1.40% 

979.00 

1.44% 

Nose  and  throat 

19 

.89% 

915.00 

1.34% 

Radiation  therapy 

12 

.56% 

835.00 

1.23% 

Pathology 

147 

6.88% 

640.50 

-94% 

Eye  _ 

19 

.89% 

439.00 

.64% 

Transfusions 

26 

1.22% 

260.00 

.38% 

Anesthesia 

23 

1.08% 

210.00 

.31% 

Grand  Total 

2.138 

100.00% 

$68,080.00 

100.00% 

Amount  of  cases 

in  process  of 

settlement. 

. $3,589.00 

Average  cost  per 

case  for  December 

36.16 

Number  per  thousand  receiving  benefits  during 

December  18.1 


SOCIETIES 

Secretaries  of  connty  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No.  3,  Medical  Arts  Building.  Omaha. 


The  7th  Councilor  District  had  as  their  speaker 
Dr.  C.  F.  Ferciot  and  Dr.  Fredrick  S.  Webster  on 
Nov.  14th.  Dr.  Ferciots  subject  was,  “Shoulder  Dis- 
abilities,” and  Dr.  Webster’s,  “Hip  Disabilities  of 
the  Child.” 

C.  L.  ANDERSON,  M.D.,  Secy. 


Dr.  E.  B.  Reed  was  named  president-elect  of  the 
Lancaster  County  Medical  society  Tuesday  night, 
December  20,  at  a meeting  at  the  Smith-Dorsey 
auditorium. 

President-Elect  Dr.  F.  D.  Coleman  becomes  the 
new  president,  succeeding  Dr.  H.  E.  Harvey. 

Dr.  J.  A.  Brown  was  named  secretary-treasurer. 

Dr.  G.  H.  Misko  and  Dr.  P.  M.  Bancroft  were 
elected  to  the  board  of  directors  succeeding  Dr.  E. 
B.  Reed  and  Dr.  Orvis  A.  Neely.  Holdover  board 


members  are  Dr.  F.  L.  Rogers  and  Dr.  E.  W.  Han- 
cock. 


At  a recent  meeting  in  Ord,  Dr.  Austin  Mutz  of 
Spalding  was  elected  president  of  the  Nebraska  Four 
County  Medical  Society.  Other  officers  include:  Dr. 
R.  S.  Cramb,  Burwell,  vice  president;  Dr.  Charles 
Brannen,  Ord,  secretary-treasurer  and  Dr.  M.  M. 
Sullivan  of  Spalding,  delegate. 

Dr.  Samuel  Fuenning  of  Lincoln  addressed  the 
meeting  on  the  Public  Health  Problems  of  Nebras- 
ka. 


Dr.  W.  J.  Reeder  of  Cedar  Rapids  was  elected 
president  of  the  Boone  County  Medical  society  at  its 
annual  meeting  held  Tuesday  evening,  Dec.  6,  in  the 
office  of  Dr.  Henry  Sydow  in  Albion.  Dr.  Reeder 
had  served  as  head  of  the  society  since  the  death 
of  Dr.  George  Sullivan  of  St.  Edward.  Other  offi- 
cials elected  were:  Dr.  Donald  Dickson,  vice  pres- 

ident, and  Dr.  Henry  Sydow,  secretary-treasurer. 
Dr.  Dickson  was  named  as  delegate  to  the  state  con- 
vention with  Dr.  J.  E.  Davis  as  alternate. 


Elected  president  of  the  Lincoln  County  Medica.1 
Society  was  Dr.  A.  E.  Reeves.  He  succeeds  Dr.  0. 
C.  Kreymborg.  Dr.  R.  A.  Fleebe  succeeds  Dr. 
Reeves  as  vice  president.  Dr.  James  Carroll  was 
elected  secretary-treasurer,  replacing  Dr.  W.  H.  Nie- 
hus  and  Dr.  Niehus  was  elected  to  the  board  of  cen- 
sors. 


ANNUAL  DUES  BECOME 
DELINQUENT  FEBRUARY  1 


DEATHS 

Carl  F.  Hollenback,  M.  D.,  Omaha.  Born  1892, 
graduated  from  University  of  Nebraska,  1918,  in- 
terned at  Douglas  County  Hospital.  Following  his 
internship  he  opened  his  office  in  Benson  where  he 
remained  in  practice  until  his  death.  Dr.  Hollen- 
back was  a former  president  of  the  Omaha  chapter 
of  Sons  of  the  American  Revolution,  and  former 
grand  master  of  the  Nebraska  Grand  Lodge  of  the 
Odd  Fellows. 


Dr.  Hollenback  was  apparently  in  good  health, 
on  call  to  one  of  the  hospitals  in  Omaha  when  he 
suffered  a coronary  attack  and  died  December  20, 
1949.  Surviving  are  his  mother  and  two  daugh- 
ters. 


L.  Daniel  Dieter,  M.  D.,  Syracuse.  Born  in  Madi- 
son, 1889,  graduated  from  Creighton  University 
School  of  Medicine  in  1926.  He  practiced  in  Syra- 
cuse for  many  years.  Was  killed  in  an  auto  crash 
near  Otoe,  December  14,  1949.  Suiwiving  are  his 
wife,  two  brothers  and  a sister. 


David  W.  Bell,  M.D.,  Lincoln.  Born  in  Washington 
County,  Nebraska  in  1880.  Practiced  in  Omaha  and 
Blair  until  six  years  ago  when  he  joined  the  Veter- 
ans Administration  in  Lincoln.  He  retired  from 
this  position  about  a year  ago  on  account  of  ill 
health.  Died  in  Lincoln,  December  31,  1949.  Sur- 
viving are  his  wife,  a daughter  and  a son. 
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HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  Mezzanine  No,  3,  Medical  Arts  Build- 
ing, Omaha, 


Dr.  James  C.  Maly  of  Crofton  has  moved  to  Ful- 
lerton. 

Di-.  Cecil  Simmons,  formerly  of  Omaha,  is  located 
at  Emerson. 

Dr.  and  Mrs.  E.  E.  Koebhe  of  Columbus  vaca- 
tioned in  the  East  in  December. 

Dr.  Bernard  E.  Kenney  recently  located  in  How- 
ells, has  moved  to  Woodbine,  Iowa. 

Dr.  Keith  Sheldon  of  Lincoln  has  gone  to  England 
for  post-graduate  work  in  surgery. 

Dr.  W.  Riley  Kovar  is  practicing  O.B.  and  Gyn. 
at  1120  Medical  Arts  Building,  Omaha. 

Dr.  R.  W.  Hanisch,  until  recently  associated  with 
his  father  in  St.  Paul,  has  moved  to  Bellflower,  Cal- 
ifornia. 

Dr.  Waldean  C.  Mclntire  and  his  wife  Dr.  Matil- 
da S.  Mclntire  have  opened  an  office  for  the  prac- 
tice of  medicine  and  surgery  in  Grant. 

Dr.  James  E.  Ramsey,  stationed  in  Tokyo  since 
1947  has  been  separated  fi’om  the  service  and  plans 
to  locate  in  Omaha. 

Associated  with  Drs.  Jester,  Smith,  Lan.e  and  Nye 
in  Kearney,  is  Dr.  William  V.  Glenn  a 1940  graduate 
of  the  University  of  Nebraska  College  of  Medicine. 

Drs.  E.  W.  Rowe  Lincoln,  Ralph  Moore,  T.  J.  Har- 
ris, J.  S.  McAnis  and  F.  L.  Simonds  of  Omaha  at- 
tended the  Radiological  Society  meeting  in  Cleve- 
land in  December. 

, A new  physician  in  St.  Edward  is  Dr.  John  R. 
Harger,  a native  son  who  graduated  from  the 
University  of  Chicago  and  Rush  Medical  College 
thirty-five  years  ago.  Dr.  Harger  practiced  surgeiy 
in  Chicago  until  now. 


Tuberculosis  Abstracts 

Cough  is  a common  symptom,  yet  often  it 
is  not  evaluated  properly  nor  treated  effec- 
tively. The  physician  is  confronted  with  the 
questions : What  is  a cough  ? What  are  the 
causes  of  coughing?  What  should  be  done 
about  it? 

COUGH 

Cough  may  be  distressing  and  purposeless 
but  more  often  it  is  a necessary  and  useful 
act.  Cough  can  be  produced  voluntarily  but 
more  commonly  it  is  a reflex  response  fre- 
quently reinforced  by  volition. 

The  act  of  coughing  can  be  divided  into 
three  phases,  namely:  inspiratory,  compres- 
sive, and  expiratory.  During  the  inspiratory 
phase  there  is  a deep,  often  quick  inspira- 
tion, followed  by  closure  of  the  glottis.  This 
results  in  an  increase  in  intrapulmonary 
pressure,  the  compressive  phase,  immediate- 


ly preceding  expiration.  During  the  expira- 
tory phase  the  air  is  forced  out  with  the  pro- 
duction of  characteristic  cough  sounds. 

The  function  of  cough  is  the  removal  of 
mucus,  inflammatory  exudate  and  other  ma- 
terial from  the  air  passages,  or  foreign 
bodies  and  other  materials  which  may  have 
been  aspirated  into  the  tracheobronchial 
tree. 

Cough  is  a complex  act  which  depends  for 
its  effectiveness  on  a number  of  factors.  Im- 
portant among  these  are  bronchial  move- 
ments which  are  dependent  upon  the  ability 
of  bronchi  to  elongate  and  increase  their  dia- 
meter during  inspiration  and  to  shorten  and 
decrease  their  diameter  during  expiration. 
During  the  expiratory  phase  there  is  also 
forcible  compression  of  the  lung  through  ac- 
tion of  the  diaphragm  and  the  chest  wall. 

The  narrowing  of  the  bronchus  is  greatly 
accentuated  in  asthmatics  and  in  cases  of 
pulmonary  emphysema.  It  is  observed  least 
in  persons  with  pulmonary  fibrosis  or  an- 
thracosilicosis.  This  compressive  action 
forces  secretions  upward  into  the  larger 
bronchi. 

Ciliary  function  is  important  in  the  elimin- 
ation of  secretions  from  all  portions  of  the 
airway  except  the  terminal  bronchioles.  Dur- 
ing acute  infections  with  excessive  or  tena- 
cious secretions,  activity  of  cilia  may  be 
greatly  impaired. 

The  establishment  of  a condition  of  toler- 
ance may  lessen  or  obliterate  temporarily 
the  reflex  cough.  This  is  commonly  ob- 
served in  patients  with  bronchiectasis  who 
are  able  to  go  without  coughing  for  hours. 
When  cough  is  initiated  volitionally  they 
may  evacuate  several  ounces  of  pus  before 
again  relapsing  into  a state  of  tolerance. 

What  are  the  causes  of  cough?  In  the 
common  respiratory  diseases  such  as  pulmo- 
nary tuberculosis,  pulmonary  abscess  or  oth- 
er pulmonary  diseases,  cough  is  a frequent 
symptom,  and  the  cause  can  be  demonstrated 
by  roentgen  study  and  physical  examination. 
Excessive  smoking  and  chronic  alcoholism 
produce  local  congestive  changes  in  the  phar- 
ynx, larynx  and  tracheobronchial  tree  which 
give  rise  to  cough.  Exposure  to  dust  and 
fumes  exerts  an  unfavorable  influence  on  the 
respiratory  tract.  An  extrarespiratory 
cause  of  cough  may  be  irritation  of  the  ex- 
ternal auditory  canal,  or  nasal  and  pharyn- 
geal obstruction.  Cough  may  be  associated 
with  the  taking  of  food  or  fluid,  in  paralysis 
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of  the  larynx,  or  in  laryngeal  disease.  Severe 
productive  cough  occurring  when  one  chang- 
es position  ’suggests  either  pulmonary  ab- 
scess, bronchiectasis  or  empyema  with  bron- 
chopleural fistula. 

In  investigating  this  symptom  a careful 
history  of  the  onset  and  character  of  the 
cough,  the  presence  and  appearance  of  spu- 
tum, the  time  of  occurrence  and  associated 
symptoms  are  important. 

A study  of  the  chest  and  the  cardiovascu- 
lar system  should  be  made.  The  more  com- 
mon causes  of  cough  should  be  excluded  first. 
One  should  then  proceed  with  an  examina- 
tion of  the  ears,  nose,  mouth,  throat,  laryn- 
gopharynx,  larynx  and  neck,  which  can  be 
done  by  any  physician  who  has  a reasonable 
knowledge  of  the  upper  air  and  food  pas- 
sages. The  inveterate  smoker  should  be  en- 
couraged to  discontinue  smoking  and  the 
worker  in  dust  or  fumes  should  minimize 
exposure  in  the  absence  of  any  definite  local- 
izing evidence  of  disease.  Unexplained  ra- 
diographic shadows  or  localized  physical 
signs  indicate  bronchoscopy  if  the  patient  is 
an  adult  male.  Cough  with  or  without  slight 
sputum  is  a common  early  symptom  of  bron- 
chogenic carinoma. 

Bronchography  is  indicated  if  there  is  any 
suspicion  of  increased  bronchopulmonary 
markings  suggesting  bronchiectasis.  With 
a history  of  allergy,  appropriate  tests  should 
be  made. 

The  patient  may  be  contended  with  the  ef- 
fects of  a cough  sedative  or  intralaryngeal 
instillations.  The  physician,  however,  should 
be  interested  in  determining  the  cause  of  the 
cough. 

Cough  is  necessary  to  rid  the  tracheobron- 
chial tree  of  excessive  secretions  as  in  pul- 
monary abscess  or  bronchiectasis  and  in 
these  narcotics  should  be  used  sparingly.  In 
carcinoma,  cough  commonly  is  purposeless 
and  is  an  early  manifestation  of  bronchial  ir- 
ritation. In  the  postoperative  case  the  cough 
“reflex”  should  not  be  suppressed.  There 
must  be  adequate  drainage  of  the  tracheo- 
bronchial tree  to  prevent  bronchial  obstruc- 
tion with  secretions  and  postoperative  pul- 
monary atelectasis. 

If  cough  is  purposeless,  cough  sedatives 
may  be  indicated.  When  cough  is  inadequate 
so-called  stimulating  expectorants  are  recom- 
mended. Inhalations  of  carbon  dioxide  and 
oxygen  increase  the  quantity  of  sputum,  and 
have  been  highly  recommended. 


The  physician  must  regard  cough  as  a 
symptom  and  although  relief  should  be  af- 
forded the  patient  while  the  cause  of  cough 
is  investigated,  merely  suppressing  cough 
with  a narcotic  often  will  prove  harmful. 

Cough.  Louis  H.  Clerf,  M.D.,  The  Mississippi  Doctor.  July, 
1949. 


ALLERGY  AND  THE  PROBLEM  CHILD 

Allergy  is  a fruitful  factor  in  the  making  of  the 
problem  child.  Dr.  T.  Wood  Clarke,  of  Utica,  New 
York,  told  the  members  of  The  American  College 
of  Allergists  in  their  meeting  in  St.  Louis  in  Jan- 
uary. 

He  had  confirmed  his  own  experience  by  writing 
to  most  of  the  allergists  in  the  United  States  and 
Canada.  Some  cases,  the  doctor  said,  were  due  to 
the  allergy  undermining  the  child’s  nervous  system. 
Some  were  the  result  of  over-anxious  parents.  There 
are,  however,  many  allergic  children  whose  parents 
are  not  spoiling  them  and  whose  allergy  is  not 
severe  enough  to  account  for  their  irritability. 
These  cases  often  become  sweet,  lovable  children 
when  their  allergies  are  cleared  up  and  they  return 
to  normal  physically. 


Many  children  who  swallow  kerosene  by  accident 
develop  some  form  of  pneumonia  which  is  easily 
demonstrated  by  x-rays.  Dr.  C.  H.  Heacock,  of  Mem- 
phis, Tennessee,  states  in  an  article  in  the  Decem- 
ber issue  of  Radiology. 

Doctor  Heacock  studied  many  cases  of  children 
who  accidently  swallowed  kerosene  and  found  that 
in  nearly  every  instance  the  lungs  were  affected. 

“There  are  two  schools  of  thought  regarding  the 
pulmonary  signs  of  the  intoxication,”  he  said. 

One  group  believes  that  the  effects  in  the  lungs 
are  the  result  of  the  rapid  absorption  of  the  kero- 
sene in  the  intestinal  tract,  its  passage  by  way  of 
the  blood  stream  and  its  elimination  by  the  lungs. 
The  other  group  believes  that  the  kerosene  reaches 
the  lungs  through  the  child’s  breathing.  This  the- 
ory, he  said  in  his  article,  is  substantiated  by  ex- 
perimental work  on  dogs. 

Doctor  Heacock  pointed  out  that  between  January 
1,  1945,  and  July  31,  1948,  156  children  were  ad- 
mitted to  the  John  Gaston  Hospital  in  Memphis  be- 
cause of  the  accidental  swallowing  of  kerosene.  Of 
these  156  children,  103  were  in  the  hospital  from 
one  to  fifteen  days.  There  was  only  one  death. 

“This  loss  of  life,  the  suffering,  and  financial 
loss,”  Doctor  Heacock  said,  “can  be  directly  attribut- 
ed to  carelessness  in  the  storage  of  kerosene  used 
for  illumination  and  starting  fires  or  in  the  opera- 
tion of  oil-buming  stoves.  Apparently,  the  kero- 
sene is  usually  kept  in  a jar  or  milk  bottle  within 
reach  of  the  child  who  is  able  to  walk  about.  The 
youngest  child  in  the  group  was  one  year  old  and 
the  oldest  was  four.  The  average  age  of  the  chil- 
dren was  nineteen  months.  Of  the  group  of  156,  82 
per  cent  were  Negroes. 

“The  accident  is  usually  discovered  at  once  be- 
cause of  the  child’s  coughing  and  strangling.  The 
majority  of  the  156  children  were  brought  to  the 
emergency  room  within  two  and  a half  hours.  Sev- 
eral were  not  hospitalized  until  more  than  24  hours 
after  the  accident.” 
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Howard,  Dawson,  Buffalo,  Grant, 
Hooker,  Thomas,  Blaine,  Wheeler, 
Loup.  Garfield. 

Tenth  District:  Councilor:  Earl 

Leininger,  McCook.  Counties  : Gos- 
per, Phelps,  Adams,  Furnas,  Har- 
lan, Franklin,  Webster,  Kearney, 
Red  Willow,  Chase.  Hayes,  Fron- 
tier, Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Har- 
vey L.  Clarke,  Jr.,  North  Platte. 
Counties  : Lincoln,  Perkins,  Keith, 
McPherson.  Garden,  Arthur,  Lo- 
gan, Deuel. 

Twelfth  District : Councilor : Ted 

Riddell.  Scottsbluff.  Counties: 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball,  Cheyenne, 
Sioux,  Dawes. 


CO.Ml^ONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) G.  Paul  Charlton,  Hastings A.  E.  Harrington,  Hastings 

Boone  (6) W.  J.  Reeder,  Cedar  Rapids Henry  Sydow,  Albion 

Box  Butte  (12) W.  W.  L.  Howell,  Hyannis A.  G.  Burnham,  Alliance 

Buffalo  (9) B.  R.  Bancroft,  Kearney L.  Dean  Lane,  Kearney 

Burt  (5) Harry  G.  Williams,  Decatur Harry  W.  Benson.  Oakland 

Butler  (6) O.  E.  Longacre,  Rising  City E.  Greene,  David  City 

Cass  (2) L.  Kunkel,  Weeping  Water Howard  Liston,  Elmwood 

Ced.-Dix.-Dak.-Th.- Wayne(  4 ) R.  M.  Matson,  Wayne Clai'ence  A.  Pierson,  Pender 

Cheyenne-Kimball-Deuel  ( 12)  A.  H.  Shamberg,  Kimball Jason  Roche,  Sidney 

Clay  (7) H.  V.  Nuss.  Sutton H-  V.  Niiss,  Sutton 

Colfax  (5) James  M.  Brown,  Clarkson W.  J.  Kavan.  Clarkson 

Custer  (9) P.  H.  J.  Carothers,  Broken  Bow Theo.  Koefoot,  Jr..  Broken  Bow 

Dawson  (9) O.  P.  Rosenau,  Eustis B.  B.  Olsson,  Lexington 

Dodge  (6) H.  A.  Jakeman,  Fremont E.  F.  Malloy,  Fremont 

Fillmore  (7) J.  C.  Hickman.  Geneva V.  V.  Smrha,  Milligan 

Franklin  (10) F.  E.  Nail,  Franklin D.  S.  Rosenberg,  Franklin 

Four  County  (9) E.  J.  Smith.  Burwell F.  A.  Barta,  Ord 

Gage  (3) J.  C.  Nelson.  Wymore Donald  Penner,  Beatrice 

Garden-Keith-Perkins  ( 1 1 ) E.  A.  Harvey,  Ogallala J.  L.  McFee,  Ogallala 

Hall  (9) W.  J.  Arrasmith,  Grand  Island John  H.  Easley,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett.  Alma 

Holt  and  Northwest  (8) W.  D.  Lear,  Ainsworth H.  J.  Panzer,  Bassett 

Howard  (9) A.  H.  Holm,  Wolbach E.  C.  Hunisch.  St.  Paul 

Jefferson  (7) R.  L.  Cassel,  Fairbury M.  J.  Powell,  Fairbury 

Johnson  (3) L.  J.  Chadek.  Tecumseh J.  A.  Lanspa,  Tecumseh 

Lancaster  (2) H.  E.  Harvey,  Lincoln John  Brown,  Lincoln 

Lincoln  (11) O.  C.  Kreymborg,  N.  Platte W.  B.  Niehaus,  N.  Platte 

Madison  Six  (4) George  Stewart,  Norfolk E.  G.  Surber,  Norfolk 

Merrick  (5) R.  R.  Douglas,  Clarks E.  T.  Zikmund,  Central  City 

Nance  (5) Kenneth  R.  Dalton,  Genoa Ed  R.  Slavik.  Fullerton 

Nemaha  (3) F.  M.  Tushla,  Auburn F.  L.  Krumpert,  Auburn 

Northwest  Nebraska  (8) E.  G.  DeFlon.  Chadron R.  D.  Sinclair,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge.  Superior 

Omaha-Douglas  (1) E.  L.  MacQuiddy,  Omaha W.  A.  Muehlig,  Omaha 

Otoe  (2) R.  C.  Mclllece,  Nebr.  City C.  R.  Williams,  Syracuse 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart.  Pawnee  City 

Phelps  (10) Donald  E.  Brewster.  Holdrege Harold  S.  Orwoll,  Holdrege 

Platte  (5) A.  A.  Bald.  Platte  Center E.  G.  Brillhart,  Columbus 

Polk  (6) D.  T.  Kelley.  Osceola Richard  Delfs,  Shelby 

Richardson  (3) S.  D.  Cowan.  Falls  City L.  V.  Brennan,  Falls  City 

Saline  (7) Paul  J.  Huber,  Crete Richard  W.  Homan.  Crete 

Saunders  (6) H.  F.  Friesen,  Yutan Donald  C.  Kent.  Wahoo 

Scotts  Bluff  (12) Frank  T.  Herhahn,  Scottsbluff- W.  C.  Harvey,  Jr..  Gering 

Seward  (6) W.  Ray  Hill,  Milford Richard  D.  Smith.  Seward 

Southwest  Nebr.  (10) E.  F.  Leininger,  McCook F.  M.  Karrer.  McCook 

Thayer  (7) R.  E,  Penry.  Hebron Rudolph  F.  Decker.  Byron 

Washington  (6) W.  E.  Goehring.  Blair Morris  Nielsen,  Blair 

Webster  (10) -S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 
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EDITORIAL 


HOW  SHOULD  MEDICAL  EDUCATION 
BE  FINANCED? 

In  recent  months  there  has  been  a great  deal 
of  discussion  on  how  medical  education 
should  be  financed.  That  all  but  a few  med- 
ical colleges  throughout  the  United  States 
are  operating  under  precarious  restrictions 
in  their  budgets  must  be  accepted  as  fact 
since  there  have  been  no  public  statements 
from  any  source  which  could  be  interpreted 
as  a challenge  to  college  officials  in  their 
pleas  for  substantial  increases  in  their  al- 
lotments. Plainly,  therefore,  in  order  to 
properly  train  physicians,  the  medical  col- 
leges need  more  (some  much  more)  money 
than  they  receive  under  their  present  an- 
nual appropriations. 

Prior  to  its  adjournment  last  summer,  the 
United  States  Senate  passed  a bill  designed 
to  aid  medical  schools  in  their  financial 
struggles.  The  American  Medical  Associa- 
tion in  its  analysis  of  this  Bill  found  several 
objectionable  features  and  the  House  of  Del- 
.egates  at  its  Washington  Session  passed  a 
resolution  opposing  this  legislation.  At  this 
writing  the  House  Subcommittee  on  Health 
Legislation  is  holding  hearings  on  HR  5940. 
This  Bill  together  with  certain  amendments, 
is  the  House  companion  to  the  medical  edu- 
cation aid  bill  passed  by  the  Senate. 

The  current  Washington  philosophy  is 
simple:  The  fellow  who  pays  the  fiddler  as- 
sumes the  right  to  call  the  tune,  even  if  the 
payment  is  made  with  the  fiddler’s  own 
funds.  Right  or  wrong,  this  philosophy  has 
become  the  accepted  custom  of  the  land. 
\Wiat  the  final  action  of  Congress  will  be  in 
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regard  to  assistance  to  Medical  colleges  re- 
mains to  be  seen. 

To  us  the  whole  system  of  Federal  aid 
represents  a decline  in  responsibility  on  the 
part  of  State  governments.  It  is  true  that  in 
some  commercial  phases  of  our  economy  fed- 
eral regulations  are  necessary  or  even  un- 
avoidable. It  is  equally  true,  however,  that 
local  institutions  are  best  financed  by  local 
funds.  In  simple  economics  a dollar  spent 
by  the  state  in  the  state  brings  a dollar’s 
value  in  return.  Every  dollar  sent  to  Wash- 
ington goes  through  a process  of  reduction 
and  emaciation  prior  to  its  return.  Some  of 
the  larger  states  receive  as  little  as  seven 
cents.  To  Nebraska  the  original  dollar  last 
year  came  back  in  the  unrecognizable  sum 
of  seventeen  cents. 

How  should  medical  education,  how  should 
education  in  general  be  financed?  To  our 
way  of  thinking  it  is  neither  wise  nor 
economical  for  states  to  lean  on  federal 
hand-outs  for  functions  which  constitution- 
ally belong  to  the  states.  And  in  our  philos- 
ophy of  government  education  is  the  respon- 
sibility of  the  individual  state.  In  medical 
education,  we  contend  that  the  people  de- 
sirous of  a medical  college  should  be  willing 
to  contribute  toward  its  support  such  sums 
of  money  each  year  as  are  required  to  main- 
tain standards  of  medical  education  which 
reflect  credit  on  their  Commonwealth. 

It  can  be  done.  Kansas,  Arkansas,  Colo- 
rado, Minnesota,  to  cite  but  a few  examples, 
recognizing  the  problems  concerned  with 
training  good  medical  talent,  have  financed 
the  expansion  of  their  respective  medical 
schools  in  building,  personnel,  and  research 
programs  to  a degree  which  places  these  in- 
stitutions among  the  leading  medical  col- 
leges in  the  country. 

Nebraska  has  two  medical  schools  which 
have  kept  the  state  supplied  with  good  doc- 
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tors  and  at  the  same  time  contributed  gen- 
erously to  the  ranks  of  outstanding  physi- 
cians and  surgeons  to  make  the  United 
States  the  world’s  mecca  in  medical  educa- 
tion. Changing  methods  in  education  require 
new  modes  of  approach  to  teaching,  greater 
facilities  for  clinical  study  and  research. 

We  submit  there  is  ample  wealth  in  Ne- 
braska and  a sincere  desire  on  the  part  of 
its  citizens  to  maintain  both  medical  schools 
on  reasonable  budgets.  However,  our  people 
must  first  be  brought  to  an  appreciation  that 
in  order  to  keep  pace  with  current  standards 
these  institutions  must  have  full  public 
support. 


PLEASE  COOPERATE 

A communication  from  our  State  Health 
Department  asks  that  physicians  record  on 
the  birth  certificate  the  birth  weight  of 
babies  they  deliver.  The  object  is  to  gather 
comprehensive  nation-wide  information  on 
the  problem  of  the  premature  infant.  Pre- 
maturity, as  every  physician  knows,  for 
years  has  been  the  leading  single  cause  of 
death  in  early  infancy.  This  Journal  be- 
lieves that  any  effort  directed  towards  the 
study  of  this  problem  is  worthy  of  coopera- 
tion. Our  mortality  rate  in  this  sphere  of 
pediatrics,  we  feel,  would  be  improved  if 
greater  information  were  available  on  the 
prevention  of  prematurity  and  better  facili- 
ties for  care  the  first  few  days  after  birth 
of  the  infant. 

We  are  confident  that  physicians  will  do 
their  utmost  to  cooperate  with  the  State 
Health  Department  in  furnishing  pertinent 
data  on  the  birth  certificate. 


DOCTORS  LIVE  TO  AN  AVERAGE  67.2 
YEARS,  1949  DEATH  REPORTS  SHOW 

The  Joumal  of  the  American  Medical  Association 
published  the  obituaries  of  3,331  physicians  during 
1949.  There  appears  an  increase  of  101  over  the 
number  published  in  1948. 

“This,”  The  Joumal  explained,  “does  not  repre- 
sent the  total  number  of  deaths  among  physicians 
in  1949,  but  only  the  total  number  of  obituaries 
published.” 

The  statement  said  in  part: 

The  average  age  at  death  among  the  3,331  phy- 
sicians was  67.2  years.  This  is  0.2  year  less  than 
the  average  age  of  67.4  reported  for  1948  but  high- 
er by  0.5  year  than  the  average  age  for  1947.  The 
ages  of  the  decedents  ranged  from  21  to  99  years; 
the  largest  number  of  deaths  occurred  between 
70  and  74. 

Heart  disease  was  the  leading  cause  of  death. 


with  a total  of  1,375  deaths,  or  41  per  cent.  Of 
these,  706  were  due  to  coronary  occlusion,  em- 
bolism and  thrombosis,  172  to  angina  pectoris  and 
other  coronary  diseases,  273  to  diseases  of  the  myo- 
cardium and  endocardium  and  224  to  other  diseases 
of  the  heart.  The  average  age  at  death  from  dis- 
eases of  the  heart  was  66.8  years,  slightly  lower 
than  the  average  age  of  67.5  years  in  1948. 

Diseases  of  the  nervous  system  caused  432 
deaths.  The  average  age  at  death  from  this  cause 
was  70.2  years,  0.2  year  less  than  the  average  age 
for  1948.  Nine  physicians  died  from  Parkinson’s 
disease  and  7 from  meningitis  and  diseases  of  the 
spinal  cord.  Four  hundred  and  five,  or  12  per  cent 
of  all  deaths,  were  caused  by  cancer  and  other 
malignant  tumors;  157  were  of  the  digestive  sys- 
tem, 47  of  the  respiratory  system,  74  of  the  genito- 
urinary system  and  127  of  other  and  unspecified 
sites.  Physicians  died  at  an  average  age  of  68.0 
years  from  cancer,  a 0.6  year  increase  over  1948. 

Accidents  caused  138  deaths  among  physicians, 
which  was  a decrease  of  20  per  cent  from  the  num- 
ber reported  in  1948.  Sixty  deaths  were  due  to  mo- 
tor vehicle  accidents,  10  to  airplane  accidents,  28  to 
falls,  4 to  poisoning  by  liquids  or  solids,  7 to  drown- 
ing and  3 to  firearms.  The  average  age  at  death 
from  accidents  was  58.9  years  in  1949  and  57.2 
years  in  1948. 


“The  roles  of  surgery  and  irradiation — x-rays  and 
radium — in  the  cure  and  care  of  cancer  are  com- 
plementary and  not  compettitive,”  Dr.  L.  Henry 
Garland,  of  San  Francisco,  says  in  the  December 
issue  of  THE  AMERICAN  JOURNAL  OF  ROENT- 
GENOLOGY AND  RADIUM  THERAPY. 

“The  most  certain  cure  of  cancer,”  he  added,  “is 
complete  surgical  removal  or  complete  destruction 
by  irradiation. 

“Modem  radiation  therapy,  like  modern  surgery, 
is  greatly  improved  in  performance,  thanks  to  in- 
creasing experience,  better  follow-up  and  the  use  of 
modern  biological  adjuncts.” 

Doctor  Garland  said  that  the  most  commonly 
curable  cancers  are  those  of  the  skin,  mouth,  breast, 
uterus  and  rectum.  The  method  of  treatment,  eith- 
er surgery  or  irradiation,  “are  virtually  equal,”  he 
says  in  the  journal  article,  adding:  “The  cure  rate 
in  early  accessible  cancer  is  encouragingly  high — 
from  65  percentt  to  95  percent  of  treated  cases,  de- 
pending on  the  site  and  type  of  tumor.  The  abso- 
lute five  year  clinical  cure  rate,  all  cases  and  stages 
considered,  is  estimated  to  be  about  40  percent  in 
this  accessible  group. 

“Since  approximately  one-fourth  of  the  cancers 
in  males,  and  two-thirds  of  those  in  female  patients 
are  accessible,  the  magnitude  of  the  problem,  and 
the  degree  of  improvement  attainable  with  our  pres- 
ent day  knowledge  may  be  readily  visualized.” 

Doctor  Garland,  who  is  from  the  Department  of 
Radiology,  Stanford  University  School  of  Medicine, 
San  Francisco,  believes  that  with  “the  role  of  ra- 
diology being  of  equal  significance  to  that  of  sur- 
gery in  the  care  of  accessible  tumors,  it  would 
appear  sensible  to  suggest  that  the  radiological 
staff  have  comparable  representation  and  responsi- 
bility on  tumor  policy  boards,  and  be  numerically 
large  enough  to  fulfill  their  part  in  the  staffing  of 
offices,  hospitals  and  clinics  which  accept  cancer 
patients  for  treatment. 
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TRESIDENT’S  TAGE 


HEALTH  COUNCILS 

The  Planning  Committee  of  the  Nebraska  State  Medical  Association  is  in 
the  process  of  establishing  health  councils  throughout  the  state.  Some  of 
the  purposes  of  these  councils  will  be  to  cooperate  with  local  public  health 
departments  and  other  interested  groups  in  eliminating  or  controlling  factors 
which  contribute  to  the  incidence  of  disease,  to  educate  laymen  as  to  the  need 
for  improvements  in  sanitation,  to  assist  in  advancing  legislation  which  per- 
tains to  the  betterment  of  public  health  in  the  community  and  the  state,  and 
to  promote  participation  in  voluntary  health  care  plans.  Each  local  council 
will  be  made  up  of  individuals  representing  the  allied  professions,  clergy- 
men, teachers,  bankers,  farmers,  and  others  interested  in  public  health;  a 
physician  will  be  the  chairman.  These  councils  will  have  the  advice  and  support 
of  the  State  Health  Council,  and  their  work  will  be  correlated  with  the  activi- 
ties of  the  committees  on  rural  health,  public  relations,  public  health,  and 
other  committees  of  the  Nebraska  State  Medical  Association  having  similar 
purposes. 

It  has  already  been  proved  that  health  councils  can  do  immeasurable 
good.  The  Michigan  State  Medical  Association  has  been  sponsoring  a success- 
ful and  workable  program  for  the  past  two  years.  The  results  have  been 
most  gratifying,  to  the  degree  that  the  Association  has  budgeted  $22,500  for 
the  1950  health  council  program. 

It  is  hoped  that  Nebraska  physicians  will  show  more  than  passing  interest 
in  our  health  councils.  Physician  interest  must  be  revitalized  and  they  must 
participate  in  matters  pertaining  to  the  improvement  of  communal  health. 
We  can  no  more  shirk  our  solemn  obligation  to  improve  the  health  of  the 
people  as  a whole  than  we  can  disregard  our  obligations  to  our  private  pa- 
tients. The  interest  and  direction  that  the  individual  physician  lends  to  this 
movement  will  demonstrate  to  the  people  that  the  medical  profession  is  in- 
terested in  their  health  and  civic  welfare  and  not,  as  occasionally  charged, 
selfishly  interested  only  in  his  own  problems.  It  will  be  through  such  per- 
sonal down-to-the-roots  contacts  that  the  medical  profession  will  be  able  to 
emphasize  and  re-emphasize  to  the  people  the  gamble  that  is  being  taken  with 
their  and  their  children’s  children’s  future  health  and  independence  by  those 
who  have  socialistic  and  bureaucratic  ambitions. 

The  medical  profession  is  the  rock  which  has  held  forth  valiantly  against 
all  who,  through  their  misguidance,  would  tear  down  the  brand  of  medical 
care  now  available  to  the  citizens  of  our  country.  Allies  are  needed  and  they 
must  be  recruited  from  the  citizenry.  Local  health  councils  doing  a good  job 
are  reservoirs  of  potent  sympathizers. 

Too  busy  practicing  medicine,  you  say,  to  take  time  out  to  educate  the 
public.  Stop  and  think ! If  a plan  similar  to  the  one  that  has  gripped  Great 
Britain  were  to  be  dumped  into  your  lap  tomorrow,  how  much  time  would  you 
have  to  practice  medicine?  Instead  of  tending  to  your  patients’  needs,  as 
medical  ethics  prescribe,  you  would  spend  a minimum  of  time  with  them  and 
most  of  your  time  completing  government  reports. 

Take  heed  from  the  experience  of  our  British  colleagues,  who  warn  us 
to  do  all  we  can  to  stem  the  tide  of  state  medicine,  for  once  it  has  gained  a 
foothold  there  is  no  turning  back.  We  can  only  lament,  “Too  little,  too  late!” 


Differential  Diagnosis  of  Hemorrhage 
from  the  Gastrointestinal  Tract" 

ROSCOE  LEAS,  M.D.,  and  HARRY  HAUSER,  M.D. 
Cleveland,  Ohio 


On  first  thought,  gastrointestinal  bleeding 
would  seem  to  be  a trite  subject  for  discus- 
sion but  the  physician  engaged  in  general 
practice,  the  internist  and  the  surgeon,  find 
this  symptom  an  interesting  and  often  baf- 
fling one  in  spite  of  its  frequent  repetition. 
If  hematemesis  and/or  melena  were  always 
accompanied  by  other  symptoms  which  per- 
mitted accurate  identification  of  a disease 
or  the  level  in  the  gastrointestinal  tract  of 
a lesion,  or  if  clinical  examination,  x-ray 
studies,  gastroscopic  inspection,  sigmoido- 
scopic  and  other  procedures  including  lapar- 
otomy, invariably  gave  the  correct  answers, 
there  would  be  little  point  for  philosophizing 
today. 

We  are  not  presenting  any  original  work 
on  the  subject  but  feel  that  a summary  of 
the  opinions  of  others,  when  integrated  with 
our  own  experiences,  may  serve  a useful  pur- 
pose. 

The  causes  of  gastrointestinal  bleeding  are 
so  legion  that  we  obviously  cannot  hope  in 
so  short  a time  to  cover  more  than  a few 
and  touch  upon  others  in  a differential  di- 
agnostic manner.  Intrinsic  causes  which 
apply  to  all  parts  of  the  tract  but  not  with 
equal  frequency  are ; 

Ulcers, 

Malignant  growths, 

Diverticuli, 

Polyps, 

Acute  and  chronic  inflammation,  and 

Mechanical  disturbances. 

Some  of  the  most  important  extrinsic 
causes  are: 

Diseases  of  the  liver  and  spleen. 

Blood  dyscrasias. 

Cardiac  and  pulmonary  diseases, 

Aneurysms, 

Portal  and  mesenteric  thromboses. 

Many  extrinsic  and  intrinsic  diseases  may 
not  present  too  much  of  a problem  frequent- 
ly because  of  the  presence  of  signs  and 
symptoms  other  than  hemorrhage. 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  May  4.  1949. 
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Hematemesis  may  result  from  a high 
small  intestinal  lesion  although  the  site  is 
usually  in  the  stomach  or  esophagus.  Melena 
without  hematemesis  usually  arises  from  a 
lesion  distal  to  the  pylorus,  this  lesion  as  a 
rule  being  a duodenal  ulcer,  but  may  also 
occur  in  gastric  and  esophageal  lesions. 
Thus  it  follows  that  a combination  of  he- 
matemesis and  melena  may  occur  in  lesions 
either  distal  or  proximal  to  the  pylorus. 

When  blood  in  the  stools  is  tarry  in  ap- 
pearance, the  site  of  the  bleeding  point  is 
usually  considered  to  be  at  least  as  high  as 
the  small  intestine,  but  bright  blood  may 
have  its  origin  in  the  duodenum,  stomach  or 
esophagus  and  retain  its  original  color  due 
to  hypermotility  of  the  intestinal  tract.  It 
has  been  demonstrated  experimentally  that 
citrated  blood  given  by  mouth  can  appear 
unchanged  in  color  at  the  rectum. 

While  bleeding  from  the  colon  generally 
gives  rise  to  unchanged  or  only  partially 
changed  blood,  a high  colonic  lesion  may 
yield  a stool  almost  typically  tarry  in  ap- 
pearance. An  unexplained  hypochromic 
anemia  or  the  presence  of  occult  blood  in 
the  stool  may  be  as  significant  as  the  direct 
observation  of  blood  in  vomitus  or  stool.  It 
is  helpful  and  time-saving  to  remember  that 
a normal  diet  usually  gives  an  occult  nega- 
tive stool  and  that  iron  does  not  modify  the 
test. 

A tarry  stool  does  not  necessarily  indi- 
cate the  size  of  a hemorrhage.  Experi- 
mentally Schiff  demonstrated  that  as  little 
as  50  c.c.  of  blood  by  mouth  can  produce 
such  a result.  He  demonstrated  further 
that  one  dose  of  blood  by  mouth  may  pro- 
duce tarry  stools  for  as  long  as  five  days 
and  therefore  the  continuance  of  this  phe- 
nomenon does  not  indicate  continuous  bleed- 
ing for  at  least  that  length  of  time. 

Azotemic  determinations  are  helpful  in 
two  respects,  namely : An  elevated  blood 

urea  nitrogen  does  not  occur  in  hemorrhage 
into  the  colon  alone  and  the  higher  and  more 
persistent  its  elevation,  the  more  the  blood 
loss  providing  the  patient  is  not  in  shock  or 
does  not  have  impaired  renal  function. 
Grumblatt  and  others  administered  meas- 
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ured  amounts  of  citrated  blood  to  patients 
with  the  interesting  finding  that  while 
580  c.c.  gave  no  azotemia,  800  c.c.  gave  a 
marked  elevation  of  blood  urea  nitrogen. 

^^'hile  most  cases  with  bleeding  are  ulti- 
mately classified  as  to  cause,  many  remain 
in  the  obscure  category.  It  is  my  impres- 
sion that  they  are  fewer  in  number  probably 
due  to  two  factors:  Improved  x-ray  tech- 
nic permits  earlier  radiographic  investiga- 
tion of  the  acute  gastric  ulcer  and  gastros- 
copy has  added  an  additional  important  aid. 
Thus  the  ulcer  which  bled  and  healed  before 
investigation  is  now  more  frequently  elim- 
inated from  the  unexplained  list  of  gastro- 
intestinal bleeding. 

Hematemesis  and/or  melena  are  caused  in 
a large  number  of  cases  by  lesions  in  the 
stomach  or  duodenum,  the  greater  number 
duodenal  ulcers,  yet  there  remains  a sizable 
percentage  due  to  other  causes,  many  of 
which  are  more  obscure  than  the  peptic  ulcer 
or  gastric  cancer. 

It  is  not  the  intention  of  this  paper  to 
consider  different  types  of  bleeding  from 
the  gastrointestinal  tract  as  diagnostic  in 
themselves  of  specific  lesions  or  levels  of 
bleeding  but  to  add  another  set  of  helpful 
data  to  a problem  which  has  many  facets. 
A carefully  taken  history  is  important  but  is 
no  more  accurate  than  the  patient’s  intelli- 
gence and  the  questioner’s  acumen.  The 
radiologist’s  indirect  inspection  or  the  gas- 
troscopist’s  direct  visualization  add  invalu- 
able information  but  in  the  end  the  greatest 
number  of  correct  diagnoses  are  obtained 
by  not  relying  on  one  procedure  but  inte- 
grating all  of  the  available  information. 
Therefore,  proper  evaluation  of  bleeding 
may  contribute  substantially  to  the  solution 
of  the  problem  at  hand. 

We  propose  to  present  several  cases,  some 
of  which  though  common  may  illustrate  the 
ideas  which  we  have  in  mind. 

W.S.,  a man  41  years  of  age,  had  had  vague 
stomach  disorders  most  of  his  life.  About  one  and 
a half  years  prior  to  his  admission  to  the  Lakeside 
Hospital  he  had  had  several  bouts  of  hematemesis 
and  melena.  A diagnosis  of  peptic  ulcer  had  been 
made  but  never  proven.  An  enlarged  spleen  di- 
rected attention  to  esopagheal  varices.  Splenec- 
tomy was  performed  and  a clinical  diagnosis  of 
Banti’s  disease  was  proven  histologically. 

A radiograph  in  the  right  anterior  oblique  view 
of  the  chest  with  barium  in  the  esophagus  showed 
the  appearance  of  the  normal  rugal  folds  of  the 
esophagus. 


Another  film  showed  the  typical  appearance  of 
blood-filled  veins  in  the  esophageal  wall;  the  varices 
presented  tortuosity  with  the  displacement  of  con- 
trast material.  In  this  particular  instance  the 
varices  extended  from  the  proximal  to  the  distal 
end  of  the  esophagus.  In  most  cases  the  varices 
are  usually  found  in  the  distal  third. 

A radiograph  of  the  abdomen  with  the  stomach 
and  small  intestines  filled  with  barium  showed  the 
displacement  of  the  stomach  due  to  the  greatly 
enlarged  spleen  of  Banti’s  disease. 

Bleeding  in  this  case  could  have  been  the 
result  of  esophageal,  gastric  or  duodenal 
disease.  We  have  in  Banti’s  disease  an  ade- 
quate extrinsic  factor  to  produce  .esophageal 
varices.  There  was  nothing  historically  to 
suggest  peptic  ulcer  or  cancer  of  the  stom- 
ach. The  lack  of  pain  and  further  lack  of 
discomfort  from  postural  changes  tended  to 
rule  out  ulcer  of  the  esophagus  and  hiatus 
hernia  respectively. 

Hematemesis  is  more  typical  than  melena 
in  esophageal  varices  but  melena  is  not  at 
all  unusual  as  is  demonstrated  by  this  case. 
It  is  well  to  remember  that  as  much  as  5 to 
10%  of  gastrointestinal  bleeding  may  be  due 
to  this  cause. 

A.S.,  a 76-year-old  male,  experienced  a sudden 
hematemesis  and  later  the  stools  contained  both 
bright  and  changed  blood.  He  had  been  in  a seri- 
ous accident  five  years  prior  to  this  episode.  His 
only  other  symptoms  were  pain  near  the  umbilicus 
and  in  the  right  chest  where  ribs  had  been  frac- 
tured. The  x-ray  film  showed  a lesion  of  the  prox- 
imal third  of  the  stomach  extending  above  the  level 
of  the  diaphragm  due  to  herniation  through  the 
esophageal  hiatus. 

These  lesions  are  readily  recognized  in 
most  instances.  However,  there  is  an  occa- 
sional patient  in  whom  a routine  examina- 
tion will  fail  to  disclose  the  protrusion 
through  the  hiatus.  With  proper  technic 
using  the  Trendelenburg  position  during 
fluoroscopy,  the  defect  can  often  be  found 
only  in  this  manner.  The  hernia  may  be 
present  only  during  certain  positions  of  the 
patient,  whereas  in  other  positions,  the 
herniation  may  disappear  and  the  stomach 
appear  normally  in  the  abdominal  cavity. 

Most  of  these  cases  of  hiatus  hernia  fail 
to  demonstrate  bleeding,  either  hematemesis 
or  melena,  but  the  occasional  one  does,  this 
being  one  of  those  instances  of  a large  herni- 
ation through  the  esophageal  hiatus. 

The  first  thought  in  this  case  would,  I 
believe,  be  dii’ected  toward  a hiatus  hernia. 
These  may  or  may  not  bleed  or  produce  other 
symptoms  and  apparently  the  determining 
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factor  is  the  degree  of  mechanical  obstruc- 
tion and  therefore  the  hyperemia  or  ulcer- 
ation. There  was  no  typical  esophageal 
pain,  presumably  therefore  an  ulcer  was  not 
present. 

Many  peptic  ulcers  have  bleeding  as  an 
initial  symptom  but  aside  from  this  point 
there  was  nothing  to  substantiate  a diag- 
nosis of  peptic  ulcer  or  cancer.  The  bleeding 
areas  we  could  be  sure,  were  no  lower  than 
the  upper  jejunum  and  the  bright  com- 
ponent of  the  blood  in  the  stool  could  be 
present  because  of  excessive  intestinal 
motility.  * 

K.S.,  a male  of  32  years,  presented  a gastro- 
intestinal history  not  characteristic  of  any  specific 
disorder.  There  had  been  melena  and  finally  hem- 
atemesis.  A diagnosis  of  duodenal  ulcer  was  made 
by  x-ray.  After  one  and  two  years  the  roentgep 
estimate  was  a healed  ulcer  and  normal  duodenal 
bulb  respectively.  There  were  no  residual  symp- 
toms but  the  last  x-ray  examination  demonstrated 
a large  tumor  in  the  cardiac  portion  of  the  stomach. 
This  part  of  the  stomach  was  resected  and  leiomy- 
oma diagnosed. 

In  this  instance  the  serial  radiographs  made  in 
the  usual  manner  showed  at  the  third  examination 
• — that  is,  three  years  after  the  original  symptoms — 
an  almost  completely  normal  appearance.  The  duo- 
denal bulb  showed  no  defect  at  all  and  only  after 
searching  for  a lesion  was  one  found  in  the  cardiac 
end  of  the  stomach. 

The  gastric  rugae  appeared  to  be  somewhat  dis- 
torted and  a circular  mass,  displacing  the  barium 
shadow,  appeared  at  this  time.  On  reviewing  the 
radiographs  of  the  previous  two  examinations,  this 
mass  was  also  seen  to  be  somewhat  smaller  on  the 
previous  two  occasions. 

Bleeding  in  this  case  was  non-specific,  of 
course,  but  once  a tumor  was  found  by  x-ray, 
one  was  in  a position  to  draw  certain  conclu- 
sions. Adenomas  of  the  stomach  are  its 
most  common  benign  tumor  and  rarely  ulcer- 
ate and  therefore  bleed  while  the  leiomy- 
omas react  conversely — tend  to  ulcerate  and 
thus  to  bleed. 

R.D.,  a 52-year-old  man,  had  had  epigastric  pain 
for  two  months.  It  was  relieved  by  milk  and 
alkalis.  There  was  no  weight  loss;  there  was  free 
acid  in  his  gastric  content,  an  anemia  of  mild  de- 
gree but  no  physical  signs  of  consequence.  Melena 
had  been  noted.  There  was  no  improvement  after 
three  weeks  on  an  ulcer  regime.  The  impression,  on 
gastroscopy,  was  cancer  of  the  stomach.  An  oper- 
ation proved  the  diagnosis. 

A bleeding  gastric  lesion  would  ordinarily 
have  caused  hematemesis  and/or  melena. 
This  one  gave  rise  to  melena  alone. 

W.G.,  a 70-year-old  male,  experienced  sudden 
acute  upper  abdominal  pain  with  reference  to  the 
right  shoulder.  This  acute  episode  passed  but  was 


replaced  by  a sense  of  abdominal  fullnes  and  vom- 
iting. The  vomitus  contained  no  blood  but  there 
was  a tarry  stool.  His  past  history  revealed  many 
years  of  a vague  sort  of  indigestion.  Sodium  bi- 
carbonate gave  relief  from  discomfort  but  reaction 
to  food  was  variable  and  the  pain  awakened  him 
at  night.  Because  of  x-ray  findings,  laparotomy  was 
done  and  an  indurated  gastric  ulcer  found. 

The  x-ray  film  demonstrated  clearly  the  large 
oval  niche  on  the  lesser  curvature  of  the  stomach 
near  the  cardia.  This  type  of  ulcerative  lesion 
presents  difficulties  in  differential  diagnosis  such 
as  we  mentioned  previously.  One  cannot  be  cer- 
tain that  a carcinoma  is  not  present  but  without  the 
presence  of  the  meniscus  sign  and  with  some  under- 
mining of  the  edges,  the  only  diagnosis  that  can 
be  made  at  this  juncture  of  the  examination  is 
that  of  benign  peptic  ulcer. 

Such  a history  and  findings  are  rather  de- 
fiant of  a definitive  diagnosis  between  ulcer 
and  cancer.  Gastroscopy  might  have  been 
helpful.  Certainly  melena  minus  hem- 
atemesis did  not  aid  in  localization  or  differ- 
entiation. 

A.Z.,  a 39-year-old  man,  gave  a history  of  epi- 
gastric pain  for  a 3-week  period.  It  was  post- 
prandial, referred  to  the  interscapular  region  and 
relieved  by  alkalis.  There  had  been  a 13-pound 
weight  loss,  hematemesis  and  melena.  An  x-ray 
was  taken  in  spite  of  continued  hemorrhaging  and 
a peptic  ulcer  was  demonstrated.  The  patient  im- 
proved rapidly  on  an  ulcer  diet  and  medication. 
Two  weeks  subsequent  to  institution  of  therapy  an- 
other x-ray  showed  almost  complete  healing. 

The  x-ray  film  showed  very  clearly  a projecting 
niche  on  the  lesser  curvature  which  had  all  the 
characteristics  of  a benign  peptic  ulcer.  However, 
a serial  examination  over  a period  of  several 
months  showed  healing  after  two  weeks  although 
there  is  some  residual  niche  'formation  at  this 
site. 

Re-examination  at  the  end  of  one  and  two  months 
showed  complete  disappearance  of  the  niche.  The 
rapid  healing  of  a lesion  of  this  sort  is  more  indi- 
cative of  a behign  ulcer  than  a carcinoma  and  this 
criterion  is  used  repeatedly  in  trying  to  distinguish 
between  cancer  and  ulcer. 

Hematemesis  plus  melena  suggested  a high 
gastrointestinal  site.  This  is  an  example  of 
the  type  of  case  which  in  the  past  may  have 
been  classified  as  undiagnosed  gastrointest- 
inal bleeding.  An  early  x-ray  and/or  gas- 
troscopy may  be  necessary  for  identification 
of  an  acute  ulcer. 

R.P.,  this  52-year-old  woman,  had  a one  month 
history  of  epigastric  pain  which  was  not  related 
to  food.  Hematemesis  and  melena  had  been  pres- 
ent. Gastric  analysis  demonstrated  free  acid.  Her 
past  history  was  non-contributory  except  for  an 
excessive  consumption  of  alcohol.  The  liver  was 
enlarged  and  other  clinical  findings  suggested  Laen- 
nec’s  cirrhosis  which  was  confirmed  by  biopsy. 
Esophageal  varices  could  not  be  demonstrated  by 
x-ray  but  a gastric  lesion  was  disclosed. 
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X-ray  showed  a small  or  moderate-sized  oval 
niche  on  the  lesser  curvature  of  the  prepyloric 
region.  This  was  diagnosed  as  benign  ulcer  at  first 
examination. 

A serial  presentation  of  this  same  niche  made  two 
weeks  apart  without  evidence  of  healing  after  medi- 
cal therapy  had  been  instituted,  and  with  further 
critical  obseiwation  one  could  say  that  the  niche 
does  not  project  as  far  beyond  the  stomach  line 
as  would  appear  on  the  first  examination.  In 
other  words,  it  is  within  the  limits  of  the  wall  of 
the  stomach  and  therefore  can  be  considered  an  ul- 
cer with  a meniscus  sign,  and  when  such  can  be 
obseiwed,  the  diagnosis  of  cancer  can  be  made. 

The  type  of  bleeding  could  have  fitted 
perfectly  with  varices  of  the  esoghagus  but 
also  equally  well  with  a peptic  ulcer  or  gas- 
tric carcinoma. 

The  next  case  is  that  of  T.S.,  a 54-year-old  man 
who  had  a sudden  onset  of  fullness  in  the  abdomen 
after  a large  meal.  The  following  day  he  com- 
plained of  weakness  and  passed  a tarry  stool.  Three 
days  later  he  had  hematemesis.  His  past  gastro- 
intestinal history  was  uninfonnative.  There  were 
no  important  physical  signs. 

Serial  examination  made  about  two  weeks  apart 
shows  very  clearly  a small  projecting  niche  on  the 
lesser  cuiwature  of  the  duodenal  bulb  and  with  the 
knowledge  of  that  niche  having  been  present  at  the 
first  examination,  it  is  not  difficult  to  realize  that 
a residual  of  that  niche  is  present  two  weeks  later 
after  medical  therapy  and  it  is  a classical  example 
of  duodenal  ulcer. 

We  wish  to  emphasize  the  importance  of 
early  investigation  in  patients  who  are 
bleeding.  At  our  hospital  we  are  now  doing 
gastrointestinal  studies  on  patients  with 
bleeding  within  the  first  24  hours  of  ad- 
mission on  the  basis  that  we  believe  we  can 
demonstrate  the  lesion  at  that  time  and 
establish  the  diagnosis,  without  waiting  a 
week  or  ten  days  for  the  bleeding  to  stop 
and  the  lesion  to  heal  and  then  not  be  able 
to  find  it. 

This  case  would  demonstrate  very  readily 
that  if  we  had  waited  a few  weeks  before 
examination,  we  might  not  have  recognized 
this  small  elevation  on  the  lesser  curvature 
as  being  that  of  a duodenal  ulcer. 

One  would  expect  a duodenal  ulcer  be- 
cause of  the  initial  melena  but  then  subse- 
quent hematemesis  would  raise  a doubt  as 
to  this  diagnosis.  This  case  joins  the  large 
number,  about  50%  of  peptic  ulcers  in  which 
hemorrhage  is  the  first  symptom.  While 
this  percentage  is  impressive  as  is  the  fact 
that  a large  proportion  of  gastrointestinal 
hemorrhages  are  due  to  duodenal  ulcer,  we 
must  not  be  too  prone  to  conclude  that  a 
given  case  of  bleeding  indicates  peptic  ulcer. 


It  is  unfortunate  that  the  case  with  the  most 
clear-cut  x-ray  evidence  of  a tumor  of  the  small 
intestine  did  not  have  evidence  of  bleeding.  The 
patient  was  a man  of  44  years  who  for  five  weeks 
had  complained  of  epigastric  distress  ten  or  fifteen 
minutes  after  meals.  Type  of  diet  did  not  influence 
the  pain,  which  was  referred  to  the  left  hypochon- 
drium  and  costovertebral  angle.  He  had  lost  about 
50  pounds. 

A tumor  was  palpable  which  was  thought  to  be 
kidney.  Barium  studies  of  colon  and  stomach  were 
normal  but  duodenal  polyps  were  demonstrated. 
Intravenous  pyleograms  showed  a double  ureter 
on  the  left  and  an  outline  of  the  kidney  suggest- 
ing cystic  disease.  Cystoscopy  disclosed  a uretero- 
cele in  the  upper  ureter  which  was  incysed.  Pain 
and  evidence  of  urinary  infection  was  pi’esent  at 
inteiwals.  After  a period  of  observation  a laparot- 
omy was  perfonned  and  an  adenocarcinoma  of  the 
jejunum  with  metastasis  to  the  capsule  of  the  left 
kidney  was  found.  These  findings  gave  good 
reason  for  the  preponderance  of  urinary  symptoms. 

These  lesions  of  the  small  intestines  are 
very  difficult  to  demonstrate  radiological- 
ly.  Most  often  the  filling  defect  which  may 
be  present  in  one  or  other  of  the  loops  of 
small  intestines  is  not  recognized.  In  this 
case  you  could  see  in  the  distal  jejunum  an 
irregularity  and  constriction  of  the  lumen  of 
the  gut  with  distention  of  the  loops  proxi- 
mal to  the  lesion.  This  was  rather  charac- 
teristic of  an  adenocarcinoma  of  the  small 
intestine. 

Tliose  lesions  which  are  more  extensive, 
such  as  lymphosarcoma  of  the  small  in- 
testine, may  be  demonstrated  by  the  fact 
that  the  portion  of  the  small  intestine  in- 
volved is  dilated  or  the  lumen  is  larger  than 
the  proximal  and  distal  loops  from  it  and  in 
that  manner  the  filling  defect  can  be  more 
readily  recognized  along  with  the  dilatation 
of  the  gut  and  a diagnosis  can  be  made. 

In  a study  of  small  intestinal  tumors  at 
the  Lakeside  Hospital  from  1933  to  1946, 
Dr.  Carroll  Dundon  reports  62,  44  of  which 
were  benign  and  18  malignant.  Four  of  the 
latter  had  melena.  The  incidence  of  bleed- 
ing in  the  benign  group  was  unfortunately 
not  noted  but  Rankin  and  Newell  reported  a 
series  of  35,  3 with  hematemesis  and  one 
with  melena.  If  hematemesis  occurs  in  a 
duodenal  or  high  jejunal  tumor,  it  is  not 
helpful  in  differential  diagnosis  but  melena 
in  the  presence  of  a radiologically  normal 
esophagus,  stomach,  duodenum  and  colon  and 
a negative  sigmoidoscopic  examination, 
should  lead  one  to  do  serial  fluoroscopic  and 
x-ray  studies  as  barium  passes  through  the 
small  intestine. 
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Diverticuli  of  the  usual  variety  and 
Meckel’s  diverticulum  may  bleed  also  and 
give  as  bizarre  and  variable  histories  as  do 
tumors. 

J.D.,  a case  of  a 56-year-old  man  who  developed 
pain  in  the  right  lower  abdominal  quadrant  after 
heavy  lifting.  For  one  year  thereafter  there  were 
intermittent  bouts  of  pain  in  the  same  location  and 
during  another  year,  before  admission  to  the  hos- 
pital, the  pain  increased  in  severity.  He  had  had 
tarry  stools  with  bright  blood  on  the  surface  seven 
months  before  admission.  Progressive  weakness 
had  developed  and  there  was  a weight  loss  of  34 
pounds.  A mass  was  palpated  in  the  right  lower 
quadrant  jyjd  a barium  enema  revealed  a filling 
defect  in  the  cecum  which  on  operation  proved  to 
be  adenocarcinoma.  Dilated  hemorrhoidal  veins 
were  noted  at  the  anal  orifice. 

The  first  radiograph  made  following  partial 
evacuation  of  the  contrast  material,  showed  an  ir- 
regular oval  filling  defect  in  the  region  of  the 
cecum. 

A spot  pressure  radiograph  over  this  region  of 
the  bowel  presented  a large  homogeneous  filling  de- 
fect with  sharp  borders  at  the  upper  margin.  This 
shelf-like  defect  in  the  ascending  colon  where  it 
comes  in  to  the  cecum  is  rather  characterstic  of 
most  malignant  tumors  of  the  large  bowel. 

In  this  case  we  find  typically  tarry  stools 
occurring  in  a high  colonic  lesion.  Had  the 
stools  been  less  of  a tarry  character,  they 
would  have  conformed  more  to  the  usual  pat- 
tern. Streaks  of  blood  on  the  surface  of 
the  tarry  material  were  a hemorrhoidal  con- 
tribution. 

M.F.,  a woman  aged  54,  first  pi’esented  herself 
for  examination  because  of  slight  rectal  bleeding 
at  intervals.  This  was  frequently  associated  with 
a constipated  stool  and  dilated  veins  could  be  dem- 
onstrated in  the  rectal  canal.  The  blood  was  al- 
ways bright.  Her  only  other  symptoms  were  oc- 
casional nausea  and  heartbum.  She  had  lost  ten 
pounds  but  was  not  anemic. 

A sigmoidoscopic  examination  disclosed  a normal 
mucosa  above  the  internal  sphincter.  A barium 
enema  showed  a solitary  polyp  in  the  descending 
colon.  The  lesion  was  resected  about  three  years 
after  first  being  observed.  There  was  beginning 
malignant  change  in  the  polyp  but  not  in  the  stalk 
or  surrounding  mucosa. 

This  is  one  of  those  classical  examples  of  polyps 
of  the  colon.  The  first  examination,  made  on  July 
13,  1945,  disclosed  a circular  mass  in  the  lower 
portion  of  the  descending  colon.  Spot  pressure 
radiographs  serially  made  at  this  time  each  dem- 
onstrates the  lesion  veiy  clearly. 

An  examination  made  on  Febmary  27,  1946 — 
about  eight  months  later,  shows  again  in  the  lower 
descending  portion  of  the  colon  an  irregular  oval 
mass.  It  is  irregular  because  some  of  the  contrast 
material  is  obliterating  part  of  its  outline.  These 
lesions  may  be  overlooked  now  and  then  because 
of  failure  to  do  a double  contrast  enema,  that  is, 
after  the  partial  evacuation  of  the  barium,  air  is 
injected  in  order  to  give  the  black  and  white  con- 
trast. 


An  examination  was  made  at  the  same  time  with 
most  of  the  contrast  material  having  left  this  por- 
tion of  the  colon,  leaving  a coating  of  barium  on 
the  polyp.  The  base  can  be  readily  observed  at 
this  level  and  the  surface  of  the  polyp  easily  out- 
lined. 

The  next  and  last  examination,  made  on  Novem- 
ber 16,  1948,  shows  again  this  same  polyp  in  the 
same  region  coated  with  the  contrast  material  and 
surrounded  by  the  gas  that  has  been  injected  into 
the  colon. 

It  has  been  stated  that  perhaps  70%  of 
malignant  lesions  of  the  colon  are  within  the 
reach  of  the  sigmoidoscope  and  a very  large 
number  with  an  eventual  diagnosis  of  cancer 
of  the  rectum  have  been  treated  for  hemor- 
rhoids. 

Rectal  bleeding  is  one  of  the  most  com- 
mon complaints  referable  to  the  gastro- 
intestinal tract.  There  are  many  causes — 
cancer,  polyps  and  diverticuli  in  the  upper 
reaches  of  the  colon  which  are  of  particular 
diagnostic  significance.  The  blood  is  usually 
fresh  and  when  on  the  surface  of  a stool  in- 
dicates a more  distal  lesion  than  when  mixed 
through  it. 

In  the  rectum  polyps  which  ulcerate  have 
about  30%  more  chance  of  being  malignant 
than  those  which  do  not.  This  probably  ap- 
plies to  polyps  in  the  colon  also  and  one  may 
infer,  therefore,  that  bleeding  in  the  pres- 
ence of  a polyp  should  be  an  impelling  reason 
for  its  removal.  Certainly  a further  truism 
is  that  bleeding  hemorrhoids  should  not 
deter  one  from  investigation  of  the  colon 
by  sigmoidoscopic  examination  and  barium 
enema  to  determine  any  other  possible 
causes  of  bleeding. 

. SUMMARY 

In  summary  we  are  forced  to  conclude 
that  gastrointestinal  bleeding,  similar  to 
most  other  symptoms  and  findings  in  medi- 
cine, cannot  be  classified  in  a completely  sat- 
isfying fashion.  It  would  be  very  helpful  if 
hematemesis  always  indicated  an  esopha- 
geal or  gastric  lesion  and  melena  invariably 
one  below  the  pyloric  sphincter. 

The  cases  of  gastrointestinal  hemorrhages 
which  we  have  presented  indicate  rather  the 
opposite,  although  there  are  a statistically 
significant  number  in  any  large  series  which 
do  follow  such  a rule. 

Other  observations  are: 

1.  The  amount  of  bleeding  and  the  size 
or  character  of  a lesion  cannot  be  readily 
correlated. 
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2.  A tarry  stool  may  result  from  as  little 
as  50  c.c.  of  blood. 

3.  A single  hemorrhage  may  give  tarry 
stools  for  several  days. 

4.  Tarry  stools  do  not  necessarily  arise 
from  a situation  above  the  ileocoecal  valve. 

5.  Bright  blood  mixed  with  a stool  is 
indicative  of  a higher  colonic  lesion  than 
blood  on  the  surface  of  a stool. 

6.  Determinations  of  blood  urea  nitrogen 


are  a fairly  reliable  index  to  the  amount 
of  bleeding,  providing  it  is  not  colonic  in 
origin  and  providing  also  shock  an  impaired 
renal  function  are  not  present. 

7.  The  character  of  blood  in  the  stool  is 
partly  dependent  upon  the  motility  of  the 
intestinal  tract. 

8.  To  ascribe  rectal  bleeding  to  hemor- 
rhoids with  no  further  investigation  is  an 
invitation  for  disastrous  consequences. 


* * 
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The  diabetic  with  complicating  illness  or 
injury  presents  problems  which  the  practi- 
tioner must  frequently  face.  Joslin^i)  has 
estimated  that  there  are  one  million  known 
diabetics  in  the  United  States.  The  Oxford 
survey (2)  showed  that  in  a community  of 
3500  persons  tested  there  were  40  known  di- 
abetics and  30  diabetics  discovered.  On 
this  basis,  it  is  believed  that  there  is  one  un- 
known diabetic  for  each  known  diabetic. 
The  prevalence  of  diabetes  and  the  special 
problems  created  by  its  complications  will 
tax  the  ability  of  the  most  resourceful  prac- 
titioner. An  outline  of  the  basic  principles 
of  therapy  in  diabetic  acidosis  and  in  the  di- 
abetic requiring  surgery  will  be  helpful  to 
all  physicians. 

DIABETIC  ACIDOSIS 

Diabetic  Acidosis  and  diabefic  coma  are 
among  the  most  sbrious  conditions  found  in 
medical  practice.  They  constitute  real  medi- 
cal emergencies  that  demand  immediate, 
often  heroic  and  always  skillful  manage- 
ment. The  profound  alteration  in  body  me- 
tabolism in  acidosis  makes  rapid,  effective 
treatment  mandatory.  Treatment  should 
continue  around  the  clock  with  close  super- 
vision by  the  physician. 

The  following  case  history  illustrates 
some  of  the  principles  of  therapy  in  diabetic 
acidosis: 

CASE  1:  C.  W.,  a 32  year  old,  white  male  dia- 

betic entered  University  Hospital  on  July  30,  1948, 
complaining  of  dimness  of  vision  in  both  eyes  since 

♦Read  before  the  Annual  Sessions  of  the  Nebraska  State 
Medical  Convention,  May,  1949. 


January,  1948.  He  had  been  treated  elsewhere 
with  eye  drops  since  the  onset  of  his  present  com- 
plaint, but  the  vision  of  the  right  eye  had  gradu- 
ally diminished  until  in  May,  1948,  it  was  almost 
completely  lost.  The  vision  of  the  left  eye  re- 
mained stable  under  treatment.  He  had  been  a 
known  diabetic  since  the  age  of  nine,  and  previous 
to  entry  had  been  taking  10  units  of  regular  insulin 
morning  and  evening.  According  to  the  patients’s 
statement  he  was  under  diabetic  control. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  male  in  no  apparent  distress. 
The  right  pupil  was  smaller  than  the  left;  both 
were  fixed  and  irregular.  Visual  acuity  of  the 
right  eye  was  limited  to  perception  of  hand  move- 
ments at  6 inches;  of  the  left  eye,  fingers  at  10 
feet.  Ocular  tension,  right  eye  12  mm.  of  mercui’y 
and  left  eye  60  mm.  of  mercury.  Fundoscopic 
examination  showed  rather  severe  diabetic  retinop- 
athy of  both  eyes. 

Shortly  after  admission,  the  patient  began  com- 
plaining of  dizziness,  nausea,  thirst,  and  began 
vomiting.  He  became  somnolent  but  roused  quite 
easily.  Urinalysis  showed  4 plus  sugar  and  4 plus 
acetone.  The  blood  sugar  was  reported  as  640  mgm. 
per  cent.  Medical  consultation  was  obtained  and 
the  patient  was  immediately  started  on  therapy. 
(Figure  1).  Initially,  50  units  of  regular  insulin 
was  given  intravenously  and  50  units  subcutaneous- 
ly. Also  2000  cc.  of  1/6  M.  lactate  was  given  dur- 
ing the  first  three  hours.  Thi'ee  hours  after  initi- 
ation of  therapy  he  was  still  mentally  confused  and 
vomiting.  Urinalysis  showed  3 plus  sugar  and  4 
plus  acetone.  One  hundred  units  of  regular  insu- 
lin was  given  subcutaneously  and  1000  cc.  of  nor- 
mal saline  intravenously. 

Six  hours  after  initiation  of  therapy,  ui’inalysis 
showed  3 plus  sugar  and  3 plus  acetone.  The  pa- 
tient showed  further  clearing  of  the  sensorium  and 
was  able  to  take  fluids  by  mouth.  Another  100 
units  of  regular  insulin  was  given.  At  the  tenth 
hour,  urinary  acetone  and  sugar  were  between  2-3 
plus.  Another  100  units  of  insulin  was  given  with 
oral  fluids  continued.  At  the  14th  hour,  urinary 
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acetone  was  2 plus  and  the  sugar  was  2 plus. 
Seventy-five  units  of  regular  insulin  was  given  at 
this  time.  At  the  16th  hour,  urinary  acetone  was  a 
trace,  sugar  was  negative.  His  sensorium  was 
clear  and  the  patient  was  beginning  to  perspire 
slightly.  He  was  then  given  two  ounces  of  sweet- 
ened orange  juice  every  hour  until  sugar  appeared 
in  the  urine.  Twenty  hours  after  treatment  be- 
gan, the  carbon  dioxide  combining  power  was  75 
volumes  per  cent  and  the  blood  sugar  66  mgm.  per 
cent.  The  patient  was  placed  on  a diet  of  1745  cal- 
ories with  170  gms.  of  carbohydrate,  75  of  protein 
and  85  of  fat.  Later,  the  diet  was  increased  to  215 
gms.  of  carbohydrate,  90  of  protein  and  80  of  fat. 
Diabetic  control  was  maintained  with  20  units  of 
protamine  zinc  insulin  and  30  units  of  regular  in- 
sulin, mixed^  and  given  each  morning.  Duiang  his 
hospital  stay,  several  surgical  procedures  on  the 
eye  produced  minor  fluctuations  in  blood  and  urin- 
ary sugar  with  one  brief  episode  of  acetonuria 
which  was  easily  controlled. 

Inadequate  insulin,  either  endogenous  or 
exogenous,  is  a very  common  cause  of  dia- 
betic acidosis.  Often  there  is  a history  that 
the  patient  felt  nauseated  or  ill  and  failed 
to  eat  his  regular  diet.  Some  patients  feel 
that  in  the  presence,  of  an  infection  they  do 
not  like  to  eat  and  reduce  or  omit  their  in- 
sulin. Some  patients  will  say  they  omitted 
their  insulin  as  they  did  not  eat  and  feared 
a hypoglycemic  reaction.  All  diabetics  must 
be  taught  to  take  insulin  regularly.  When 
there  is  an  acute  illness,  the  insulin  must  be 
continued,  if  there  is  fever  an  additional  me- 
tabolic burden  is  added  and  insulin  require- 
ments are  considerably  increased.  Fear  of  a 
hypoglycemic  reaction  has  been  unduly  em- 
phasized and  many  patients  fail  to  take  suf- 
ficient insulin  rather  than  risk  the  unpleas- 
antness of  a reaction. 

Marble pointed  out  that  the  careless 
patient  and  the  one  in  whom  the  diabetes  is 
controlled  with  difficulty  are  most  likely  to 
develop  diabetic  coma.  While  stressing  the 
importance  of  lack  of  insulin  in  causing  di- 
abetic acidosis,  one  should  never  minimize 
other  factors  which  are  often  equally  im- 
portant. Any  one  of  the  conditions  compli- 
cating diabetes,  as  infections,  trauma,  die- 
tary indiscretion,  or  failure  to  take  insulin 
may  throw  the  patient  out  of  control  and 
plunge  him  into  acidosis.  Acute  gastroen- 
teritis, intestinal  obstruction  and  severe  in- 
fections are  among  the  most  common  in  up- 
setting metabolic  balance. 

Impressive  clinical  findings  are  marked 
dehydration  and  stupor  or  coma  due  to  the 
acidosis.  Therefore,  the  basic  principles  of 
therapy  include:  insulin  in  adequate  dosage 
to  reduce  ketone  formation  and  ketonemia, 


and  fluids  in  amounts  necessary  to  over- 
come the  dehydration  and  allow  renal  elimi- 
nation of  ketone  bodies.  Twenty  to  forty 
units  of  insulin  every  3 to  4 hours  are  not 
adequate,  but  100  to  500  units  are  needed 
to  bring  the  patient  out  of  coma.  There  are 
other  important  aspects  of  treatment,  such 
as  maintaining  body  warmth,  electrolyte 
balance,  and  the  search  for  and  treatment 
of  infections  which  may  be  the  precipitating 
factor  of  the  acidosis. 

INSULIN 

The  importance  of  large  amounts  of  in- 
sulin in  the  first  three  hours  of  the  treat- 
ment of  coma  proposed  by  Root<^>  and  Jos- 
lin<5. 6)  cannot  be  over-emphasized.  As 

Clinical  Course  and  Trcatment  or  Patient  with  Diabetic  Acidosis 
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FIGURE  1 

A summary  of  the  clinical  course  and  treatment  of  C.  W., 
32-year-old  white  male  who  entered  University  Hospital  in  se- 
vere acidosis. 

soon  as  the  diagnosis  of  diabetic  coma  has 
been  established  large  doses  of  regular  in- 
sulin should  be  given  subcutaneously.  Jos- 
lin(^>  states  that  since  he  has  increased  the 
amount  of  insulin  in  the  first  three  hours  to 
an  average  of  206  units  per  patient,  the  mor- 
tality in  his  clinic  has  dropped  from  35% 
to  9.4%  in  unconscious  cases.  General  mor- 
tality has  dropped  to  1.5.%  At  Duke  Uni- 
versity the  mortality  from  diabetic  coma, 
after  other  causes  of  death  have  been  ex- 
cluded, was  18.5%  as  shown  by  a review  of 
all  admissions  from  1930-1946.  We  believe 
that  in  coma,  100  to  200  units  of  regular  in- 
sulin should  be  given  at  once  and  repeated 
every  hour  or  two  until  a satisfactory  clinic- 
al response  is  obtained  and  glycosuria  and 
acetonuria  diminished.  Some  prefer  to  give 
50  units  every  half  hour  until  consciousness 
has  been  regained.  If  no  response  is  ob- 
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tained  in  three  hours,  higher  dosage  should 
be  employed.  In  very  severe  cases,  Joslin(3> 
has  recommended  from  500  to  1000  units  and 
more  in  the  first  two  hours.  Some  have  ad- 
vocated mixtures  of  protamine  and  regular 
insulin.  It  has  been  our  policy  to  use  un- 
modified insulin  nearly  always,  by  subcu- 
taneous injection.  Little  will  be  gained  by 
the  intravenous  injection  of  insulin,  though 
some  authors  have  advocated  it.  After  the 
patient  regains  consciousness  and  within  18 
to  24  hours,  a soft  diet  may  be  begun'  and 
protamine  zinc  insulin  started. 

Of  equal  importance  in  the  treatment  of 
diabetic  acidosis  is  the  prompt  administra- 
tion of  an  adequate  amount  of  fluid.  The 
controversy  concerning  the  use  of  glucose 
solutions 5. 10)^  normal  saline  or  Ringers 
solution  intravenously  we  believe  to  be  of 
minor  significance.  The  important  factor 
is  to  supply  fluids  promptly  and  within 
these  limits,  the  type  of  fluid  used  is  rela- 
tively unimportant. 

In  diabetic  coma,  the  administration  of 
two  liters  of  normal  saline  solution  in  the 
first  few  hours  is  usually  advisable.  Fol- 
lowing this,  fluid  administration  should  be 
based  on  clinical  evidence  of  dehydration, 
blood  carbon  dioxide  combing  power,  and 
acetone  bodies  in  the  urine.  Inspection  of 
the  tongue,  mucous  membranes  and  skin 
turgor  are  reliable  indices  of  the  fluid  needs 
of  the  patient.  Hematocrit  and  blood  spe- 
cific gravity  determinations,  when  available, 
are  more  accurate  estimates  of  dehydration 
and  the  amount  of  fluid  therapy  needed. 

Acidosis  may  also  be  corrected  by  the  ad- 
ministration of  sixth  molar  lactate  solutions 
intravenously.  When  lactate  is  used,  a rough 
estimate  of  amount  needed  may  be  deter- 
mined as  follows:  Subtract  the  initial  car- 

bon dioxide  combining  power  in  volumes  per 
cent  from  the  desired  carbon  dioxide  comb- 
ing power.  (Figure  2).  multiply  this  by 
0.45,  a factor,  which  is  the  milli-moles  of 
base  required  to  raise  the  carbon  dioxide 
combining  power  of  one  liter  of  body  fluid 
one  volume  per  cent.  Multiply  this  product 
by  two-thirds  of  the  body  weight  in  kilo- 
grams (two-thirds  of  the  body  weight  in 
kilograms  will  give  the  approximate  number 
of  kilograms  or  liters  of  body  fluid  of  the 
patient) . This  last  product  will  be  the  num- 
ber of  milli-moles  or  cubic  centimeters  of 
molar  sodium  lactate  needed.  If  one-sixth 
molar  sodium  lactate  is  to  be  used,  multiply 


by  six  to  determine  amount  needed.  In  mak- 
ing this  calculation  it  is  best  to  use  45  vol- 
umes per  cent  as  the  desired  carbon  dioxide 
combining  power  instead  of  the  normal  value 
of  60  because  combinations  of  base  with  or- 
ganic acids  undergoing  oxidation  will  usual- 
ly give  an  additional  increase  in  the  carbon 
dioxide  combining  power  of  from  15  to  20 
volumes  per  cent. 

If  the  patient  is  in  acidosis  but  not  in 
coma,  fluids  by  mouth  as  broths,  tea  and 
sugar,  carbonated  drinks  and  water  can  be 
given^ii).  Later  fruit  juices,  thin  cereal 
mixtures  and  water  should  frequently  be  of- 
fered. Usually  under  these  conditions,  twen- 


ALKAUNtZATION  WITH 
MOLAR  SODIUM  LACTATE 


FORMULA 


% WEIGHT 

y 

coj  Rise 

^1  FACTOR 

KILO 

VOL.  % 

.45 

cc.  MOLAR 

SODIUM 

lactate 


cc.  MOLAR 
SODIUM  LACTATE 


6 


cc.  % MOLAR 
SODIUM  lactate 


FIGURE  2 

Method  of  calculating  the  amount  of  molar  lactate  required 
to  correct  acidosis. 


ty-five  to  fifty  units  of  regular  insulin  every 
two  hours  will  suffice  for  rapid  recovery  and 
allow  a check  on  the  urine  between  each  dose 
to  determine  further  requirements.  A six 
hour  schedule  is  desirable  in  these  cases, 
and  also  in  the  more  severe  cases  as  soon  as 
oral  feedings  are  begun.  A liquid  diet  of 
approximately  1500  calories,  divided  into 
four  equal  feedings  should  be  used  and  in- 
sulin administered  before  each  meal  every 
six  hours.  With  this  schedule,  blood  and 
urine  findings  taken  during  one  period  will 
be  roughly  comparable  to  those  at  the  same 
relative  time  of  the  other  three  periods  and 
treatment  will  be  simplified. 


Recently  the  importance  of  potassium  and 
phosphorous  depletion  has  been  stressed. 
Holler was  the  first  to  present  a case  of 
diabetic  coma  in  which  the  patient  continued 
to  have  respiratory  distress  in  spite  of  re- 
covery from  acidosis.  Respiratory  embar- 
rassment became  so  severe  that  a respir- 
ator was  required.  Blood  potassium  was 
found  to  be  9.8  mgm.  per  cent.  One  and  five- 
tenths  gms.  of  potassium  chloride  as  a two 
per  cent  solution  in  distilled  water  over  a pe- 
riod of  35  minutes  was  given.  The  patient’s 
condition  was  so  critical  that  artificial  res- 
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piration  had  to  be  resumed  several  times 
during  the  infusion.  Dramatic  improvement 
was  evident  within  twenty  minutes  of  the 
completion  of  the  injection;  breathing  be- 
came normal  and  full  expansion  of  the  chest 
muscles  and  good  diaphragmatic  excursion 
was  observed.  Subsequently  200  cc.  of  two 
per  cent  solution  of  potassium  chloride  mixed 
with  an  equal  amount  of  sodium  chloride  was 
given  with  partial  recovery.  Potassium  ci- 
trate 2 gms.  hourly  was  given  by  mouth  fol- 
lowed by  1 gm.  at  hourly  intervals  for  two 
doses.  After  this  there  was  complete  re- 
covery and  a serum  potassium  reading  taken 
when  the  diabetes  was  controlled  was  19.7 
mg.  per  hundred  cubic  centimeters. 

The  decreased  potassium  in  the  blood  was 
thought  to  be  due  to  dehydration  or  diuresis 
with  increase  urinary  potassium  excretion. 
Atchley  et  aP^^)  noted  that  during  a period 
of  insulin  withdrawal,  there  was  a sharp 
rise  in  urinary  excretion  of  potassium.  The 
loss  of  body  base  was  accompanied  by  an  in- 
creased loss  of  water  and  glycosuria.  It 
would  seem  that  the  chief  factor  would  be 
dehydration  and  loss  of  intercellular  electro- 
lyte to  such  an  extent  that  potassium  is 
shifted  from  the  cells  to  the  intercellular 
fluid  and  plasma. 

At  times,  after  a patient  recovers  con- 
sciousness from  diabetic  coma,  there  may 
be  respiratory  distress  without  any  evidence 
of  pulmonary  or  cardiac  pathology.  Breath- 
ing may  become  rapid  and  shallow,  the  sec- 
ondary muscles  or  respiration  called  into  ac- 
tion and  swallowing  became  very  difficult. 
Low  serum  potassium  has  long  been  known 
to  result  in  the  paralysis  of  the  voluntary 
muscles  and  give  a clinical  picture  as  just 
described.  It  is  encountered  in  familial  per- 
iodic paralysis  and  in  chronic  nephritis. 

In  the  treatment  of  diabetic  coma  large 
amounts  of  insulin  are  given  that  reduce 
blood  sugar  and  produce  diuresis.  Intra- 
venous fluids  are  also  administered  that 
lead  to  further  diuresis.  Shortly  after  the 
discovery  of  insulin  Harrop  and  Benedict 
showed  a well  defined  reduction  in  plasma  po- 
tassium occurred  in  diabetics  after  the  ad- 
ministration of  insulin.  Later they 
showed  a decrease  in  serum  potassium  coin- 
cident with  a fall  in  blood  sugar  in  patients 
in  diabetic  coma.  There  is  evidence  that 
the  potassium  is  lost  by  the  body  through 
the  use  of  insulin  and  diuresis. 

Administration  of  potassium  promptly 


corrects  the  acute  potassium  deficiency. 
Intracellular  fluid  is  reconstituted,  extra 
cellular  fluids  added  and  normal  cellular 
function  restored.  Muscle  irritability,  elec- 
trocardiographic changes  and  respiration 
all  return  to  normal  after  treatment  with 
potassium.  Nicholson  and  Branning^*)  re- 
ported a 28  year  old  woman  who  entered  the 
hospital  in  diabetic  coma.  She  regained 
consciousness  within  8 hours  of  treatment 
but  later  experienced  difficulty  in  breath- 
ing, inability  to  swallow,  and  extreme  weak- 
ness. She  died  in  collapse  thirty-seven 
hours  after  admission  though  the  blood  sug- 
ar and  the  serum  carbon  dioxide  combining 
power  had  been  normal  for  twelve  hours 
and  neither  sugar  nor  acetone  had  been  ob- 
served in  her  urine  for  the  preceding  twen- 
ty-four hours.  Her  death  was  attributed 
to  an  acute  potassium  deficiency.  A second 
patient  was  also  observed  to  have  acute  po- 
tassium deficiency,  but  since  Holler’s  re- 
port condition  was  recognized  and 

she  was  given  0.6  gms.  of  potassium  chlor- 
ide by  mouth  every  half  hour  for  6 doses. 
Her  respiratory  distress  was  quickly  re- 
lieved and  within  2 hours  she  was  subjec- 
tively improved.  There  were  no  recurrences 
and  she  made  a complete  recovery.  Frenk- 
el, Groen  and  Willebrands<^®^  reported  a 56- 
year-old  woman  in  diabetic  coma  that  sub- 
sequent to  routine  treatment  developed  res- 
piratory distress,  weakness,  and  cardiac  ir- 
regularities. The  condition  was  recognized 
as  potassium  depletion  and  she  was  given  2 
gms.  of  potassium  chloride  by  mouth  with 
an  early  return  to  normal.  They  postulated 
that  changes  in  respiratory  movements,  • 
electrocardiographic  changes,  or  inverted 
P2  and  slurred  ,QRS“  and  depressed 
STi-2-3  followed  more  closely  shifts  in  po- 
tassium from  extracellular  to  intracellular 
space  than  low  blood  sugar  values.  Acute 
potassium  deficiency  is  an  important  factor 
in  the  contribution  of  the  composite  clinical 
picture  of  diabetic  coma.  It  is  believed  to  be 
a less  frequent  complication  but  one  that 
merits  early  recognition  and  immediate 
treatment. 

It  has  also  been  suggested  recently  that 
a phosphorous  loss  occurs  to  a marked  de- 
gree in  diabetic  acidosis,  with  an  increase  in 
plasma  and  urinary  phosphorus.  As  the 
phosphate  cycle  constitutes  the  mechanism 
whereby  energy  resulting  from  oxidation  is 
rendered  available  to  living  cells,  its  loss 
could  have  a marked  effect  on  the  response 
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to  treatment  in  diabetic  acidosis.  Franks 
et  abi’^>  compared  a series  of  patients  with 
diabetic  acidosis  with  controls,  to  study 
phosphorus  levels  and  effect  of  phosphorus 
administration.  Buffered  sodium  phosphate 
was  given  intravenously  in  500  cc.  amounts 
containing  1,319  mgm.  of  phosphorus.  Pa- 
tients in  diabetic  acidosis  retained  95  per 
cent  of  the  phosphate.  When  the  dose  was 
doubled,  85  per  cent  was  retained  and 

ALKALINIZATION  WITH 
MOLAR  SODIUM  LACTAFE 

EXAMPLE 

1.  WEICHT  OF  PATIENT  60  KILO 

2.  C02  COMBINING  POWEP  25  VOL. ^ 

3.  DESIRED  COj  COMBINING  POWER 45  VOL. 


[so  X yzl 

X [(45-25)  X .45]  = 

40  X 9 

350  cc.  MOLAR  sodium  LACTATE 

OR 

2160  cc.  MOLAR  SODIUM  LACTATE 

FIGURE  3 

A tj’ipical  example  of  using  the  formula  to  correct  acidosis 
in  a patient  by  use  of  calculated  amount  of  one-sixth  molar 
sodium  lactate. 

though  the  plasma  level  of  phosphorus  was 
raised,  it  subsequently  fell  to  below  normal 
values.  In  their  series,  blood  sugar  levels 
dropped  more  rapidly  in  patients  treated 
with  phosphate  than  in  the  control  group  in 
spite  of  slightly  lower  dosage  of  insulin. 
The  sensorium  in  patients  in  coma  showed 
temporary  clearing  during  phosphate  ad- 
ministration. These  authors  suggested  that 
in  cases  with  both  low  phosphorus  and  po- 
tassium plasma  levels,  buffered  potassium 
phosphate  could  be  used  effectively.  As 
both  of  these  are  potentially  dangerous 
drugs,  especially  potassium,  they  must  be 
given  slowly  and  only  when  indicated  by  ac- 
curate laboratory  determinations  of  potas- 
sium and  phosphorus  plasma  levels. 

The  main  objectives  in  the  treatment  of 
diabetic  coma  is  to  give  sufficient  amounts 
of  insulin  at  once,  and  repeat  every  one  or 
two  hours  as  the  clinical  condition  indicates. 
A second  and  equally  important  item  is  the 
administration  of  sufficient  fluids  to  main- 
tain body  water.  Most  patients  in  diabetic 
coma  are  in  a state  of  dehydration  and  need 
at  least  one  or  two  liters  of  fluid  at  once. 
Normal  saline  or  normal  saline  with  5% 
glucose  should  be  given  as  soon  as  the  pa- 
tient shows  signs  of  drowsiness  or  enters 
the  hospital  in  coma.  Molar  lactate  is  very 


effective  in  clearing  any  acidosis.  The 
amount  of  lactate  is  calculated  from  the  de- 
gree of  acidosis.  The  electrolyte  balance 
should  be  maintained  and  often  it  is  advis- 
able to  'give  potassium  chloride  or  sodium 
phosphate.  Other  aspects  of  the  treatment 
of  coma  include  preservation  of  body  heat, 
avoidance  of  trauma  or  infection  to  the  un- 
conscious patient.  If  infection  is  present  it 
should  be  vigorously  treated  with  antibiot- 
ics or  surgery.  Gavage  and  enemas  may  be 
needed  in  certain  patients  early  in  the 
course  of  the  treatment  of  coma.  The  dan- 
gers of  aspiration  pneumonia  must  be  borne 
in  mind  and  gavage  should  not  be  practiced 
until  the  patient  has  resumed  consciousness. 
(Figure  4 summarizes  the  treatment  of  dia- 
betic coma). 

SURGERY  AND  THE  DIABETIC 

The  diabetic  will  require  surgery  more 
often  than  the  average  patient.  As  a rule 
during  the  pre-  and  post-operative  period, 

TREATMENT  OF  DIABETIC  COMA 


INSULIN 

m 100  TO  500  UNITS  AT  ONCE 

(2)  Repeat  every  one  or  two  hours  as  blood  chemistry 

AND  CLINICAL  CONDITION  INDICATE 

FLUIDS 

(l>  Normal  saline- 2000  cc.-first  two  to  three  hours 

(2)  Thereapter  as  needed  to  restore  hydration 

COMBAT 

ACIDOSIS 

molar  sodium  lactate,  amount  determineo 
BY  extent  op  acidosis 

ELECTROLYTE 

BALANCE 

(1)  Check  blood  levels  potassium  and  phosphorus 

(2)  If  low.  potassium  chloride  or  sodium  phosphate 
MAY  BE  administered 

PRESERVE 

BODY  HEAT 


(1)  WARM  ROOM 

(2)  ADEQUATE  COVERS 

(3)  MOT  WATER  bottles 


(1)  treat  with  antibiotics  ip  infection  present 

combat  infection 

(2)  SEARCH  POR  REMOTE  INPECTION 

(3)  WATCH  POR  SiONS  OF  DEVELOPING  INFECTION 

Routinely  on  initiation  op  treatment  - 
thereapter  as  indicated 


FIGURE  4 

Essential  elements  in  the  proper  management  of  diabetic 
coma. 

special  attention  must  be  given  to  the  con- 
trol of  diabetes  to  avoid  acidosis.  Follow- 
ing is  the  case  of  a diabetic  who  required 
emergency  surgery  while  in  the  hospital  for 
control  of  his  diabetes. 

CASE  2:  R.  H.,  a 17  year  old  white  male,  en- 

tered University  Hospital  July  26,  1948,  complain- 
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ing  of  excessive  hunger,  thirst,  and  urination  for 
the  past  year  with  occasional  episodes  of  swelling 
of  the  ankles.  His  family  doctor  discovered  sugar 
in  the  urine  and  had  sent  him  to  the  hospital  for 
diabetic  control.  Physical  examination  was  es- 
sentially normal.  He  was  placed  on  a diet  of  2,175 
calories  with  no  resriction  of  activity.  His  diabetes 
was  well  controlled  by  40  units  of  protamine  zinc 
insulin,  mixed  with  60  units  of  regular  insulin,  giv- 
en each  morning  before  breakfast.  Under  this  re- 
gime he  at  first  had  mild  hypoglycemic  reactions 
early  in  the  morning  and  was  spilling  sugar  in  the 
afternoon.  With  the  addition  of  a bed-time  snack 
and  cutting  down  on  the  noon  meal  slightly,  his  di- 
abetes was  controlled  without  any  reactions. 

Six  days  after  admission,  the  patient  began  com- 
plaining of  right  lower  quadrant  pain  and  slight 
diarrhea.  His  temperature  was  99.4  degi’ees  and 
physical  examination  revealed  exquisite  pain  in  the 
right  lower  quadrant,  rebound  tenderness  referred 
to  this  area,  and  slight  rigidity.  Rectal  examina- 
tion revealed  tenderness  in  the  right  upper  pelvic 
region.  A diagnosis  of  acute  appendicitis  was 
made  and  surgery  advised.  The  appendix  was  re- 
moved and  found  to  be  acutely  inf  lammed.  For 
the  first  thirty-six  hours  postoperatively,  he  was 
kept  on  a liquid  diet  and  on  a modified  six  hour 
schedule  of  insulin  dosage  and  meals,  that  is,  quali- 
tative urine  tests  for  sugar  were  made  every  six 
hours  and  regular  insulin  given  as  indicated  by  the 
amount  of  spill.  His  diabetes  was  well  controlled, 
and  he  was  then  returned  to  his  regular  diet  and 
insulin  dosage. 

We  consider  any  surgical  procedure,  or 
any  infectious  process,  an  indication  for 
changing  to  the  emergency  6 hour  schedule 
of  feeding  and  insulin  therapy.  In  this  man- 
ner, close  control  of  the  blood  sugar  and  gly- 
cosuria will  be  possible  in  a period  when  it 
will  normally  fluctuate  considerably  and 
acidosis  can  be  avoided.  In  surgery  of  elec- 
tion, the  six  hour  schedule  should  be  started 
on  the  day  preceding  surgery. 

When  intravenous  fluids  are  necessary 
post-operatively,  normal  saline  solution  may 
be  used  if  only  moderate  amounts  are  need- 
ed. If  the  patient  is  unable  to  take  nourish- 
ment by  mouth  for  longer  periods  of  time, 
as  before  and  after  gastric  and  bowel  sur- 
gery or  in  gastro-enteritis,  glucose  and  the 
protein  hydrolysates  may  be  given  if  their 
caloric  value  is  determined  and  adequate  in- 
sulin given  to  effect  utilization.  This  usu- 
ally amounts  to  20  to  25  units  for  1000  cc.  of 
5 per  cent  glucose  solution  and  approximate- 
ly 30  units  for  1000  cc.  of  protein  hydroly- 
sate in  glucose.  If  these  fluids  are  admin- 
istered more  slowly  than  in  the  non-diabetic, 
utilization  will  be  satisfactory  and  diureses 
diminished.  It  is  important  to  maintain  the 
emergency  type  of  diabetic  therapy  during 
the  early  post-operative  period.  With  early 
ambulation,  it  is  usually  unnecessary  to 


maintain  the  six  hour  program  more  than 
thirty-six  to  forty-eight  hours,  but  with  the 
development  of  any  complications  such  as 
wound  infection,  diarrhea  or  vomiting,  it  is 
necessary  to  continue  this  program  until  the 
patient’s  progress  is  satisfactory.  The  in- 
creased susceptibility  of  the  poorly  con- 
trolled diabetic  to  infection  requires  exact- 
ing control  during  the  post-operative  period. 

SUMMARY 

1.  In  the  treatment  of  diabetic  acidosis, 
the  importance  of  large  doses  of  insulin  dur- 
ing the  first  three  hours  of  treatment  have 
been  emphasized,  as  well  as  the  importance 
of  intravenous  fluids  in  adequate  amounts. 

2.  The  effect  of  diabetic  acidosis  on  po- 
tassium and  phosphorus  levels  has  been  dis- 
cussed and  the  importance  of  considering 
these  factors  in  the  treatment  of  severe  di- 
abetic acidosis  emphasized. 

3.  Closely  supervised  control  of  the  dia- 
betic before,  during,  and  after  surgery  is 
recommended.  A six  hour  schedule  of  in- 
sulin administration  and  food  intake  is  sug- 
gested as  the  best  method  of  obtaining  good 
control  in  the  immediate  pre-  and  post- 
operative period  and  avoiding  acidosis. 
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Disseminated  Lupus  Erythematosis — A Report 
of  Three  Cases  of  Long  Duration 
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Unlike  chronic  discoid  lupus  erythematos- 
is, disseminated  lupus  erythematosis  is  usu- 
ally thought  of  as  an  acute  fulminating  dis- 
ease of  comparatively  short  duration.  The 
acute  form  is  rapidly  progressive  to  a fatal 
termination  within  weeks  or  months;  the 
subacute  form  usually  is  characterized  by 
periods  of  remission  which  may  last  for 
months  or  even  years.  In  a review  of  30 
cases  of  the  disseminated  type  in  Oxford 
Medicine the  duration  of  the  disease  from 
onset  to  death  varied  from  eight  months  to 
seven  years,  the  average  being  three  years. 
Primarily,  the  purpose  of  this  article  is  to 
present  three  cases  of  disseminated  lupus  of 
five  to  seven  years  duration,  one  of  which 
has  died,  the  other  two  are  still  living  and 
fairly  well.  Also  it  is  of  interest  that  two 
of  these  patients  denied  the  presence  of  skin 
manifestations  during  any  part  of  their  ill- 
ness. All  three  were  diagnosed  clinically, 
the  diagnosis  being  corroborated  by  the 
finding  of  typical  “L.E.”  (lupus  erythema- 
tosis) cells  in  the  bone  marrow  described  by 
Hargraves,  Richmond,  and  Morton 

Disseminated  lupus  erythematosis  is  one 
of  the  group  of  collagen  diseases  with  mani- 
festations of  wide-spread  involvement  of  en- 
dothelial lined  structures,  capillaries,  small 
arteries  and  veins,  endocardium,  and  syno- 
vial and  serous  membranes Pathological- 
ly, fibrinoid  degeneration  of  connective  tis- 
sue, its  collagenous  fibers,  ground  substance, 
and  elastic  fibers  are  noted.  Biopsy  of  in- 
volved skin  areas,  and  sections  of  kidney  re- 
vealing “wire  loop”  lesions  are  the  most 
characteristic  findings. 

The  etiology  is  unknown.  Infections  of 
bacterial  (streptococcal  or  tuberculous),  or 
viral  origins  have  been  postulated  but  not 
proved.  An  allergic  phenomenon  has  also 
been  considered,  but  is  found  lacking.  Pa- 
tients suffering  from  this  disease  are  sensi- 
tive to  extremes  of  heat  and  cold  and  to 
ultraviolet  light.  The  onset  of  the  disease 
usually  occurs  in  the  second  and  third  de- 
cades, and  females  predominate  in  a ratio  of 
about  five  to  one. 

Because  of  diffuse  involvement  the  symp- 
toms are  manifold,  many  tissues  and  or- 


gans being  involved,  each  patient  presenting 
a different  clinical  picture. 

Commonly,  at  some  time  during  the  illness 
skin  manifestations  are  present,  thus  the 
origin  of  the  name  of  the  disease.  These 
vary  from  typical  butterfly  erythemas  of 
the  face,  to  hemorrhagic  or  necrotic  lesions 
involving  any  skin  area.  Purple-red,  telan- 
giectatic patches  are  frequently  present  on 
the  palmar  surfaces  of  the  fingers  and 
around  the  fingernails.  All  skin  lesions 
show  a predelection  for  exposed  parts.  Skin 
lesions  may  be  absent  during  any  or  all  of 
the  course  of  the  disease  (lupus  sine  lupus). 

Migratory  arthralgias  and  myalgias  are 
commonly  present,  but  subjective  distress  is 
usually  more  prominent  than  objective  find- 
ings of  muscle  or  joint  involvement.  How- 
ever, joint  findings  typical  of  rheumatoid 
arthritis  may  be  present. 

Fever  is  constant  during  exacerbations 
and  may  be  of  high  or  low  grade.  Leuko- 
penia is  usual,  and  its  presence  is  helpful  in 
suggesting  the  diagnosis.  Normochromic  or 
hypochromic  anemia,  elevation  of  the  ery- 
throcyte sedimentation  rate,  hyperglobulin- 
emia  and  hypoalbuminemia  are  usual.  False 
positive  serologic  tests  for  syphilis  may  oc- 
cur during  exacerbations. 

Involvement  of  the  kidney  is  revealed  by 
the  findings  of  albuminuria,  hematuria,  a 
nephrotic  syndrome,  or  azotemia.  Hyper- 
tension is  infrequent  but  retinal  exudates, 
hemorrhages,  and  edema  are  common. 

Serous  sac  involvement  as  pericarditis, 
pleuritis,  or  peritonitis  with  or  without  ef- 
fusions are  frequently  noted,  and  pneumo- 
nitis may  be  seen. 

Lymph  node  involvement  especially  in  the 
cervical  area  is  frequent,  and  splenomegaly 
and  hepatomegaly  may  appear. 

Non-bacterial,  verrucous  endocarditis  has 
been  described  ably  by  Libman  and  Sacks 
and  closely  mimics  subacute  bacterial  endo- 
carditis. 

A wide  variety  of  central  nervous  system 
symptoms  may  appear  depending  on  the  lo- 
cation of  the  cerebral  vascular  involvement. 
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Bone  marrow  study  frequently  reveals 
“L.E.”  cells  which  are  characteristically  ma- 
ture polymorphonuclear  neutrophilic  leuko- 
cytes containing  large,  basophilic  digestion 
vacuoles  showing  distinct  chromatin  struc- 
ture in  the  cytoplasm.  According  to  Har- 
graves these  cells  represent  either  phago- 
cytosis of  free  nuclear  material  with  a re- 
sulting round  vacuole  containing  this  partly 
digested  material,  or  autolysis  of  one  or 
more  lobes  of  the  leukocyte.  As  yet,  these 
cells  have  been  found  only  in  the  bone  mar- 
row of  patients  having  disseminated  lupus. 

In  differential  diagnosis  other  collagen 
diseases  (as  scleroderma,  rheumatoid  arthri- 
tis, and  rheumatic  fever)  must  be  considered 
as  well  as  subacute  bacterial  endocarditis, 
and  periarteritis  nodosa. 

The  treatment  is  unsatisfactory.  Hench, 
Kendall,  Slocumb,  and  Polley<“>  have  treated 
a patient  with  Compound  E with  encourag- 
ing initial  results  but  it  is  too  early  to  know 
the  long  term  effects  of  this  therapy.  The 
numerous  other  therapeutic  agents  used 
(chemotherapeutic,  antibiotic,  antihistamin- 
ic,  quinine,  and  heavy  metals)  are  all  of 
doubtful  benefit,  and  demonstrate  the  need 
for  a true  “specific”  agent.  Avoidance  of  ex- 
tremes of  heat,  cold,  ultraviolet  light,  and 
gold  therapy  is  mandatory  as  all  these  have 
deliterious  effects. 

CASE  REPORTS 

Case  1.  H.F.U.,  age  38,  a white  farmer,  was  ad- 
mitted to  Nebraska  Methodist  Hospital  on  June  2, 
1949.  He  was  always  well  until  five  years  before 
admission  when  at  age  33  he  developed  rheumatism 
of  his  arms.  He  was  treated  by  a local  doctor  by 
removal  of  infected  teeth,  sinus  drainage,  and  in- 
tramuscular penicillin.  After  a remission  of  symp- 
toms for  six  months  his  rheumatism  became  worse 
and  involved  also  his  knees,  ankles,  and  hips.  Four 
years  ago,  he  was  treated  with  many  injections  of 
gold  salts,  and  also  bee  venom.  These  gave  no  re- 
lief. Since  the  onset  of  his  rheumatism  he  had 
bouts  of  fever  up  to  105°  F.  He  denied  any  skin 
ei-uptions.  Six  months  before  admission,  he  devel- 
oped an  attack  of  right-sided  pleurisy,  shortness  of 
breath,  and  orthopnea.  These  symptoms  persisted, 
and  gradually  ankle  edema  developed.  In  January 
1949,  he  noted  hematuria,  bleeding  ulcers  of  the 
oral  mucous  membranes,  skin  petechiae,  and  tarry 
stools,  all  of  which  lasted  for  one  week  and  were 
alleviated  by  a blood  transfusion.  Numbness  and  a 
feeling  of  swelling  of  the  tongue  and  roof  of  mouth 
occured  one  month  before  admission. 

Physical  examination  revealed  a well  developed, 
acutely  ill-appearing  man  who  was  orthopneic.  The 
temperature  varied  from  100°  to  101.5°  F.  The 
pulse  was  regular  wdth  a rate  of  120.  His  blood 
pressure  was  140/86.  His  skin  demonstrated  a 
waxy  pallor  but  no  emptions.  There  was  general- 
ized skin  edema  with  a 4 plus  pitting  edema  of  the 


feet  and  lower  legs.  The  gums  were  spongy  and 
revealed  much  pyorrhea.  Fundoscopic  examination 
was  negative.  The  mucus  membranes  of  the  con- 
junctivae  were  edematus.  Small  bean-sized,  dis- 
crete, soft,  lymph  nodes  were  found  in  the  neck 
and  supraclavicular  areas.  Heart  tones  were  not 
remarkable  and  lung  fields  were  clear  except  for 
atelectatic  rales  in  the  bases.  The  middle  lobe  of 
the  liver  was  enlarged  to  three  finger  breadths  be- 
low the  costal  margin.  The  kidneys  and  spleen 
were  not  palpable.  Although  the  joints  were  pain- 
ful, there  were  no  other  signs  of  arthritis. 

The  electrocardiogram  was  negative  except  for  a 
sinus  tachycardia  and  tendency  to  low  voltage.  Lab- 
oratory studies  revealed  a hemoglobin  of  10.3  gm.; 
red  blood  cell  count  of  3,490,000;  white  blood  cell 
count  of  8,800  with  a normal  differential;  4 plus  al- 
buminuria with  many  red  blood  cells  and  granular 
casts  in  the  sediment;  non-protein  nitrogen  of  52 
mgm.  per  100  cc.;  Kline  and  Mazzini  tests  were 
negative;  agglutinations  for  Rickettsia,  typhoid, 
undulant  fever,  and  tularemia  were  negative;  eryth- 
rocyte sedimentation  rate  was  65  mm.  per  hour 
(Wintrobe);  total  serum  protein  was  5.11  gm.  per 
100  c.c.  with  seiaim  albumin  of  4 gm.  and  serum 
globulin  of  1.1  gm.;  platelet  count  was  280,000; 
blood  cholesterol  was  130  mgm.  per  100  c.c.;  and 
two  blood  cultures  were  negative.  Chest  x-ray  re- 
vealed bilateral  hydrothorax  of  small  amount,  and 
moderate  heart  enlargement.  X-ray  of  left  hand 
and  shoulder  revealed  no  sign  of  arthritis  or  osteo- 
arthropathy. Bone  marrow  study  revealed  pres- 
ence of  typical  “L.E.”  cells.  Biopsy  of  a supra- 
clavicular lymph  node  revealed  only  inflammatory 
changes. 

5 c.c.  of  Upjohn’s  Lipoadrenal  cortex  contain- 
ing 10  mgm.  of  ll-dehydro-17-hydroxy-corticos- 
terone  was  given  daily  for  five  days  with  no  change 
in  the  patient’s  appearance  or  clinical  course.  This 
was  one  tenth  of  the  needed  dose  but  the  cost  was 
prohibitive  and  the  supply  inadequate.  He  was 
given  two  blood  transfusions,  digitalis,  a salt  poor 
diet,  and  a mercurial  diuretic  even  in  the  face  of  a 
serious  renal  lesion — all  with  no  avail.  Sodium 
salicylate  was  given  for  relief  of  his  severe  joint 
and  muscle  pains.  He  was  discharged  on  June  13, 
1949  and  died  in  his  home  town  in  August  1949. 

This  patient  demonstrated  a five  year  sur- 
vival of  disseminated  lupus,  a multiplicity 
of  organ  and  tissue  involvement,  the  pres- 
ence of  “L.E.”  cells  in  the  bone  marrotv,  and 
absence  of  skin  lesions  during  his  entire  ill- 
ness. 

Case  2.  S.G.,  a 28  year  old  unmarried  white 

woman  was  admitted  to  the  Nebraska  Methodist 
Hospital  May  31,  1949.  Her  family  stated  that  on 
May  29,  1949  she  suffered  an  attack  of  mental  con- 
fusion, blurred  vision,  unconsciousness,  and  gener- 
alized convulsions.  This  attack  lasted  one  half  hour 
with  a residual  of  nausea,  weakness,  and  slight 
mental  confusion.  Two  houi’S  prior  to  hospital  ad- 
mission confused  speech,  severe  fatigue,  word  apha- 
sia, and  another  convulsion  occurred. 

In  November  1942  she  suffered  from  a severely 
debilitating  illness  which  confined  her  to  bed  most 
of  the  time  for  the  following  three  years.  During 
this  inteiwal  she  was  stated  to  have  had  a butterfly 
ei-uption  of  the  face,  a very  high  and  prolonged 


Volume  35 
Number  3 


DISSEMINATED  LUPUS  ERYTHEMATOSIS : GREENE 


81 


fever,  precordial  pains  and  pericardial  effusion, 
bilateral  pneumonitis,  severe  arthritis  and  myalgias, 
and  thrombophlebitis  of  the  left  leg.  The  physi- 
cian who  attended  her  at  the  onset  of  her  illness 
found  a leukopenia  of  2,200,  a hemoglobin  of  11.6 
gm.,  a weakly  positive  Kahn  serologic  test,  one  plus 
albuminuria,  an  elevated  sedimentation  rate,  a 
thrombocytopenia,  and  electrocardiographic  evi- 
dence of  myocardial  damage.  A purpuric  eruption 
occurred  during  the  severest  part  of  her  illness.  A 
diagnosis  of  disseminated  lupus  erythematosis  was 
made  and  she  was  given  general  supportive  treat- 
ment, blood  transfusions,  and  quinine  therapy.  She 
made  a slow  but  incomplete  recovery  and  since  has 
suffered  from  easy  fatigue,  heat  and  cold  sensitivi- 
ty, and  muscle  and  joint  pains.  A mild  elevation 
of  her  blood  sedimentation  rate  persisted.  Her 
Kahn  test  became  negative. 

Physical  examination  at  the  time  of  hospital  ad- 
mission revealed  a temperature  of  97°  F.,  pulse  76 
per  minute,  and  a blood  pressure  of  120/70.  No 
skin  ei-uption  was  present.  General  physical  exami- 
nation was  essentially  negative  except  for  vague 
muscle  tenderness,  generalized  weakness,  word 
aphasia,  a right-sided  positive  Babinski,  and  a 
transient  nystagmus  on  fixation  to  the  right.  Lab- 
oratory studies  revealed  a persistent  one  plus  al- 
buminuria, a normal  sedimentation  rate,  a white 
blood  count  of  6,400  with  a normal  differential 
count,  a mild  normochromic  anemia,  normal  blood 
sugar  and  non-protein  nitrogen,  a total  seinim  pro- 
tein of  6.5  gm.  per  100  c.c.  with  5 gm.  of  albumin 
and  1.5  gm.  of  globulin;  two  negative  blood  cul- 
tures; negative  blood  Kline  and  Mazzini.  Spinal 
puncture  revealed  normal  pressures,  and  normal 
cytologic,  chemical,  and  serologic  tests.  The  elec- 
trocardiogram was  normal.  Skull,  heart,  and  lung 
x-rays  were  not  remarkable.  Bone  marrow  study 
was  normal  except  for  the  presence  of  cells  con- 
sistent with  “L.E.”  cells  of  lupus  erythematosis. 

The  patient  was  given  dilantin  sodium,  0.1 
gm.  three  times  a day,  and  slowly  improved  over  a 
period  of  two  months  and  when  last  heard  from  in 
November  1949  she  was  feeling  well  except  for  easy 
fatigue.  She  had  no  neurologic  residua. 

This  patient  having  survived  for  over 
seven  years  demonstrates  that  disseminated 
lupus  erythematosis  may  be  a disease  of 
long  duration.  Central  nervous  system  in- 
volvement in  her  most  recent  episode  was 
the  main  manifestation,  the  only  other  char- 
acteristic finding  being  the  “L.E.”  cells 
found  in  the  bone  marrow.  During  the  ear- 
ly part  of  her  illness  skin  and  serous  sac  in- 
volvement, leukopenia,  arthralgias  and  my- 
algias, and  a septic-like  fever  were  promi- 
nent. 

Case  3.  M.H.,  a 23  year  old  white  female  school- 
teacher was  first  seen  in  the  Immanuel  Hospital, 
Omaha,  on  June  24,  1949.  Shd  complained  primarily 
of  generalized  muscle  and  joint  pains  and  stiffness 
of  five  years  duration.  She  had  lost  45  pounds  in 
that  period,  her  weight  being  89  pounds  and  her 
height  68  inches.  From  September  1948  to  January 
1949  she  suffered  from  a non-bloody  diarrhea.  In 
April  1949  following  a cold  she  developed  a cough 


which  had  persisted.  Since  March  1949  a fever  to 
102°  F.  occurred  off  and  on.  Amenorrhea  had  been 
present  for  two  years.  She  had  an  attack  of  scar- 
let fever  at  one  year  of  age,  a tonsillectomy  when 
18,  and  removal  of  all  teeth  one  month  before  ad- 
mission. 

Physical  examination  revealed  an  emaciated  wom- 
an, acutely  ill  with  a fever  of  101°  F.,  pulse  120, 
and  blood  pressure  of  84/64  mm.  of  mercury.  An 
anterior  nasal  septal  perforation  was  present. 
Bean-sized  axillary  and  epitrochlear  lymph  nodes 
were  found.  During  hospitalization  a transient 
pericardial  friction  nib  and  a diastolic  gallop 
rhythm  were  noted.  Finger  joints  revealed  typical 
spindling  of  the  proximal  interphalangeal  joints 
with  glossy  overlying  skin,  and  stiffness  and  tend- 
erness of  most  of  the  extremity  joints  and  neck. 
No  skin  lesions  were  present.  Chest  x-ray  revealed 
the  heart  to  be  20  per  cent  larger  than  the  predict- 
ed average,  the  enlargement  being  generalized.  The 
lung  parenchyma  was  negative.  Complete  x-rays  of 
the  gastro-intestinal  tract  and  intravenous  pyelog- 
raphy were  negative.  The  electrocardiogram  was 
normal  except  for  tachycardia. 

Laboratory  studies  revealed  a hemoglobin  of  12.1 
gm.  and  red  blood  cell  count  of  4,100,000;  leukocyte 
counts  on  separate  days  were  3,600  and  3,500  with 
a normal  differential  pattern.  The  eiythrocyte 
sedimentation  rate  was  58  mm.  per  hour  (Win- 
trobe);  and  urine  obtained  by  catheterization  re- 
vealed persistent  albuminuria,  3-5  red  blood  cells 
per  high  power  field,  and  concentration  ability  to  a 
specific  gravity  of  1.020.  Stool  examinations  were 
negative  for  blood  and  pus.  Agglutination  tests 
for  Bi-ucellosis  were  negative.  Serum  albumin  was 
2.5  gm.  per  100  c.c.  and  globulin  was  4.0  gm.  (an 
inverted  A/G  ratio).  Two  blood  cultures  were  nega- 
tive. Bone  marrow  study  revealed  typical  “L.E.” 
cells. 

Twelve  grams  of  para-aminobenzoic  acid  were 
given  daily  in  divided  doses  for  one  month  without 
benefit.  When  last  seen  November  25,  1949,  her 
temperature  was  100°  F.,  leukocyte  count  was 

3,000,  sedimentation  rate  was  55  mm.  per  hour 
(Wintrobe),  and  a 2 plus  albuminuria  was  found. 
Her  joint  distress  persisted,  but  she  had  gained  10 
pounds  and  was  feeling  better. 

This  patient  demonstrates  typical  joint 
findings  of  rheumatoid  arthritis,  but  dis- 
seminated lupus  erythematosis  is  present. 
Her  bone  marrow  revealed  “L.E.”  cells.  A 
leukopenia,  fever,  evidence  of  renal  involve- 
ment, pericarditis,  and  inversion  of  the  al- 
bumin-globulin ratio  were  found.  Skin  mani- 
festations during  any  time  of  her  illness 
were  denied.  The  duration  of  illness  so  far 
is  51/2  years. 

SUMMARY 

Three  cases  of  disseminated  lupus  eryth- 
ematosis of  comparatively  long  duration  are 
reported.  Two  are  living  and  fairly  well, 
surviving  the  disease  for  five  and  seven 
years ; one  died  after  an  illness  of  five  years. 

All  three  cases  were  diagnosed  clinically. 
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with  the  presence  of  “L.E.”  cells  in  the  bone 
marrow  being  of  corroborative  aid. 

Two  of  the  three  cases  presented  no  evi- 
dence clinically  or  historically  of  skin  lesions 
and  represent  the  “lupus  sine  lupus”  type  of 
the  disease. 

Since  disseminated  lupus  may  masquer- 
ade as  serious  renal,  cardiac,  infectious,  or 
central  nervous  system  disease,  it  is  readily 
understandable  that  the  ante  mortem  diag- 
nosis may  be  easily  overlooked. 
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PRESENTATION  OF  CASE 

DR.  DWIGHT  BRIGHAM:  A 14  month  old  girl 
entered  the  hospital  May  14,  1948  (service  of  Dr. 
Floyd  Clarke)  because  of  swelling  of  the  eyes,  feet 
and  lower  abdomen. 

About  two  weeks  prior  to  admission  the  patient 
had  showed  symptoms  of  a cold  from  which  she  ap- 
peared to  be  recovering.  Eight  days  later  the 
mother  noticed  swelling  of  the  feet  and  legs  and 
puffiness  of  the  entire  body.  The  patient  was 
drowsy  and  slept  more  than  usual.  Prior  to  the 
present  illness  the  patient  had  appeared  to  be  in 
good  health. 

Physical  examination  revealed  a well  developed, 
well  nourished  and  somewhat  irritable  child  in  no 
acute  distress.  There  was  marked  anasarca  with 
especially  pronounced  edema  of  the  eyelids,  ab- 
domen, genitalia  and  lower  extremities.  A mild 
pharyngitis  was  present  but  there  were  no  tonsillar 
lesions.  The  neck  and  chest  were  negative.  The 
abdomen  revealed  no  tenderness,  masses,  scars  or 
herniations.  The  liver  was  palpable  two  finger- 
breadths  below  the  costal  margin.  There  was  no 
fluid  discernible  in  the  abdomen. 

The  blood  pressure  was  122  systolic,  80  diastolic. 

Examination  of  the  blood  showed  a hemoglobin  of 
16  grams,  a red  cell  count  of  5,800,000  with  a white 
cell  count  of  19,000  and  a normal  differential.  The 
platelet  count  was  330,000.  The  urine  showed  a re- 
action 6.0  and  there  was  a 3 plus  albumin.  (The 
specific  gravity  was  not  done  on  date  of  admission.) 

An  uncatheterized  specimen  of  urine  obtained  two 
days  later  showed  a specific  gravity  of  1.019  with 
3 plus  albumin.  The  uncentrifuged  sediment  con- 
tained 20  to  50  white  cells  and  1 to  5 red  cells  per 
high  power  field.  Many  granular  casts  and  a few 
hyaline  casts  were  noted.  Cultures  grew  colon  ba- 
cilli, alpha  streptococci,  a few  hemolytic  staphlo- 
coccus  albus  and  a few  nonhemolytic  streptococci. 
Subsequent  urine  specimens  were  similar  in  all  re- 
spects. 

Repeat  examinations  of  the  blood  showed  a red 
cell  count  of  4,900,000  with  a hemoglobin  of  15 


grams.  The  sedimentation  rate  was  54  mm.  per 
hour;  hematocrit  38  mm.  The  cholesterol  was  1135 
mg.  per  cent.  The  serum  protein  was  2.87  gm.  per 
cent  with  0.62  gm.  of  albumin  and  2.25  gm.  of 
globulin.  The  serum  protein  remained  low;  at  one 
time  it  was  4.0  gm.  per  cent,  later  dropping  to  3.7 
gm.  per  cent.  The  non-protein-nitrogen  level  was 
115  mg.  per  cent  which  subsequently  rose  to  128.8 
mg.  per  cent. 

CLINICAL  DISCUSSION 

DR.  FLOYD  S.  CLARKE:  Cases  of  nephritis  and 
nephrosis  are  comparatively  rare  and  it  is  often 
very  difficult  to  separate  the  characteristic  symp- 
toms and  make  a diagnosis  of  one  or  the  other. 
The  symptoms  which  favored  a diagnosis  of  ne- 
phrosis were  the  marked  soft  edema,  the  extremely 
high  blood  cholesterol,  the  low  protein,  and  as  the 
disease  progressed,  the  subsequent  development  of 
a hydrothorax. 

The  sudden  onset  of  the  illness,  the  short  inter- 
val of  time  between  the  sore  throat  and  the  edema, 
the  early  high  white  cell  count,  the  elevated  blood 
pressure,  the  lethargy,  and  the  rarity  of  a true  ne- 
phrosis— I believe — pointed  to  nephritis,  postinfec- 
tious  type  (Aldrich’s  classification)  as  the  more 
probable  diagnosis. 

My  clinical  diagnosis  in  this  case  would  be  a post- 
infectious  nephritis  with  nephrotic  complications.  I 
think  it  is  quite  possible  that  the  two  processes  of 
nephritis  and  nephrosis  may  be  present  in  one  in- 
dividual— or  the  one  may  precede  the  other. 

Unfortunately,  there  is  little  one  can  do  in  the  way 
of  treatment  of  edema  outside  of  tapping.  A change 
in  posture  is  advisable,  but  in  this  case  was  of  little 
benefit.  I gave  this  baby  typhoid  vaccine — thinking 
that  a high  temperature  with  profuse  sweating 
might  reduce  the  edema.  The  edema  did  not  sub- 
side. Amigen  was  administered  without  any  ap- 
parent effect.  We  tried  serum  albumin  which  is 
quite  recent  and  extremely  expensive.  According  to 
the  literature,  serum  albumin  does  have  influence 
upon  edema  and  water  balance.  However,  we  were 
not  able  to  use  this  long  enough  to  determine  its 
value.  Transfusions  of  blood  and  plasma  were  given 
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to  no  avail.  Thoracentesis  was  carried  out  when  in- 
dicated. 

The  patient  was  given  a moderate  general  diet. 
We  did  not  forbid  water,  and  it  is  possible  we  may 
have  allowed  too  much  fluid  intake.  Bearing  in  mind 
a patient  at  this  age  takes  2 to  2%  ounces  per 
pound  in  24  hours,  we  must  not  overload  a child 
by  too  many  infusions  of  water  or  the  blood  substi- 
tutes. 

According  to  the  literature  a considerable  number 
of  nephritis  patients  have  recovered  after  contract- 
ing measles. 

DR.  RALPH  MOORE:  On  the  original  x-ray,  the 
abdomen  was  markedly  hazy.  The  patient  had  con- 
siderable edema  of  the  soft  tissues  of  the  entire 
body  and  particularly  of  the  abdominal  wall.  There 
was  also  some  fluid  along  the  right  lateral  chest 
wall.  The  gas  shadows  of  the  intestine  were 
grouped  in  a small  pocket  in  the  center,  which  may 
indicate  that  the  intestines  were  floating  above  free 
fluid  in  the  peritoneal  cavity.  The  large  amount 
of  fluid  within  the  soft  tissues  of  the  abdominal 
wall  made  it  impossible  to  discern  definitely 
whether  or  not  there  was  fluid  within  the  abdomen 
itself.  The  heart  was  not  enlarged  and  there  ap- 
peared to  be  no  pulmonary  edema  or  congestion. 

PATHOLOGIC  DISCUSSION 

Dr.  J.  R.  SCHENKEN:  Postmortem  examination 
was  limited  to  an  exploration  and  the  removal  of 
one  kidney.  The  child  show'ed  the  typical  nephrotic 
picture — with  the  puffy  face,  waxy  skin,  edema  of 
extremities  and  proti’uding  abdomen. 

As  Dr.  Moore  predicted,  we  found  fluid  both  in 
the  peritoneal  cavity  and  in  the  pleural  cavities,  with 
concomitant  atelectasis  resulting  from  the  pressure 
of  the  fluid  in  the  cavities.  The  heart  did  not  ap- 
pear to  be  enlarged,  but  was  not  weighed.  The  kid- 
ney weighed  71  grams  and  showed  a relatively 
smooth,  pale  mottled  yellow  surface.  The  fetal  lob- 
ulations were  preserved.  The  cut  section  showed 
the  striations  clear  and  distinct.  The  cortex  was 
fairly  thick  and  of  a yellow'ish  color.  Microscopi- 
cally, the  findings  were  typical  of  the  second  stage, 
or  subacute  glomerulonephritis. 

There  has  long  been^a  definite  controversy  as  to 
the  meaning  of  the  term  “nephrosis”.  Many  physi- 
cians hold  that  it  is  a definite  disease  entity  dis- 
tinct from  glomei-ulonephritis  because  it  presents  a 
fairly  clear  cut  clinical  syndrome — an  insidious  on- 
set, generalized  anasarca,  large  quantities  of  albu- 
min in  the  urine,  no  elevation  of  non-protein-nitro- 
gen or  blood  pressure,  an  elevated  blood  cholesterol, 
a low  total  serum  protein,  and  the  absence  of  red 
cells  in  the  urine.  Most  cases  will  show  red  cells 
in  the  urine  if  enough  examinations  are  done.  All 
cases  of  “nephrosis”  with  the  exception  of  those 
mentioned  below  (upon  whom  I have  performed  a 
postmortem  examination)  had  anatomic  evidence  of 
glomerulonephritis.  I am  convinced  that  “nephro- 
sis” therefore  merely  represents  a clinical  syndrome 
caused  usually  by  one  phase  of  glomerulonephritis. 
Several  years  ago  I performed  a postmortem  exam- 
ination on  a child  who  presented  a perfect  clinical 
picture  of  nephrosis.  We  found  no  kidney  disease 
but  a constrictive  pericarditis. 

True  nephrosis,  in  my  opinion,  should  be  looked 
upon  as  primarily  a tubular  disease  which  does  not 


present  the  clinical  syndrome  as  outlined  above. 

These  are  the  cases  of  kidney  disease  following  in- 
jury where  there  is  extensive  injury  to  muscle  as- 
sociated with  severe  surgical  shock — a condition 
called  lower  nephron  nephrosis.  A similar  picture 
may  occur  in  the  postoperative  patient  who  devel- 
ops a urinary  suppression.  The  post-transfusion 
kidney,  the  kidney  of  bile  nephrosis,  and  of  some 
metal  poisonings  such  as  mercuric  chloride,  are  all 
primarily  tubular  diseases  and  should  be  classified 
as  nephrosis. 

I like  to  look  upon  glomerulonephritis  as  a dis- 
ease which  can  be  divided  both  pathologically  and 
clinically  into  three  different  stages.  Each  of  the 
second  and  third  stages  may  begin  in  their  respec- 
tive stages  without  the  necessity  for  the  preceding 
stage;  nevertheless  the  fact  that  we  have  obseiwed 
patients  who  progressed  through  all  stages  from 
one  to  three — both  clinically  and  pathologically — 
is  good  evidence  of  the  relationship  of  these  stages 
both  from  the  standpoint  of  etiology  and  patho- 
genesis. 

The  first  stage  is  the  ordinary  acute  nephritis 
which  is  characterized  clinically  by  generalized  ede- 
ma, fever,  leucocytosis,  elevated  blood  pressure,  al- 
buminuria, hematuria,  high  urinary  specific  gravity, 
and  an  elevated  non-protein-nitrogen.  Pathological- 
ly the  lesion  is  primarily  one  of  an  acute  inflamma- 
tory exudation  into  the  glomeruli  with  some  inter- 
stitial edema.  Such  a kidney  may  appear  grossly 
normal  but  may  in  some  instances  present  a hemor- 
rhagic flea-bitten  appearance.  The  generalized  ede- 
ma is  explained  by  the  retention  of  chlorides  in  the 
tissue  and  by  heart  failure.  The  heart  failure  is 
probably  a factor  of  greater  importance  than  is 
generally  recognized. 

The  second  stage  or  subacute  phase  of  glomeru- 
lonephritis, is  commonly  called  nephrosis  or  lipoid 
nephrosis — the  implication  being  that  it  is  an  entire- 
ly different  disease  entity  because  it  presents  a 
different  clinical  syndrome.  This  difference  does 
present  other  problems  from  the  standpoint  of 
management,  but  pathologically  the  disease  is  still 
primarily  a glomerular  and  not  a tubular  lesion.  The 
salient  clinical  features  are  generalized  anasarca 
with  fluid  in  the  serous  cavities,  low  grade  fever 
and  leucocytosis,  marked  albuminuria,  normal  blood 
pressure,  no  elevation  of  the  non-protein-nitrogen, 
a low  serum  protein,  an  elevated  blood  cholesterol, 
and  a low  serum  calcium.  The  edema  is  due  pri- 
marily to  a low  total  serum  protein  because  of  the 
large  amounts  lost  in  the  urine  and  in  the  serous 
cavities.  Pathologically  the  disease  is  characterized 
by  a cellular  proliferation  in  the  glomeruli  with  a 
lessening  of  the  inflammatory  response.  There  are 
secondary  changes  in  the  tubular  epithelium  con- 
sisting largely  of  lipoid  accummulations  in  the  cy- 
toplasm— hence  the  term  lipoid  nephrosis.  Such  a 
kidney  is  enlarged  and  presents  the  appearance  of 
a “large  white  kidney”  or  a large  yellowish  kidney — 
depending  upon  the  amount  and  type  of  lipoid  de- 
posited in  the  tubules. 

The  third  stage,  or  chi'onic  glomerulonephritis,  is 
the  old-fashioned  Bright’s  disease  which  became  er- 
roneously known  as  chronic  interstitial  nephritis. 

Both  teims  should  be  used  only  for  sentimental  rea- 
sons. This  is  the  condition  which  is  so  readily  con- 
fused clinically  with  the  renal  end  stage  of  essen- 
tial hypertension.  About  10%  of  all  patients  with 
essential  hypertension  die  of  renal  failure.  Unless 
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the  patient’s  story  is  known,  the  two  cannot  be  dis- 
tinguished in  the  terminal  phases. 

Clinically  the  chronic  glomerulonephritis  presents 
itself  in  patients  who  are  generally  much  younger 
than  the  hypertensive  whose  kidneys  are  failing.  If 
they  have  edema  it  is  usually  dependent  and  cardiac 
in  origin.  Cardiac  hypertrophy  is  present  in  con- 
trast to  stages  one  and  two,  and  hypertension  is 
constant.  The  albuminuria  is  mild,  the  non-protein- 
nitrogen  is  elevated,  the  urinary  specific  gravity  is 
low  and  fixed,  and  the  renal  function  tests  are  de- 
pressed. Pathologically  the  kidney  is  characterized 
by  a pale  contracted  kidney  weighing  from  30  to  60 
grams.  If  the  patients  die  in  an  acute  exacerba- 
tion, the  kidney  weight  is  generally  greater  and  the 
kidney  shows  petechia  as  well.  Without  the  acute 
phase,  however,  the  external  surface  of  the  kidney 
is  finely  granular  and  shows  a nodular  cobblestone 
surface,  due  to  the  groups  of  hypertrophic  tubules 
which  drain  the  few  remaining  functional  hypertro- 
phic glomeruli.  These  nodules  measure  about  2 to 
3 mm.  in  diameter.  The  nodular  appearance,  the 
gray  instead  of  reddish-brown  color,  and  the  small 
size  helps  appreciably  to  differentiate  this  kidney 
from  one  of  benign  nephrosclerosis,  caused  by  essen- 
tial hypertension.  Microscopically,  sclerotic  glomer- 
uli and  marked  vascular  pathology  with  narrowing 
of  the  lumina  of  the  medium-sized  and  small  arteries 
are  outstanding  findings,  associated  with  secondary 
atrophy  of  the  tubules  and  interstitial  fibrosis.  One 
of  the  outstanding  differential  features  is  the 
presence  of  hypertrophic  nephron  units — both  the 
glomerulus  and  the  corresponding  tubules.  This  em- 
phasizes the  patchiness  of  the  involvement  and  the 
reason  why  these  kidneys  can  continue  to  function 
even  though  they  are  very  small,  much  smaller  than 
those  in  benign  nephrosclerosis.  Much  is  still  not 
understood  as  to  clinical-pathologic  correlation  in 
kidney  disease. 

DR.  CLYDE  MOORE;  You  say  that  nephrosis 
is  the  second  stage  of  glomerulonephritis.  Once  in 
a while  we  see  cases  in  which  there  is  no  preliminary 
first  stage.  How  do  you  account  for  that  ? 

DR.  J.  R.  SCHENKEN : I can’t  account  for  it  ex- 
cept to  say  that  it  is  not  necessaiy  to  have  the 


preceding  stage  in  either  subacute  or  chronic  nephri- 
tis. As  a matter  of  fact,  in  my  experience  the 
majority  of  cases  of  second  and  third  stages  ap- 
parently begin  in  their  respective  stages.  The  fact, 
however,  that  you  can  see  cases  which  unfold  the 
whole  picture  from  fii-st  to  third  stage  convinces 
me  that  basically  all  are  the  same  disease  process, 
the  only  difference  being  the  manner  in  which  they 
alter  the  renal  physiology. 

DR.  FLOYD  CLARKE:  How  do  you  account  for 
the  fact  that  some  nephrotic  patients  recover? 

DR.  SCHENKEN:  I presume  that  they  are  the 

cases  where  the  number  and  degree  of  involvement 
of  the  glomeruli  is  still  within  adequate  functional 
range — just  as  in'  the  first  stage  where  because  tbe 
response  is  primarily  exudative  and  permanent  ex- 
tensive damage  often  does  not  occur,  and  the  pa- 
tients recover  completely. 

DR.  CROFOOT:  Does  the  kidney  capsule  strip 

off  readily  or  is  it  adherent  in  the  nephrotic  stage  ? 

DR  SCHENKEN : The  capsule  strips  off  easily 

because  interstitial  scarring  has  not  occurred. 

DR.  JOHN  GEDGOUD:  I just  want  to  make  the 
comment  that  the  concept  of  glomerular  involvement 
in  these  cases  isn’t  accepted  in  all  quarters.  I re- 
call a paper  in  which  a series  of  cases  were  studied 
and  a glomerular  study  revealed  no  change  even 
though  red  cells  were  found  in  the  urine.  The  dis- 
ease was  primarily  tubular. 

DR.  SCHENKEN : This  has  not  been  my  exper- 

ience. I grant  the  possibility  but  regard  the  inci- 
dence as  very  low. 

DR.  FLOYD  CLARKE:  This  youngster  did  have 
rather  high  blood  pressure  even  though  the  other 
clinical  signs  of  nephrosis  were  present  — which 
made  us  question  somewhat  the  diagnosis  of  ne- 
phrosis. 

DR.  SCHENKEN : This  much  is  an  indication  of 
the  transition  from  the  second  to  the  third  stage. 
Pathologically  the  kidneys  often  show  evidence  of 
this  transition  even  though  the  clinical  picture  does 
not  yet  show  it. 
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SUCCESSFUL  TREATMENT  FOR  MENTAL  DEPRESSION 


Shock  treatment  and  psychotherapy  for  mental 
depression  have  resulted  in  complete  recovery  of 
95  per  cent  of  a group  of  patients. 

Both  electi-ic  shock  and  insulin  shock  treatments 
were  used,  Drs.  Theodore  T.  Stone  and  B.  Cullen 
Burris  of  Northwestern  University  Medical  School 
and  Wesley  Memorial  Hospital  say  in  the  Jan.  21 
Journal  of  the  American  Medical  Association. 

Sleeplessness,  loss  of  appetite,  loss  of  weight 
and  nervousness  are  indicative  of  the  condition, 
especially  when  these  symptoms  occur  in  a woman 
in  her  40’s  or  early  50’s,  according  to  the  doctors. 

Each  patient  had  daily  sessions  with  the  doc- 
tors in  an  attempt  to  determine  causative  factors 


or  other  problems  requiring  analysis  and  expla- 
nation. 

“Fears  and  doubts  were  explained  and  peculiar 
and  inaccurate  thoughts  were  rationalized  and 
cleared  whenever  possible,”  the  doctors  say. 

Most  of  the  50  patients  in  the  group  were  women, 
and  all  had  been  treated  previously  for  sugar  di- 
abetes, high  blood  pressure,  harderring  of  the  ar- 
teries, fatigue,  chronic  gallbladder  disease,  stomach 
ulcers,  anemia,  undulant  fever  or  other  conditions. 

A number  of  the  patients  recovered  completely 
after  a month  of  shock  treatment,  the  article  says. 
In  a few  cases,  two  to  four  years  were  required  for 
recovery. 
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Tuberculosis  Abstracts 

Before  World  War  I,  there  have  been  yearly  about 
one  million  tuberculosis  deaths  in  Europe.  This 
figure  lowered  to  one  half  a million  just  before  the 
second  World  War  got  started.  By  now,  the  statis- 
ticians claim  that  there  would  be  yearly  about  four 
million  tuberculosis  deaths  in  the  whole  world, 
which  proves  that  the  disease  is  still  an  interna- 
tional health  problem  and  explains  the  large  num- 
ber of  publications  devoted  to  this  subject  in  the 
recent  literature. 

In  the  past  50  years,  every  aspect  of  its  epidemiol- 
ogy has  been  thoroughly  discussed,  although  it 
might  be  safely  assumed  that  there  are  more  con- 
troversial points  than  those  on  which  at  least  a ma- 
jority agreement  has  been  reached.  In  the  fii’st  half 
of  these  50  years,  common  opinion  admitted  the 
existence  of  a given  percentage  of  chances  to  get 
the  disease  as  soon  as  a certain  amount  of  infectious 
material  has  been  carried  into  the  body  of  the  ex- 
posed individuals.  Though  this  given  percentage 
was  supposed  to  vary  following  the  age  or  even 
the  race  of  the  individual,  it  was  considered  to  be 
more  or  less  constant  and  numberless  research  pi’o- 
grams  tried  to  determine  the  average  values.  This 
conception  could  be  called  a static  one. 

As  opposed  to  it,  in  the  second  half  of  these  50 
years,  a more  dynamic  viewpoint  on  the  tuberculous 
epidemiology  has  been  prevailing.  The  above  men- 
tioned percentage  of  diseased  individuals  among  in- 
fected was  proved  to  be  varying  not  only  in  rela- 
tion with  the  age  groups  or  the  race  but  also  the 
place  and  the  time.  Several  authors  described  epi- 
demiological waves  for  tuberculosis,  similar  to  those 
known  for  acute  infectious  diseases.  During  the 
said  tuberculous  cycle,  the  said  percentage  varies, 
following  the  path  of  the  wave. 

The  first  four  chapters  of  L’Eltore’s  book  on  the 
Medical  and  Social  Problem  of  Tuberculosis  deal 
with  the  various  theories  elaborated  in  order  to  ex- 
plain the  original  cause  of  these  tuberculosis  cycles. 
As  a matter  of  fact  they  deal  (1)  with  the  exposed 
body,  (2)  wdth  the  tubercle  bacilli  and  (3)  with  both 
the  body  and  the  bacilli.  In  the  first  case,  empha- 
size is  given  to  the  devolpment  of  a progressive  re- 
sistance against  the  bacilli  through  natural  selec- 
tion. In  the  second  case,  the  deal  is  mainly  based 
on  a decrease  in  the  virulence  of  the  tubercle  bacilli. 
As  usual,  the  third  group  is  an  eclectic  one. 

The  importance  of  the  problem  is  obvious,  since 
the  proof  of  either  one  of  these  assumptions  would 
imply  a change  of  the  commonly  accepted  health 
program  for  the  eradication  of  tuberculosis.  This 
is  especially  true  for  the  first  case,  because  the  iso- 
lation of  infectious  individuals  would  mean  just  a 
delay  in  the  selection  of  the  less  resistant  ones.  In 
the  second  case,  the  problem  consists  in  the  prac- 
tical impossibility  to  test  the  virulence  of  a micro- 
organism otherwise  than  by  the  reactions  of  a mic- 
roorganism. There  have  been  attempts  to  use  hu- 
man beings  for  this  purpose,  for  instance  in  1942 
Tuerck  infected  several  hydrocephalic  children  with 
virulent  tubercle  bacilli.  This  happened  in  Vienna, 
Austria  under  the  Nazi  regime  and  was  published 
in  1943  in  the  German  medical  review  Tuberkulose- 
blatt.  Such  attempts  must  be  classified  as  criminal 
and  so  far  no  other  similar  occurance  has  been 
published.  As  far  as  virulence  problems  are  con- 


ceimed,  one  may  contest  any  variation  in  virulence 
of  the  tubercle  bacilli  for  mankind,  if  said  varia- 
tion has  been  proved  on  the  guinea  pig  or  other  ani- 
mal, since  no  evidence  has  ever  been  given  to  the 
effect  of  a parallel  development  in  both  groups. 
Anyway,  though  theoretically  possible,  a simultan- 
eous decrease  of  viimlence  of  tubercle  bacilli  in  many 
individuals  is  not  very  likely. 

The  author  gives  a good  review  of  the  various 
theories  as  they  can  be  found  in  the  medical  litera- 
ture. Even  most  unorthodox  ones  are  quoted,  but 
his  opinion  is  rather  conseiwative.  The  existence  of 
tuberculous  epidemiologic  cycles  is  not  denied,  but 
there  is  also  the  statement  that  these  cycles  and 
their  explanation  does  not  interfere  with  the  logical 
possibility  to  fight  the  disease  in  the  known,  old 
way.  As  a general  concept,  McDougall  is  quoted 
that  tuberculosis  is  a medical  problem  for  one  third, 
while  the  other  two  are  social  problems. 

L’Eltore  has  been  associated  with  the  Italian  Fed- 
eration for  the  Control  of  Tuberculosis  since  its 
start  in  1930.  He  is  by  now  its  Secretary  General 
as  well  as  the  Italian  Government’s  representative 
expert  in  the  WHO  Committee  for  Tuberculosis. 
He  is  also  one  of  the  leading  clinical  personalities, 
being  the  vice-director  of  the  2,800  beds  Forlanini 
Institute  in  Rome.  Obviously,  he  is  fully  aware  of 
the  Italian  conditions  and  his  report  on  the  matter 
is  covering  the  subject,  even  if  the  things  he  has 
to  tell  are  not  always  pleasant.  Insofar  as  treat- 
ment facilities  are  concerned,  Italy  has  a rather 
large  antituberculous  structure,  the  best  in  South- 
ern Europe  and  certainly  the  most  expensive  one. 
Shortly  before  World  War  II  there  have  been  over 
44,000  beds  available  for  this  purpose,  that  is  1.20 
for  every  annual  tuberculous  death.  Unfortunately, 
they  are  much  behind  in  those  things  which  are 
considered  in  this  countiy  to  be  essential  for  a suc- 
cessful program,  e.g.  case-finding,  after-care,  rehab- 
ilitation, and  as  a whole,  prevention.  Tentatively 
established  programs  are  not  missed,  but  almost 
everything  has  yet  to  be  done. 

It  may  be  of  interest  to  know  that  the  author 
Quotes  extensively  from  Lung  Dust  Lesions  versus 
Tuberculosis  by  the  New  York  roentgenologist  Lew- 
is Gregory  Cole.  This  leads  to  the  attempt  to  pub- 
licize the  fact  that  the  American  pathologist  Fran- 
cis Delafield  published  as  early  as  1882  a magistral 
description  of  seven  various  forms  of  lung  tubercles. 
The  reviewer  is  of  the  opinion  that  similar  acknowl- 
edgment should  be  included  in  every  text-book  pub- 
lished from  now  on  on  this  subject. 

L’Eltore’s  book  concludes  with  many  practical 
recommendations  regarding  methods  and  ways  to 
improve  the  Italian  antituberculous  program.  It  is 
felt  that  these  recommendations  are  totally  ade- 
quate and  one  may  safely  assume  that  their  realiza- 
tion would  mean  a serious  improvement  of  the  actual 
situation.  On  the  whole,  it  is  a publication  which 
has  its  definite  place  in  the  library  of  all  those  who 
are  interested  in  international  health  problems. 

La  Tubercolosi.  Problema  Medico-Sociale.  By 
Prof.  Giovanni  L’Eltore.  In  Collana  di  Studi  sui 
Problem!  Medico-Sociali  -2-.  Pp  187,  2(1  tables,  45 
figures.  Price  Lii'e  500.  Istituto  di  Medicina  So- 
ciale.  Rome  1949. 

E.  R.  NEUMANN-GRIGG.  M.D. 

Nebraska  Hospital  for  the  Tuberculous, 
Kearney  ^ 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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MEDICINE’S  AMMUNITION  BAG 

Mr.  W.  F.  Mitchell,  who  is  associated  with 
the  Whitaker  & Baxter  firm  of  the  Ameri- 
can Medical  Association’s  National  Educa- 
tion Campaign,  recently  spent  a few  days  in 
Nebraska.  His  mission  here  was  to  enroll 
more  organizations — through  resolutions  and 
endorsements  — in  medicine’s  fight  against 
socialism.  He  is  charged  with  the  responsi- 
bility of  managing  that  section  of  the  cam- 
paign, and  has  visited  many  states  in  the 
past  few  months. 

The  importance  of  these  endorsements  can 
be  easily  overlooked,  particularly  those  by 
the  local,  “grass  roots’’  clubs  and  organiza- 
tions. They  are  the  ones  the  A.M.A.  is  now 
trying  to  get,  since  some  135  national  or- 
ganizations are  now  on  record. 

Mr.  Mitchell  explains:  “If  the  American 

people  could  vote  on  the  issue  of  socialized 
medicine,  it  would  be  defeated  immediately. 
But  they  will  never  have  that  opportunity. 
Therefore,  the  only  means  they  have  of  ex- 
pressing their  opposition  to  this  program  is 
through  the  resolutions  adopted  by  their 
local  organizations.’’ 

It  was  pointed  out  further  that  these 
local  endorsements  are  significant  in  two 
ways:  1.  All  are  recorded  at  campaign  head- 
quarters. At  the  appropriate  time  they  will 
be  placed  in  the  “medical  profession’s  com- 
bined ammunition  bag’’  and  presented  to 
Congress.  2.  If  these  endorsements  are  not 
secured,  the  proponents  of  compulsory  health 
insurance  will  surely  go  to  the  Congress 
with  the  statement  that  apparently  the  peo- 
ple of  Nebraska  aren’t  opposed  to  this  plan 
because  they  have  taken  no  action  against 
it. 

Within  the  next  few  weeks  it  is  hoped  that 
individual  doctors  throughout  the  state  will 
take  the  lead  and  secure  endorsements  from 
every  club  and  organization  in  their  com- 
munities. This  action  should  coincide  with 
a similar  resolution  by  each  county  medical 
society.  To  date,  we  have  resolutions  from 
three  county  societies,  Platte,  Seward  and 
Omaha-Douglas.  It’s  time  to  stand  up  and 
be  counted. 

Be  sure  that  at  least  two  copies  of  each 
resolution  are  sent  to  the  headquarters  of- 
fice in  Lincoln,  in  addition  to  the  copies  sent 
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to  the  President  and  Nebraska’s  Senators 
and  Congressmen.  Only  in  that  way  can  the 
name  of  each  Nebraska  organization  be 
placed  in  the  profession’s  “ammunition  bag.” 

NATIONAL  LEGISLATION 

Your  Medical  Service  Committee,  headed 
by  Dr.  E.  B.  Reed,  Lincoln,  recently  set  a 
new  precedent  for  that  Committee’s  activi- 
ties. It  was  agreed  that  members  of  the  as- 
sociation as  a whole  should  be  given  perti- 
nent information  about  national  legislation 
relating  to  medicine,  and  that  this  was  the 
job  of  the  Medical  Service  Committee. 

This  new  work  was  undertaken  with  the 
recognition  that  in  recent  years  an  increased 
number  of  bills  dealing  with  the  practice  of 
medicine  has  been  submitted  to  the  Con- 
gress. 

Committee  members  felt  that  the  impact 
of  some  of  these  bills  makes  it  imperative 
that  each  physician  in  Nebraska  understands 
them  thoroughly.  To  accomplish  this,  the 
Committee  will  review  each  bill  and  then  the 
necessary  information  will  be  mailed  in  Bul- 
letin form,  to  every  doctor  who  is  a member 
of  the  Nebraska  State  Medical  Association. 

HEALTH  COUNCILS 

As  this  is  written,  the  Planning  Commit- 
tee, under  the  Chairmanship  of  Dr.  Floyd 
Rogers,  Lincoln,  is  preparing  its  report 
which  will  be  submitted  to  the  mid-winter 
meeting  of  the  Board  of  Councilors,  Feb.  19, 
in  Lincoln. 

One  of  the  primary  points  of  the  report 
is  the  recommendation  for  the  establishment 
of  local  health  councils  in  Nebraska.  Al- 
though reports  to  the  Council  are  subject  to 
revision,  it  can  be  stated  that  the  Planning 
Committee  has  recommended  that  a State 
Health  Council  be  set  up  first.  It  can  also 
be  related  that  the  report  provides  for  the 
medical  profession’s  leadership  of  these 
councils.  More  will  be  said  later  on  this 
subject. 

Another  significant  item  in  the  Planning 
Committee’s  report  is  the  recommendation 
for  Councilor  District  changes.  The  Com- 
mittee has  asked  the  advice  of  each  Coun- 
cilor District  as  to  what  changes  should  be 
made.  Based  on  these  recommendations, 
the  committee  has  proposed  several  changes. 
A final  report  on  this  matter  will  be  sent  to 
you  at  a later  date. 


PUBLIC  RELATIONS  COMMITTEE 

A meeting  of  the  Public  Relations  Committee  was 
held  Thursday  evening,  January  12,  1950,  at  the 
Lincoln  University  Club.  Present  were  committee 
members  Drs.  H.  S.  Morgan,  Lincoln,  Chainnan;  J. 
P.  Gilligan,  D.  B.  Wengert,  H.  F.  Elias,  L.  W.  Lee, 
Harold  N.  Neu  and  John  McGreer.  Also  present 
were  Drs.  J.  D.  McCarthy,  President;  R.  B.  Adams, 
Secretary-Treasurer;  Mr.  M.  C.  Smith,  Executive 
Secretary;  and  Sidney  R.  Bradley,  Executive  assist- 
ant. 

1.  Reading  of  the  Minutes 

The  minutes  of  the  meeting  held  September  6, 
1949,  were  approved  as  read. 

2.  Discussion  of  News  Release  Policy 

It  was  the  concensus  of  the  committee  that  the 
sending  of  news  releases  to  newspapers  and  radio 
stations  should  not  be  “overdone”  in  view  of  the 
possible  harmful  effects  it  might  have  with  these 
news  agencies. 

3.  Report  from  Doctor  Gilligan 

Dr.  Gilligan  reviewed  a plan  used  at  many  Calif- 
oi’nia  hospital  staff  meetings;  i.  e.,  the  placing  of 
cards  on  the  dinner  tables  with  questions  on  one 
side  and  the  answer  given  on  the  other.  He  thought 
this  would  be  an  excellent  way  to  give  factual  infor- 
mation in  a concise  manner.  Dr.  Morgan  believed 
that  much  of  the  antagonism  among  doctors  had  dis- 
appeared during  the  past  year.  He  pointed  out  that 
many  disquieting  questions  were  asked  about  the 
A.M.A.  $25.00  special  assessment,  but  that  doctors 
seemed  to  be  glad  to  pay  the  $25.00  annual  dues  re- 
cently voted. 

Dr.  Neu  pointed  out  the  value  of  inviting  doc- 
tors’ wives  to  county  society  meetings.  He  said  this 
plan  would  not  only  help  improve  attendance,  but 
would  give  the  wives  an  understanding  as  to  why 
the  doctor  should  be  present  at  his  county  meetings. 
Dr.  Neu  suggested  that  at  least  15  minutes  be  given 
to  medical  economics  at  each  county  society  meet- 
ing. Dr.  McCarthy  stated  that  the  entire  public  re- 
lations program  is  dependent  upon  the  individual 
doctors  becoming  acquainted  and  interested  in  the 
field  of  medical  economics. 

Dr.  Morgan  said  that  the  multiplicity  of  hospital 
staff  meeting  was  one  factor  in  reducing  attendance 
at  county  meetings.  Dr.  McGreer  moved  that  the 
county  societies  be  urged  to  allot  time  at  each  meet- 
ing for  discussion  of  medical  economics,  this  job  to 
be  performed  by  members  of  the  extended  public  re- 
lations committees.  The  motion  also  stipulated  that 
the  card  system  be  given  a trial.  Mr.  Elias  suggest- 
ed that  the  necessary  material  for  these  discussions 
be  sent  to  the  local  public  relations  members.  This 
was  accepted  by  Dr.  McGreer  as  an  amendment  to 
his  motion.  The  motion  was  seconded  by  Dr.  Elias 
and  carried.  Dr.  Morgan  said  that  a sample  of  the 
material  would  be  prepared  and  presented  at  the 
next  meeting.  It  was  also  agreed  that  a letter 
should  be  sent  to  the  members  of  the  extended  PR 
committee  informing  them  of  this  action. 

4.  Report  on  Nurses  Meeting  by  Dr.  Neu 

Dr.  Neu  repoiled  that  he  had  attended  a meeting 
sponsored  by  the  Vocational  Education  Department 
at  which  the  plan  was  discussed  to  establish  prac- 
tical nurses’  schools  in  every  state  in  the  Union. 
He  said  the  plan  was  that  every  Vocational  Edu- 
cation Department  would  set  up  these  schools  on  a 
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four-months  basis,  with  the  graduates  being  sent 
to  certain  hospitals  for  eight  months  further  train- 
ing. They  would  then  be  given  a certificate  as  a 
practical  nurse.  An  effort  will  be  made,  he  related, 
to  determine  what  standards  shall  be  included  for 
this  certificate.  Dr.  McCarthy  said  that  representa- 
tives of  the  Nebraska  State  Medical  Association  and 
the  Nebraska  State  Nurses’  Association  were  hold- 
ing a meeting  January  16  and  that  a report  from 
this  meeting  would  be  brought  to  the  next  Public 
Relations  Committee  meeting.  He  raised  the  ques- 
tion of  whether  or  not  the  overall  problem  involved 
in  nurses  training  was  large  enough  to  warrant  the 
appointment  of  a committee  to  consider  these  mat- 
ters. Dr.  Morgan  moved  that  those  attending  the 
meeting  bring  in  a recommendation  on  the  ap- 
pointment of  this  committee.  It  was  seconded  by 
Dr.  McGreer  and  carried.  Dr.  McCarthy  thought 
that  it  would  perhaps  be  a proper  function  of  the 
new  Hospital  and  Professional  Relations  Commit- 
tee. 

5.  Report  from  Chicago  and  St.  Paul  Conference 

Mr.  Smith  reviewed  the  annual  A.M.A.  Public  Re- 
lations Conference  held  in  Chicago,  Nov.  5-6,  1949, 
outlines  for  which  were  distributed  to  committee 
members.  Bradley  reviewed  the  annual  North  Cen- 
tral Conference  meeting  held  at  St.  Paul,  Minn., 
Nov.  20,  1949.  Outlines  of  this  meeting  were  also 
given  to  the  committee.  Dr.  McCarthy  drew  atten- 
tion to  the  plan  undenvay  in  North  Carolina  in 
which  a public  relations  director  was  employed. 
During  the  coming  year  he  will  visit  each  North 
Carolina  doctor  personally  in  his  office.  After  con- 
siderable discussion,  it  was  moved  by  Dr.  Neu  that 
the  chairman  appoint  a sub-committee  to  consider  a 
similar  program  for  the  Nebraska  State  Medical 
Association  and  to  report  a recommendation  at  the 
next  meeting.  It  was  generally  agreed,  however, 
that  the  plan  was  a good  one  and  that  the  extended 
public  relations  committees  be  given  a responsibility 
in  the  program.  Committee  members  felt  that  if 
the  plan  is  undertaken,  a person  from  the  headquar- 
ters office  should  accompany  a member  of  the  ex- 
tended committee  when  these  visitations  are  made. 
Dr.  Neu’s  motion  was  seconded  by  Dr.  Gilligan  and 
carried. 

6.  Report  on  Editorial  in  Beatrice  Newspaper 

Dr.  Lee  reported  that  a Beatrice  newspaper  had 

carried  an  editorial  stating,  among  other  things, 
that  good  medical  care  was  not  available  to  the 
Negro  population  in  Omaha  and  that  they  were  not 
permitted  hospital  privileges.  Dr.  Lee  said  he  had 
written  the  editor  of  the  newspaper,  explaining  to 
him  that  these  allegations  were  not  tnie.  He  added 
that  no  private  hospital  in  Omaha  refused  Negro 
patients  and  that  they  had  additional  medical  care 
privileges  through  the  dispensaries  of  the  two  med- 
ical colleges. 

7.  High  School  Essay  Contest 

Mr.  Smith  stated  that  the  Association  of  Ameri- 
can Physicians  and  Surgeons  was  sponsoring  an  es- 
say contest  for  junior  and  senior  high  school  stu- 
dents on  the  ubject:  “Why  the  Private  Practice  of 
Medicine  Furnishes  This  Country  With  the  Finest 
Medical  Care.”  He  then  outlined  the  contest’s  pro- 
visions and  asked  if  the  committee  thought  it  a 
worthy  project  for  Nebraska.  Dr.  McCarthy  be- 
lieved that  the  state  association  should  plan  for  Ne- 
braska student  participation  in  the  contest.  He  felt 
that  the  Board  of  Trustees  might  appropriate  suf- 


ficient money  (for  prizes)  to  also  sponsor  a local 
contest  in  conjunction  with  the  national  competition. 
Dr.  McCarthy  said  that  Purdue  University  recently 
polled  10,000  high  school  students  on  the  question 
of  whether  or  not  the  federal  government  should 
provide  the  people  with  some  kind  of  health  insur- 
ance. Eighty  percent  of  the  students  voted  yes.  Mr. 
Smith  said  that  contest  materials  and  information 
could  be  disseminated  through  the  high  school  su- 
perintendents. Dr.  Lee  moved  that  the  committee 
go  on  record  as  favoring  this  contest.  He  accepted 
Dr.  McCarthy’s  amendment  that  the  Public  Rela- 
tions Committee  request  the  Board  of  Trustees  ap- 
propriate the  necessary  funds  for  awarding  prize 
money  to  the  winner  and  that  the  county  medical 
societies  also  give  prizes  to  the  winners.  The  motion 
was  seconded  by  Dr.  Elias  and  carried.  Dr.  Mc- 
Greer believed  that  the  extended  public  relations 
committee  be  asked  to  participate  in  this  program 
on  the  county  level  and  that  they  be  properly  in- 
formed on  the  contest.  This  plan  was  agreed  upon. 

8.  Campaign  Literature  Order  Card 

Mr.  Smith  asked  whether  or  not  the  committee 
felt  that  another  effoid  should  be  made  to  get  doc- 
tors to  re-order  campaign  literature.  Dr.  Neu 
moved  that  this  should  be  done.  It  was  seconded  by 
Dr.  Gilligan  and  carried.  It  was  agreed  that  an 
order  card  be  placed  in  the  next  Bulletin  (with  the 
necessaiy  information  contained)  for  this  purpose. 
Discussion  was  heard  conceiving  the  advisability  of 
having  a public  relations  booth  at  the  Annual  Ses- 
sion. Dr.  Lee  moved  that  this  booth  be  set.  It  was 
seconded  by  Dr.  Wengert  and  carried. 

9.  Magazine  Article  Reprints 

Committee  members  agreed  unanimously  that  re- 
prints of  the  article  “Never!  Never!  Never!”  writ- 
ten by  Mr.  Harold  Stassen  and  appearing  in  the 
January,  1950,  issue  of  Readers  Digest,  be  ordered 
and  sent  to  all  state  association  members.  A simi- 
lar plan  was  rejected  to  the  Look  magazine  article 
entitled,  “What  Is  the  A.M.A.  ?”  Dr.  McCarthy  also 
suggested  that  the  headquarters  staff  keep  on  the 
alert  for  other  articles  and  that  they  then  be  sent 
out  to  Nebraska  doctors. 

10.  Communication  from  Hospitals  to 
Washington 

Dr.  McCarthy  thought  that  it  was  unnecessary  to 
“flood”  Nebraska’s  representatives  with  letters  in 
opposition  to  socialized  medicine  since  all  are  known 
to  be  opposed  to  the  plan  with  the  exception  of  one. 
He  pointed  out  that  Senator  Hugh  Butler  of  Nebras- 
ka was  a member  of  the  Senate  Finance  Committee, 
which  will  shortly  hold  hearings  on  H.  R.  6000  (So- 
cial Security  Extension  Act).  Dr.  McCarthy  sug- 
gested that  a letter  be  sent  to  Senator  Butler,  over 
the  signatures  of  the  Public  Relations  Committee 
members,  opposing  this  bill.  Dr.  Neu  believed  that 
the  letter  should  be  signed  by  Dr.  Morgan,  but  list- 
ing the  names  of  the  other  members  and  their  home 
towns.  This  plan  was  agreed  upon.  A proposal  to 
send  communications  from  hospitals  to  Washington 
was  rejected. 

Adjourned 


MEDICAL  SERVICE  COMMITTEE 

A meeting  of  the  Medical  Service  Committee  was 
held  Friday  evening,  January  20,  1950,  at  the  Lin- 
coln University  Club.  Present  were  committee  mem- 
bers Drs.  E.  B.  Reed,  Chairman,  Lincoln;  R.  W. 
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Fouts,  Omaha;  John  Broz,  Alliance;  and  J.  D.  Brad- 
ley, Omaha.  Also  present  were  Drs.  J.  D.  McCarthy, 
President,  Omaha;  R.  B.  Adams,  Secretary,  Lin- 
coln; and  Mr.  M.  C.  Smith,  Executive  Secretary;  and 
Sidney  R.  Bradley,  Executive  Assistant,  Lincoln. 

1.  Reading  of  the  Minutes 

The  minutes  of  the  meeting  held  August  19,  1949, 
were  approved  de  facto. 

2.  Opening  Remarks 

Dr.  Reed  stated  that  the  purpose  of  the  meeting 
was  to  discuss  several  bills  now  before  the  Congress 
and  to  arrive  at  some  decision  regaiding  a policy  of 
sending  information  to  the  entire  membership  on 
national  legislative  proposals.  He  said  that  Dr.  Mc- 
Carthy, Mr.  Smith  and  himself  had  attended  the 
Western  States  Medical  Conference  held  in  Denver, 
Colorado,  January  8,  1950.  This  meeting  was  called 
as  a means  of  giving  additional  legislative  impetus 
to  the  American  Medical  Association’s  opposition  to 
three  bills — H.R.  6000  (Social  Security  Extension 
Act),  S.  1411  (School  Health  Seiwices  Bill),  and 
S.  1453  (Federal  Aid  to  Medical  Education  Bill). 

The  following  is  a brief  review  of  these  bills: 

H.  R.  6000 

I.  Liberalizes  and  extends  Social  Security  Law 
to  include  11,000,000  more  people  (physicians  not 
included). 

2.  Raises  maximum  taxable  portion  of  wages  to 
$3,600.00. 

3.  Provides  for  compulsory  contributions  for  per- 
manent and  total  disability  insurance. 

Status:  Passed  by  House  of  Representatives  Oc- 

tober 5,  1949,  and  now  in  hands  of  Senate  Finance 
Committee. 

A.M.A.  Position:  Opposed  on  basis  of  disability 

insurance  clause.  Believes  would  be  entering  wedge 
for  socialized  medicine. 

S.  1411 

1.  A $35,000,000.00  program  to  aid  states  in  pro- 
viding examinations  and  treatment  for  school  chil- 
dren between  the  ages  of  five  and  seventeen. 

2.  Compulsory  periodic  examination  of  all  school 
children. 

3.  Allotment  of  money  to  be  made  by  Social  Se- 
curity Administrator. 

4.  “Provide  for  prevention  and  treament  of  such 
physical  and  mental  defects  and  conditions  for  all 
school  children.” 

Status:  Passed  Senate  April  12,  1949,  now  pend- 

ing before  House  Interstate  and  Foreign  Commerce 
Committee. 

A.M.A.  Position:  Opposed  so  long  as  it  includes 

the  provision  for  the  treatment  of  all  school  children 
regardless  of  parents’  ability  to  pay. 

5.  1453 

1.  Provides  federal  funds  for  medical  schools,  in- 
cluding medicine,  osteopathy,  dentistry,  nursing, 
and  sanitary  engineering. 

2.  Money  received  on  basis  of  $500.00  for  each 
student  up  to  normal  enrollment  and  an  additional 
$500.00  for  those  enrolled  in  excess  of  normal. 

3.  Money  for  construction  of  new  schools  on 
matching  basis. 

Status:  Passed  by  Senate  September  23,  1949, 

and  referred  to  House  Interstate  and  Foreign  Com- 
merce Committee. 

A.M.A.  Position:  Opposed  on  several  grounds, 

but  primarily  on  basis  of  threat  of  federal  control 
of  medical  schools. 


3.  Discussion  of  Western  States  Conference 

Considerable  discussion  was  heard  on  the  relative 

value  of  such  meetings  as  the  Western  States  Con- 
ference. Dr.  Fouts  stated  he  feared  “a  division  of 
thinking”  would  arise  from  these  meetings.  He  be- 
lieved that  the  well  informed  appointed  representa- 
tives of  the  A.M.A.  were  qualified  to  reach  a deci- 
sion on  these  bills,  and  that  such  conferences  might 
cause  confusion  in  the  minds  of  the  legislators,  par- 
ticularly if  they  receive  conflicting  reports.  Dr. 
Reed  and  Mr.  Smith  advised  that  this  meeting  was 
not  called  to  “review”  the  A.M.A.  action,  but  was  an 
effort  to  stimulate  unified  action  among  the  many 
states.  Dr.  Bradley  suggested  that  the  Senators 
and  Congressmen  be  asked  if  an  additional  report 
has  any  value  to  them.  Dr.  Fouts  was  particularly 
opposed  to  such  groups  passing  resolutions. 

4.  Scope  of  Committee  Activity 

It  was  generally  agreed  that  some  effort  should 
be  made  to  keep  the  members  of  the  state  associa- 
tion well  informed  on  all  national  legislation  dealing 
with  medicine.  The  question  arose  as  to  whether 
this  was  the  job  of  the  Public  Relations  Committee 
or  the  Medical  Service  Committee.  Mr.  Smith 
pointed  out  that  the  Public  Relations  Committee  is 
already  “loaded  down”  with  many  other  activities. 
Dr.  Fouts  asked  if  the  committee  planned  to  give 
consideration  to  national  legislative  bills,  adding  that 
such  a plan  would  mark  a new  precedent  in  the  com- 
mittee’s activities.  It  was  the  concensus  that  this 
work  must  be  done,  and  that  it  should  fall  to  the 
Medical  Service  Committee. 

5.  Methods  of  Information  Service 

Committee  members  agreed  that  the  best  media 

of  sending  out  information  to  the  membership  was 
periodic  bulletins  over  the  signature  of  the  Medical 
Service  Committee.  This  information  shall  be  taken 
from  Dr.  Lawrence’s  Bulletins  and  from  all  other 
reliable  sources.  It  was  agreed  that  the  bulletins 
should  be  short  and  concise. 

6.  Program  of  Medical  Seiwice 

Dr.  Adams  moved  that  the  Medical  Service  Com- 
mittee develop  a program  of  education  which  can  be 
sent  to  all  members  of  the  Nebraska  State  Medical 
Association  for  their  own  information  and  which 
they  may  use,  if  they  see  fit,  for  the  education  of 
the  laity.  The  motion  was  seconded  by  Dr.  Broz  and 
carried. 

Point  No.  1:  Dr.  Bradley  moved  that  the  commit- 
tee review  information  dealing  with  the  economic 
aspects  of  the  practice  of  medicine  and  initiate  the 
dissemination  of  same  to  local  societies  and  indi- 
vidual members.  The  motion  was  seconded  by  Dr. 
Adams  and  carried. 

Point  No.  2:  Dr.  Adams  moved  that  the  commit- 
tee provide  speakers  to  the  Speakers  Bureau  for  ap- 
pearance before  county  societies,  on  request,  to  dis- 
cuss the  status  of  legislative  bills.  The  motion  was 
seconded  by  Dr.  Bradley  and  carried. 

Point  No.  3:  Dr.  Bradley  moved  that  information 
concerning  these  legislative  bills  be  sent  to  the  Edi- 
tor of  the  Nebraska  State  Medical  Journal  for  use  in 
the  Organization  Section.  Dr.  Adams  seconded  the 
motion  and  it  was  carried. 

7.  Next  Meeting 

The  next  meeting  was  set  for  Thursday,  February 
23,  1950,  at  Omaha. 

Adjourned 
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JOINT  MEETING  OF  THE 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
AND  THE 

NEBRASKA  STATE  NURSES’  ASSOCIATION 

Representatives  of  the  Nebraska  State  Medical 
Association  and  the  Nebraska  State  Nurses’  Asso- 
ciation met  Monday  evening,  January  16,  1950,  at 
the  Omaha  Athletic  Club  to  discuss  the  problems 
peculiar  to  the  two  professions.  Representing  the 
medical  association  were  Di's.  J.  D.  McCarthy,  Pi-es- 
ident,  Omaha;  C.  H.  Sheets,  President-elect,  Cozad; 
E.  W.  Hancock,  Lincoln;  C.  W.  Guildner,  Hastings; 
and  R.  R.  Brady,  Ainsworth.  Also  present  were  Mr. 
M.  C.  Smith,  Executive  Secretary,  Lincoln;  and  Sid- 
ney R.  Bradley,  Executive  Assistant,  Lincoln. 

Representing  the  nurses’  association  were  Miss 
Ada  Bulin,  President,  Scottsbluff;  Mrs.  Ruth  Schu- 
maker.  First  Vice-President,  Hastings;  Miss  Rose 
Baker,  Second-Vice-president,  Lincoln;  Mrs.  Kather- 
ine Gehrman,  Executive  Secretary,  Omaha;  Mrs. 
Marie  Kilmer,  Assistant  Executive  Secretary,  Oma- 
ha; Mrs.  Avis  Schoulder,  Secretary,  Omaha;  Miss 
Helen  Erickson,  Treasurer,  Omaha;  and  Miss  Je- 
rometta  O’Brien,  Private  Duty  Section,  Omaha. 

Opening  Remarks: 

Dr.  McCarthy  called  on  Dr.  Sheets  to  open  the 
discussion.  Dr.  Sheets  spoke  briefly  about  the  “give 
away”  philosophy  which  has  permeated  the  U.  S. 
Government  during  the  past  20  years.  He  stated 
that  the  Veterans  Administration’s  promise  of  high 
salaries  to  nurses  is  part  of  that  philosophy.  These 
promises,  he  said,  are  “temporary”  because  if  medi- 
cine is  socialized,  these  promises  of  attractive  sala- 
ries will  be  dissipated.  Dr.  Sheets  believed  that  the 
education  of  nurses  and  medical  students  had  be- 
come too  intensified,  resulting  in  the  production  of 
specialists  in  both  professions  instead  of  general 
practice  personnel.  He  believed  that  the  required 
three-years’  training  for  nurses  was  too  long  and 
proposed  that  girls  be  taken  just  out  of  high  school 
and  given  one-year’s  training.  This  type  of  nurse 
could  do  the  bulk  work  in  most  parts  of  the  state, 
he  stated.  Dr.  Sheets’  general  thesis  was  that  pri- 
mary emphasis  should  be  placed  on  the  training  of 
“general”  nurses. 

Theme  of  the  Evening 

Dr.  McCarthy  said  that  the  evening’s  discussion 
should  be  dominated  by  the  theme  of  what  is  in  the 
best  interests  of  the  patients.  He  announced  that 
he  has  proposed  that  a committee  be  chosen  from 
the  Nebraska  Medical  Association  to  work  in  close 
cooperation  with  all  allied  groups.  The  President 
suggested  that  a similar  committee  be  picked  by  the 
other  allied  groups,  resulting  in  an  overall  correlat- 
ing committee  which  he  believed  could  be  a powerful 
weapon  in  fighting  socialism.  Dr.  McCai’thy  asked 
the  I'epresentatives  of  the  nurses  association  to  state 
their  opinions  as  to  how  the  medical  profession 
could  help  the  nurses  solve  their  problems.  The 
discussion  of  each  is  listed  below: 

Mrs.  Gehrman:  One  of  the  primary  problems  of 

the  nursing  profession  is  the  recruitment  of  student 
nurses.  This  problem  is  made  more  difficult  by  the 
competition  from  other  groups  for  young  girls.  The 
problem  might  be  lessened  by  offering  better  educa- 
tional opportunities,  thus  producing  well  educated 
individuals.  She  asked  the  medical  profession’s  ad- 
vice regarding  the  reci’uitment  program. 


Mrs.  Schoulder:  The  immediate  problem  is  how 

to  get  an  adequate  number  of  bedside  nurses.  There 
is  a need  for  two  levels  of  nursing,  one  of  super- 
vision and  the  other  for  bedside  care.  She  thought 
that  there  should  be  a system  of  proper  licensure  to 
guarantee  good  nursing  care  by  those  nurses  not 
taking  the  three  year  course.  It  was  her  belief  that 
this  system  would  attract  many  young  ladies  not 
interested  in  taking  the  full  nurses  course,  but 
would  insure  good  care. 

Mrs.  Schumaker:  The  nursing  association  favors 

the  term  of  “practical  nurse”  because  it  is  known  to 
the  public.  She  said  the  trend  in  nursing  is  towai'd 
the  collegiate  course  because  the  professional  nurse 
needs  training  in  all  areas  of  education.  She  advo- 
cated that  the  practical  nursing  training  be  carried 
on  in  the  vocational  schools,  providing  a well- 
rounded  technical  program  which  will  equip  the 
girls  to  do  the  routine  bedside  work.  The  critically 
ill,  she  said,  must  be  left  to  the  professional  nurse. 
She  also  favored  the  two  levels  of  nursing.  In  re- 
gard to  the  training  of  practical  nurses  in  the  voca- 
tional schools,  she  stated  that  it  had  been  proposed 
that  this  be  done  by  organizing  area  schools 
throughout  the  state.  To  organize  these  schools,  it 
would  be  necessary  to  accept  federal  funds,  which 
would  be  favored  by  the  nurses  association. 

Miss  Baker:  She  believed  that  the  public  should 

be  infonned  as  to  when  a professional  nurse  is  need- 
ed and  when  the  seiwices  of  a practcal  nurse  are  re- 
quired. 

Miss  Erickson:  Lack  of  needed  funds,  she  stated, 
is  not  causing  the  shortage  of  nurse  recruits.  To 
demonstrate  this  point,  she  said  that  many  scholar- 
ships are  “going  begging.” 

Miss  Kilmer:  She  pointed  out  that  many  times 

key  nurses  are  taken  out  of  the  hospitals  by  physi- 
cians who  employ  them  in  their  offices.  This  often 
results  in  a severe  hardship  on  the  administration 
of  the  hospital.  She  thought  the  Placement  Council 
might  help  this  situation. 

Miss  O’Brien:  The  Private  Duty  Section,  she 

said,  is  not  opposed  to  the  practical  nurse  if  their 
assignments  are  chosen  properly;  i.e.,  not  put  on 
cases  where  the  patient  is  critically  ill.  As  an  il- 
lustration, she  pointed  out  that  sometimes  a prac- 
tical nurse  is  assigned  to  a very  s'ck  patient  and 
then  asks  the  professional  nurse  on  the  floor  to  do 
most  of  the  work.  In  these  cases,  the  practical 
nurse  gets  almost  as  much  money  as  the  profession- 
al nurse. 

Miss  Bulin:  The  nurses  association  President 

said  that  the  terminology  of  the  two  levels  of  nurs- 
ing was  the  point  that  had  caused  the  most  dispute. 
She  felt  nursing  should  be  under  supervision  and 
that  this  entailed  the  two  levels. 

General  Discussion  of  All  Problems: 

Dr.  McCarthy  asked  how  this  supervision  of  nurs- 
es would  be  worked  out.  Miss  Bulin  said  that  the 
lower  level  nurse  should  be  supervised  by  the  pro- 
fessional nurse  as  the  RN  is  supeiwised  by  the  phy- 
sician. She  said  that  the  practical  nurse  looks  for 
supervision  and  that  would  fall  to  the  professional 
nurse. 

Dr.  Brady  pointed  out  that  there  are  not  enough 
RN’s  trained,  particularly  in  the  rural  areas.  He 
stated  that  young  girls  can  take  a one-year  commer- 
cial course  and  then  step  into  a job  that  pays  just  as 
good  as  nursing.  This  is  attractive  to  young  ladies 
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because  they  don’t  have  to  take  a three  year  course 
nor  are  they  required  to  do  many  of  the  menial 
tasks  of  the  nurse.  Dr.  Brady  believed  that  a “short 
course”  will  have  to  be  created  for  nurses,  and  then 
give  them  some  public  recognition — but  not  as  fully 
recognized  as  RN’s. 

Dr.  Hancock  said  the  official  position  of  the  medi- 
cal association  was  that  some  practical  nurses 
should  be  trained  before  setting  up  standards  for 
licensure.  He  agreed  that  the  practical  nurse 
might  be  trained  in  the  vocational  schools. 

Dr.  Guildner  asserted  that  the  vocational  schools 
would  be  an  ideal  place  to  train  the  practical  nurses, 
but  that  it  would  be  a total  mistake  to  accept  fed- 
eral funds  for  this  program.  He  said  the  socializers 
in  the  federal  government  “hope  that  we’ll  run  to 
them  for  help.”  Dr.  Guildner  said  that  the  recniit- 
ing  of  nurses  was  not  “all  a dollar  and  cents”  prob- 
lem, adding  that  nurses  should  be  given  good  aca- 
demic training  and  then  awarded  a degree;  e.g.. 
Bachelor  of  Nursing. 

Mr.  Smith  referred  to  some  national  statistics 
which  showed  that  39  per  cent  of  first-year  nursing 
school  classes  are  dropped  and  that  36  per  cent  of 
those  dropping  out  are  dismissed  for  reasons  of 
scholarship.  He  thought  this  might  indicate  that 
the  curriculum  is  too  difficult  or  the  screening  of 
applications  is  poor.  He  proposed  that  all  nurses 
be  given  the  same  training  during  the  first  year, 
giving  a degree  at  that  time  as  “general  nurse.” 
These  nurses  would  be  capable  of  providing  good 
bedside  care.  For  those  who  desired  it,  further 
training  would  be  offered,  leading  to  an  RN  degree, 
or  “specialist  nurse.” 

Dr.  Guildner  said  if  there  was  a one-year  training 
period  for  nurses,  many  could  be  kept  on  the  job 
even  after  marriage,  which,  he  pointed  out,  now- 
takes  hundi’eds  of  trained  nurses  out  of  the  field. 

Mrs.  Kilmer  asked  what  was  wrong  with  their  re- 
cniitment  program. 

Dr.  McCarthy  said  the  question  might  w^ell  be  an- 
swered by  asking  another  question:  “What  do  you 

want  to  make  out  of  a nurse?”  He  opined  that 
nursing  should  not  be  placed  on  a plane  with  other 
highly  specialized  professions.  To  illustrate  this 
point,  he  said  that  many  ladies  in  the  countiy  do 
wonderful  wmrk  after  a,period  of  supervision  by  the 
doctor.  He  also  cited  the  work  done  by  the  Pharma- 
cists Mates  in  the  Navy.  Dr.  McCarthy  emphasized 
that  neither  the  recruitment  of  nurses  nor  their 
training  in  vocational  schools  should  be  planned  on 
a basis  of  receiving  federal  funds.  He  said  that 
such  funds  always  entail  federal  domination.  The 
medical  association  president  referred  to  a 1941  Su- 
preme Court  decision  to  prove  this  point.  This  deci- 
sion stated,  in  essence,  that  anyone  accepting  fed- 
eral money  must  also  accept  federal  regulation  and 
control. 

Mrs.  Gehrman  said  that  it  had  been  estimated 
that  it  would  cost  about  $24,000.00  per  year  to  oper- 
ate the  area  vocational  schools.  She  asked  how 
these  funds  could  be  gotten  if  not  through  federal 
sources. 

Dr.  McCarthy  said  that  almost  all  of  the  nation’s 
medical  schools  were  faced  with  the  same  problem. 
He  said  the  A.M.A.  had  recently  conducted  a poll  of 
medical  school  deans  on  S.  1453  (federal  aid  to  edu- 
cation bill).  Eighteen  schools  gave  it  their  unquali- 
fied support;  ten  w'ere  opposed  and  five  were  not 


yet  ready  to  state  their  position.  Dr.  McCarthy  sug- 
guested  that  the  nurses  association  go  to  the  legis- 
lature for  favorable  action  on  this  matter. 

Dr.  Sheets  said  there  are  actually  three  levels  of 
nursing:  1.  The  Registered  Nurse.  2.  The  nurse 

wuth  some  degree  of  formal  training.  3.  The  prac- 
tical nurse  trained  by  the  doctor. 

Discussion  of  S.  1453: 

Dr.  McCarthy  asked  w^hat  the  nurses  association 
stand  w'as  in  regard  to  the  bill,  S.  1453,  commonly 
known  as  the  federal  aid  to  education  bill.  Mrs. 
Gehrman  said  the  association  w^as  in  favor  of  the 
bill  on  the  premise  that  it  would  raise  the  standard 
of  training  for  nurses.  This  would  be  done,  she 
said,  by  eliminating  training  schools  that  are  sub- 
standard. She  stated  that  the  nurses  wished  to 
eliminate  the  poor  schools,  thus  improving  the  cali- 
ber of  nursing  education.  Dr.  McCarthy  pointed  out 
that  if  the  bill  becomes  law,  the  accrediting  of  all 
medical  schools,  including  nursing  schools,  wmuld 
be  done  through  the  office  of  the  Surgeon  General 
of  the  U.  S.  Public  Health  Service.  The  nurses  were 
of  the  opinion  that  this  was  not  so.  It  was  their  be- 
lief that  the  evaluation  of  nursing  schools  wmuld  be 
done  by  their  accrediting  association. 

Dr.  McCarthy  again  stressed  that  this  accrediting 
w’ould  be  done  by  the  Surgeon  General’s  office.  He 
w’arned  that  if  this  bill  is  passed,  it  wmuld  place  the 
medical  profession — nurses  included — under  the  reg- 
ulation of  the  federal  government.  It  w'as  his  stand 
that  the  bill  w'as  merely  another  step  in  the  direc- 
tion of  complete  medical  socialism.  Dr.  Guildner 
asserted  that  the  nurses  were  using  this  bill  to 
raise  their  standards  by  government  monopoly, 
w’hereas  the  medical  profession  had  raised  its  stand- 
ards of  training  by  free  enterprise.  No  agreement 
was  reached  concerning  the  bill’s  impact  on  the  lib- 
ei’ties  of  the  nursing  profession. 

Future  Meetings: 

Dr.  Brady  asked  that  a committee  be  chosen  from 
each  association  in  order  that  they  may  meet  jointly 
at  a future  date  to  give  further  consideration  to  the 
many  problems  involved.  Dr.  McCarthy  said  it  is 
necessary  to  outline  a program  of  action  and  then 
begin  to  work  on  it  immediately.  Dr.  Sheets  asked 
that  the  nurses  association  draw  up  a program  in 
writing  and  then  submit  it  at  the  next  joint  meeting. 
This  entire  plan  was  agreed  upon.  The  date  of  the 
next  meeting  was  left  to  the  call  of  Mr.  Smith  and 
Mrs.  Gehrman. 

Adjourned. 


ANNOUNCEMENTS 


The  Panama  Canal  needs  civilian  physicians  for 
duty  in  the  Canal  Zone.  This  need  has  arisen  be- 
cause the  Army  is  withdrawing  a large  number  of 
commissioned  Medical  Officers  who  have  been  as- 
signed to  duty  with  The  Panama  Canal. 

Free  transpoilation  to  the  Canal  Zone  is  provided 
for  the  appointee,  his  family,  and  his  household 
goods.  Family  housing  at  a reasonable  rental  is 
immediately  available.  A two  months’  vacation 
with  pay  (which  includes  time  lost  for  illness)  is 
allowed  and  reduced  rates  are  granted  on  Panama 
Line  vessels  between  the  Canal  Zone  and  New  York. 


92 


ir OMAN’S  AUXILIARY 


Nebr.  S.  M.  Jour. 
March,  1950 


Candidates  for  these  positions  must  be  graduates 
of  Class  A medical  schools  approved  by  the  Ameri- 
can Medical  Association.  They  must  also  be  Ameri- 
can citizens  not  over  45  years  of  age.  The  age  limit 
may  be  waived  under  certain  conditions. 

These  positions  are  on  the  medical  staffs  of  the 
Panama  Canal  hospitals  and  in  out-patient  clinics. 
Starting  salaries  range  from  $6,750.00  a year  to 
$9,500.00  a year,  according  to  training  and  experi- 
ence, and  type  of  position. 


The  American  Goiter  Association  meeting  will  be 
held  in  the  Shamrock  Hotel,  Houston,  Texas,  March 
9th,  10th  and  11th,  1950. 

The  program  for  the  three  day  meeting  will  con- 
sist of  papers  dealing  with  goiter  and  other  diseases 
of  the  thyroid  gland,  dry  clinics  and  demonstrations. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  general  oral  and  pathology  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at  The 
Shelburne,  Atlantic  City,  New  Jersey,  by  the  entire 
Board  from  Sunday,  May  21  through  Saturday,  May 
28,  1950.  Formal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  several 
weeks  in  advance  of  the  examination  dates. 

Candidates  for  re-examination  in  Part  II  must 
make  written  application  to  the  Secretary’s  office 
not  later  than  April  1,  1950. 

Applications  are  now  being  received  for  the  1951 
examinations.  Application  forms  and  Bulletins  are 
sent  upon  request  made  to:  Paul  Titus,  M.  D.,  Sec- 
retary, American  Board  of  Obstetrics  and  Gynecol- 
ogy, Inc.,  1015  Highland  Building,  Pittsburgh  6, 
Pennsylvania. 

All  who  plan  to  attend  the  session  of  the  AMA  in 
San  Francisco  are  requested  to  fill  in  the  hotel  ap- 
plication blank  which  has  been  appearing  in  The 
Journal  from  time  to  time  and  send  it  to  Dr.  William 
H.  Rustad,  chairman  of  the  subcommittee  on  hotels 
of  the  Local  Committee  on  Arrangements,  Room 
200,  61  Grove  Street,  San  Francisco  2,  California. 


PROFESSIONAL  ILLUSTRATORS  AND 
PHOTOGRAPHERS 

The  Academy-International  of  Medicine  is  estab- 
lishing an  information  ser\’ice  on  professionally 
trained  medical  illustrators  and  photographers  who 
will  assist  the  profession  in  the  preparation  of  all 
types  of  papers  for  publication,  meetings,  visual 
demonstrations,  and  exhibit  material.  Information 
on  illustrators  and  photographers  is  to  be  available, 
upon  request,  to  the  entire  profession. 

All  doctors  having  personal  knowledge  of  compe- 
tent illustrators  or  photographers  are  requested  to 
assist  by  providing  the  technicians’  names  and  ad- 
dresses. 

Send  information  to:  Academy-International  of 

Medicine,  214  West  Sixth  Street,  Topeka,  Kansas. 


BOOK  RECEIVED 

The  Salt-Free  Diet  Cook  Book  by  Emil  G.  Cona- 
son,  M.D.  and  Ella  Metz,  Dietitian.  137  pages  in- 
cluding index.  Lear  Publishers,  105  East  15th  St., 
New  York  3,  N.  Y^.  Price  $3.00. 


WOMAN'S  AU)(ILIARy 


GERMAN  MEDICINE  SYSTEM  DISCUSSED 

The  German  system  of  socialized  medicine  in  the 
years  preceding  1939  was  discussed  for  the  Wom- 
en’s Auxiliary  to  the  Adams  County  Medical  So- 
ciety Wednesday  evening  by  Mrs.  Karl  Gouldman, 
whose  husband  is  on  the  medical  staff  at  the  Hast- 
ings State  Hospital. 

Dr.  and  Mrs.  Gouldman  lived  in  Germany  for  21 
years  prior  to  1939. 

She  dwelt  on  persons  covered  by  the  system,  the 
hospital  setup,  and  advantages  and  disadvantages  of 
the  Germany  plan.  In  addition,  she  spoke  of  the 
difference  in  political  background  between  the 
United  States  and  Gennany.  Following  the  address, 
Mrs.  Gouldman  answered  questions  from  the  group. 

Fifteen  members  and  guests  of  the  auxiliary  met 
for  dinner  with  members  of  the  medical  society  pi'e- 
ceding  the  separate  meetings.  Mrs.  D.  W.  Kingsley 
presided  at  a routine  business  meeting  during  which 
annual  dues  were  paid.  The  meeting  was  at  the 
Hastings  State  Hospital. 

MRS.  L.  W.  RORK 
Publicity  Chairman 


The  Lincoln-Lancaster  County  Medical  Auxiliary 
met  at  the  Bryan  Memorial  Hospital  Nurses’  home, 
on  Monday,  Jan.  9th,  with  about  55  members  pres- 
ent. A coffee-sandwich  luncheon  was  sert'ed  by  the 
social  committee  at  one  o’clock.  Mrs.  C.  Fred  Fer- 
ciot,  state  president,  gave  a review  of  her  work  in 
organizing  four  new  Auxiliaries,  which  include  sev- 
‘enteen  counties. 

1.  Buffalo  county  Auxiliary. 

2.  Tri-county  No.  1 Auxiliary  which  includes 
Cass,  Otoe  and  Nemaha  counties. 

3.  Madison  six  county  Auxiliary  which  includes 
Knox,  Antelope,  Pierce,  Madison,  Stanton  and  Cum- 
ing counties. 

4.  Eighth  Councillor  district  Auxiliary  which  in- 
cludes Sheridan,  Cherry,  Keya  Paha,  Boyd,  Brown, 
Rock  and  Holt  counties. 

Mrs.  J.  M.  Woodward  paid  a tribute  to  Mrs. 
Gladys  Turner  Walker  who  died  Jan.  4th.  Mrs. 
Walker  was  the  third  President  of  the  Nebr.  State 
Medical  Auxiliary. 

Mrs.  Lynn  Sharrar,  chairman  of  the  social  com- 
mittee, gave  a report  of  the  dinner-dance  held  at 
Cotner  Terrace  on  the  evening  of  Dec.  10th. 

The  group  voted  to  hold  round-table  discusssions 
on  the  subject  of  Socialized  Medicine,  with  Mr.  Mer- 
rill Smith  as  moderator. 

A social  hour  followed  the  business  meeting. 

Mrs.  O.  V.  Calhoun  met  with  a group  of  auxiliary 
members  at  the  University  Club,  on  Thursday  morn- 
ing, Jan.  12,  to  discuss  plans  for  the  women’s  pro- 
gram during  the  state  medical  meeting.  May  2nd 
and  3rd. 

LILLIAN  E.  GIBSON 
(Mrs.  L.  T.) 
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SUMMARY  OF  ACTIVITIES  OF  THE 
PHOTOFLUOROGRAPHIC  X-RAY  UNITS 

January  1,  1949  to  December  31,  1949 


Total  70  mm.  X-rays 84,193 

Taken  in  116  different  locations  classified  as 
follows: 

Community  surveys 98 

Schools  12 

Institutions 3 

Industries  1 

Fairs  2 


116 

Findings: 

“T”  Cases 110  or  0.1% 

X-ray  findings  characteristic 
of  tuberculosis,  past  or  present 

“S”  Cases 347  or  0.4% 

X-ray  findings  suspicious  of 
tuberculosis 

“O”  Cases 1,670  or  2.0% 

Non-tuberculous  abnormalities 

Since  the  chest  X-ray  sui-veys  began  in  Nebraska 
in  1944,  a total  of  327,441  photofluorogi-aphic  films 
have  been  taken.  Last  year  there  w'ere  twenty-two 
county-wide  surveys  completed,  making  a total  of 
sixty-eight  counties  completed  to  date. 

It  is  anticipated  that  the  remaining  unsurveyed 
counties  will  be  completed  in  1950  and  the  survey 
will  start  over  the  state  for  the  second  time. 

A study  of  tuberculosis  morbidity  and  mortality 
statistics  shows  that  in  Nebraska  as  in  the  United 
States  as  a whole,  the  tuberculosis  death  rate  is 
constantly  declining  w'hile  the  number  of  known 
cases  of  active  tuberculosis  is  increasing  from  year 
to  year.  This  is  the  result  of  bettei-  treatment 
methods,  earlier  acceptance  of  treatment,  better  fol- 
low-up, and  improved  rehabilitation  methods. 

In  general,  it  shows  that  research,  education,  and 
teamwork  in  tuberculosis  control  is  paying  off.  The 
medical  profession,  the  Tuberculosis  Associations, 
and  the  official  tuberculosis  control  agencies  to- 
gether are  making  progress  in  the  eradication  of 
'“The  White  Plague.” 

Total  Summary  1944-1949 

1944  ^ 8,987 

1945  41,772 

1946  40,248 

1947  70,072 

1948  82,169 

1949  84,193 


327,441 


ONE  DRUG  MAY  PRODUCE  ALLERGY 
TO  ANOTHER 

It  has  been  reported  that  one  coal  tar  drug  may 
make  the  patient  allergic  to  another  coal  tar  dmg. 
Dr.  Glenn  Greenwood,  of  Los  Angeles,  Calif.,  re- 
ported an  actual  instance  of  this  before  The  Amer- 
ican College  of  Allergists  in  session  in  St.  Louis. 
The  patient,  who  had  a cold,  was  given  sulpha  and 
penicillin  as  a part  of  the  treatment.  Later,  when 
his  dentist  used  a local  anesthetic  to  pull  his  tooth, 
he  broke  out  with  a case  of  bold  hives. 

There  are  many  of  the  commonly  used  drugs  man- 
ufactured from  coal  tar.  This  makes  self-medica- 
tion more  dangerous  today  than  it  ever  was  before. 


kNOW  youR 
BLUE  SHIELD  PLAN 


The  Blue  Shield  record  for  January  exceeded  all 
previous  monthly  records  in  payments  to  physicians 
and  in  services  to  members.  Checks  totaling 
$71,542  were  sent  to  physicians  for  2,256  seiwices 
rendered  to  members  during  the  month. 

Those  responsible  for  the  administration  of  the 
Blue  Shield  Plan  are  governed  by  the  following 
basic  tenet  of  underwriting:  “In  anything  that  is 

insurable  at  a profit,  the  penalty  must  exceed  the 
benefit.” 

Blue  Shield  Liaison  Committees  for  a number  of 
the  county  societies  have  not  yet  been  reported  to 
the  Blue  Shield  office.  Will  Liaison  Committee 
Chairmen  please  select  their  committees  and  for- 
ward the  committee  list  as  soon  as  possible  ? 

The  special  non-group  enrollment  campaign 
which  closed  January  31  resulted  in  the  addition 
of  more  than  2,000  new  Blue  Cross-Blue  Shield 
members.  Non-group  membership  continues  to  be 
available  to  applicants  under  65  years  of  age  who 
are  self-employed  or  who  work  where  there  are 
fewer  than  five  employees. 

Reminder:  Will  you  urge  your  secretary  to  read 

this  column  regularly  and  to  read  the  other  Blue 
Shield  material  which  you  receive  ? The  informa- 
tion will  be  helpful  to  her  in  handling  Blue  Shield 
cases. 

To  facilitate  prompt  processing  of  medical  re- 
ports, make  sure  that  the  following  information  is 
always  filled  in:  1.  Patient’s  name.  2.  Subscriber’s 

name.  3.  Address.  4.  Group  number.  5.  Agree- 
ment number.  The  member’s  identification  card 
carries  this  information. 

All  physicians  in  Nebraska  recently  received  a 
copy  of  a nationally  distributed  booklet  “The  Blue 
Cross-Blue  Shield  Story”  which  highlights  the  role 
played  by  physicians  in  the  successful  operation  of 
the  voluntary  non-profit  plans  for  health  care.  In- 
cluded in  the  mailing  was  a copy  of  the  Nebraska 
Plans’  quarterly  publication,  “Chatter.” 

Nationally,  Blue  Cross  gained  4 million  members 
in  1949  to  put  total  membership  to  36  million,  cov- 
ering about  22' per  cent  of  the  U.  S.  population.  Pay- 
ments from  the  90  Blue  Cross  Plans  to  hospitals 
were  close  to  $350  million  dollars.  There  are  now 
approximately  13  million  people  enrolled  in  Blue 
Shield  Plans,  and  it  is  estimated  that  payments  to 
physicians  totaled  $100  million  dollars  in  1949. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
January  31,  1950 

Assets : 

Cash  in  Banlts $100,714.71 

Premiums  in  process  of  collection 11,032.86 

U.  S.  Bonds  (cost  plus  accrued 
interest)  301,575.19  $413,322.75 

Liabilities : 

Accounts  payable.  Blue  Cross $ 10,204.94 

Accounts  payable,  monthly  invoices 180.90 

Accrued  payroll  taxes - 65.50 
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Claims  payable — 

Unreported  58,599.50 

Pending  3,450.00 

Contingent  10,000.00 

Unearned  premiums  98,323.44 


$180,824.28 


Reserve  for  Maternity  Care 10,000.00 

Reserve  for  Bonuses 333.33 

Reserve  for  Collection  Losses 1,500.00 

Unassigned  Surplus  220,665.14 


$413,322.75 


INCOME  AND  EXPENSE 


Income : 


January  31,  1950 


From  dues  

From  enrollment  fees. 


Month  of 
January 
$93,316.36 
1,974.00 


$95,290.36 


Expenses : 

Claims  $73,599.00 

Administrative  expense  -- 

Regular  # 9,043.50 

Advertising  (50-50)  1,161.44 

Bonuses  333.33 

Secretarial  fees  416.67 

Medical  director  250.00 

Advertising  30.00 

Printing  36.75 

Taxes  and  licenses 6.25 

Conferences  and  meetings 469.05 

Collection  expenses  161.95 

Reserve  for  collection  losses 1,500.00 

Dues  78.89 

Miscellaneous  6.10 


$87,092.93 


Net  Gain 


.$  8,197.43 


ENROLLMENT  SUMMARY,  JANUARY.  1950 


Groups  enrolled  during  January 36 

Groups  cancelled  during  January 19 

Number  of  active  groups,  February  1,  1950 2395 


Subscribers 

Dependents 

Total 

Membership,  January  1, 

1950 44.543 

61,915 

106,458 

Additions 

2,080 

Less  Terminations 

724 

Net  Gain 

1,356 

Membership.  February  1, 

1950 45,899 

63,800 

109,699 

CLASSIFICATION  OF  CONTRACTS 
By  Type  Membership: 


Single 

Family 

Total 

Group 

14,140 

31,082 

45,222 

Non-group  _ 

- - 261 

416 

677 

Total 

14.401 

31,498 

45,899 

By  Payment  Method: 
Monthly 

- _ 7,322 

17,657 

24,979 

Quarterly 

5,281 

12,286 

17,567 

Semi-annu''.l 

- 1,204 

894 

2,098 

Annual 

594 

661 

1,255 

Total 

_ •14,401 

31,498 

45,899 

CASE  REPORT— JANUARY,  1950 


Number  of  cases  paid 
Number  of  services  rendered 

Females  _ __ 

Males  _ 

Subscribers 

. - 1,987 
_ 2,256 
_ _ 1,278 
_ 978 

813 

Dependents 

1,443 

Type  of  Service 

No. 

Per  Cent 

Amt.  Pd. 

Per  Cent 

Obstetrics 

224 

9.93% 

$11,335.00 

15.84% 

Appendectomies  

- 110 

4.88% 

11,000.00 

15.38% 

Tonsillectomies 

249 

11.04% 

8,632.50 

12.07% 

General  Surgery  

. 101 

4.48% 

7,698.00 

10.75% 

Gynecology 

- 87 

3.86% 

6,937.00 

9.70% 

Medical  . 

199 

8.82% 

4,374.00 

6.11% 

Orthopedics 

146 

6.47% 

4,249.50 

5.94% 

X-Rays 

4.38 

19.41% 

4,166.50 

5.82% 

Minor  Surgery 

308 

13.65% 

2,689.00 

3.76% 

Gall  Bladders 

19 

.84% 

2.655.00 

3.71% 

Herniotomies 

- 18 

.80% 

1.950.00 

2.73% 

Hemorrhoids 

25 

1.11% 

1,250.00 

1.75% 

Nose  and  Throat 

- 21 

.93% 

970.00 

1.36% 

Urology 

. 25 

1.11% 

907.50 

1.27% 

Pathology  _ _ _ 

181 

8.02% 

866.00 

1.21% 

Radiation  Therapy  _ 

- 12 

.53% 

635.00 

.89% 

Eye _ _ 

_ 19 

.84% 

547.00 

.76% 

Anesthesia 

58 

2.57% 

525.00 

.73% 

Transfusions 

16 

.71% 

155.00 

.22% 

GRAND  TOTAL  _ 

_2.256 

100.00% 

$71,542.00 

100.00% 

Amount  of  cases  in 

process 

of  settlement 

. $3,450.00 

Average  cost  per  case  for 

January 

36.01 

Number  per  thousand  receiving  benefits  during 

January  18.4 


SOCIETIES 

Secretaries  of  connty  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
Mezzanine  No,  3,  Medical  Arts  Building,  Omaha. 


Dr.  Willard  G.  Seng  of  Oshkosh  was  elected  presi- 
dent of  the  Garden-Keith-Perkins  Medical  Society  at 
a meeting  early  in  January. 

Dr.  Seng  succeeds  Dr.  E.  A.  Harvey  of  Ogallala 
who  served  as  president  the  past  year. 

Other  officers  elected  were  Dr.  John  L.  McFee 
of  Ogallala,  vice  president  and  Dr.  George  M. 
Horner,  also  of  Ogallala,  secretary-treasurer.  Dr. 
McFee  was  designated  as  the  society’s  delegate  to 
the  state  medical  meeting  in  May.  Dr.  Seng  is 
alternate  delegate.  Named  as  censor  for  the  year 
1950  was  Dr.  F.  M.  Bell  of  Grant. 


The  Dawson  County  Medical  Association  met 
early  in  January  in  Gothenburg. 

Officers  elected  were:  Dr.  M.  J.  Ayers,  Gothen- 

burg, president;  Dr.  E.  A.  Watson,  Lexington,  vice 
president;  Dr.  P.  B.  Osson,  Lexington,  was  re- 
elected secretary;  and  Dr.  O.  P.  Rosenau  of  Eustis 
was  re-elected  censor.  Dr.  R.  S.  Wycoff  was  elected 
as  a delegate  to  the  state  meeting  with  Dr.  A.  W. 
Anderson  alternate. 


Dr.  Paul  Barnes  of  the  Norfolk  state  hospital, 
was  elected  president  of  the  IMadison  Six-County 
Medical  Society  at  its  meeting  in  Hotel  Waldorf 
in  January. 

Dr.  G.  D.  Conwell,  Norfolk,  was  chosen  vice  pres- 
‘ident,  and  Dr.  John  Pollack,  also  of  Norfolk,  sec- 
retary-treasurer. Dr.  George  Stewart,  Norfolk,  is 
the  retiring  president. 


At  a meeting  of  the  Saunders  County  Medical 
Society  in  February,  Dr.  M.  P.  Williams  was  elected 
president  for  the  coming  year.  The  election  was 
held  at  the  regular  monthly  meeting  in  Wahoo. 

Other  officers  are:  Dr.  I.  M.  French,  vice  presi- 

dent, and  Dr.  Donald  C.  Kent,  secretary-treasurer. 
Censors  are:  Dr.  H.  F.  Freisen,  three-year  term; 
Dr.  Williams,  two  years  and  Dr.  B.  H.  Baer,  one- 
year  term.  Dr.  William  Noyes  was  elected  dele- 
gate to  the  State  Medical  Association  meeting. 


The  Nebraska  Heart  Association  met  at  Hotel 
Cornhusker  in  Lincoln,  Saturday,  February  11,  1950. 
The  presiding  officer  was  Harold  C.  Lueth,  M.D., 
F.A.C.P.  (President).  The  following  program  was 
presented:  Cardiac  Failure  Complicating  Pul- 

monary Insufficiency,  Jerome  Ritter,  M.D.,  Lin- 
coln, Nebr.;  Facts  and  Fallacies  of  the  Apex  Beat, 
Frederick  W.  Niehaus,  M.D.,  Willie  D.  Wright,  M.D., 
Omaha,  Nebr.;  Traumatic  Heart  Disease,  O.  V.  Cal- 
houn, M.D.,  Lincoln,  Nebr.;  Value  of  Unipolar  Limb 
Leads,  Henry  J.  Lehnhoff,  M.D.,  Charles  I.  Cerney, 
M.D.,  Omaha,  Nebr.;  Diagnosis  and  Surgical  Treat- 
ment of  Congenital  Heart  Disease,  Harry  M.  Mc- 
Carthy, M.D.,  Omaha,  Nebr.;  open  discussion. 
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The  American  College  of  Physicians  met  at  the 
Hotel  Comhusker,  Lincoln,  Nebr.,  Saturday,  Febr. 
11,  1950  The  ni’ogram  follows:  Presiding  Officer, 
James  C.  Waddell,  M.D.,  F.A.C.P.,  Beatrice;  Dissect- 
ing Aneurysm  of  Aorta  Simulating  Acute  Myo- 
cardial Infarction,  Arthur  L.  Smith,  Jr.,  M.D.  (As- 
sociate), Lincoln;  Instnictor  in  Medicine,  Creighton 
University  School  of  Medicine.  Hand-Christian- 
Schuller  Disease:  Report  of  a Case,  Harold  C. 
Lueth,  M.D.,  F.A.C.P.,  Omaha;  Professor  of  Medi- 
cine and  Dean,  University  of  Nebraska  College  of 
Medicine;  William  E.  Graham,  M.D.  (by  invitation), 
Omaha;  Resident  in  Internal  Medicine,  University 
of  Nebraska  Hospital.  Ewing  Tumor  of  Bone,  J. 
Marshall  Neely,  M.D.,  F.A.C.P.,  Lincoln;  Assistant 
Professor  of  Radiology,  Creighton  University  School 
of  Medicine.  Moot  Points  in  Cardiac  Therapy,  Wil- 
liam S.  Middleton,  M.D.,  F.A.C.P.,  Madison,  Wis.; 
President-Elect,  The  American  College  of  Physi- 
cians; Professor  of  Medicine  and  Dean,  University 
of  Wisconsin  Medical  School.  Aureomycin  in  the 
Treatment  of  Amebiasis,  Horace  H.  Zinneman,  M.D. 
(Associate),  Lincoln,  and  Charles  Gutch,  M.D.  (by 
invitation),  Lincoln.  Progress  in  Heart  Sound 
Analysis,  F.  Lowell  Dunn,  M.D.,  F.A.C.P.,  Omaha; 
Professor  of  Intemal  Medicine  and  Associate  Pro- 
fessor of  Clinical  Physiology,  University  of  Nebras- 
ka College  of  Medicine.  Hemachromatosis  without 
Glycosuria:  A Case  Report  with  Autopsy  Findings, 
Sanford  M.  Rathbun,  M.  D.  (Associate),  Beatrice. 
Disseminated  Fungus  Infections:  Reports  of  Three 
Cases  with  Autopsy  Findings,  0.  V.  Calhoun,  M.D.,  ) 
F.A.C.P.,  Lincoln,  and  Orest  J.  Parrillo,  M.D.  (by 
invitation),  Lincoln;  Chief  of  Section  of  Physical 
Medicine,  Veterans  Administration  Hospital.  Open 
discussion. 


DEATHS 

James  Willis,  ^I.D.,  McCook.  Bom  in  Missouri 
in  1881.  Graduated  from  the  Central  Medical  college 
at  St.  Joseph,  Missouri  in  1903.  For  sometime  fol- 
lowing graduation  he  practiced  at  Arapahoe.  In 
1921  Dr.  Willis  was  active  in  civic  and  professional 
affairs,  being  president  of  the  Southwestern  Ne- 
braska Medical  Association,  a member  of  the  Amer- 
ican College  of  Surgeons  and  several  other  profes- 
sional organizations.  His  first  years  he  seiwed  as 
counselor  from  the  tenth  council  district.  Died  on 
Januaiy  8,  1950,  from  an  acute  coronary  attack. 


A.  Texley,  M.  D.,  Carroll.  Born  in  Wisner,  Ne- 
braska. Graduated  from  Barned  Medical  School 
at  St.  Louis  in  1900.  Located  in  Carroll,  in  1902. 
Remained  in  the  community  until  the  time  of  his 
death  January  5,  1950.  Suiwiving  are  his  wife,  two 
sons  and  five  grandchildren. 


Joseph  W.  Brown,  M.D.,  Hastings.  Born  in  Ohio  in 
1878.  Graduated  from  the  University  of  Iowa  Col- 
lege of  Medicine  in  1904.  Practiced  in  Clearfield, 
Iowa  for  eleven  years,  prior  to  locating  in  Hastings 
in  1916.  Dr.  Brown  was  a member  of  the  Adams 
County  Medical  Society,  the  Nebraska  State  Med- 
ical Association.  Died,  Febniary  8,  1950.  Suiwiv- 
ing  are  his  wife,  two  sons,  one  sister,  and  a brother 
Dr.  A.  D.  Brown  of  Central  City. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th.  Omaha. 


Associated  with  his  father  in  Aurora  is  Di'.  E.  A. 
Steenburg,  of  Aurora. 

Dr.  Joseph  A.  Pleiss  has  moved  his  office  to  716 
Medical  Arts  Building. 

A new  arrival  at  Seward,  is  Dr.  L.  R.  Schuster 
formerly  of  Ellis,  Kansas. 

Dr.  James  F.  Kelly,  Jr.  is  at  Oak  Ridge,  Tenn., 
studying  the  use  of  radioisotopes. 

Vacationing  in  Mexico  this  winter,  ai'e  Doctors 
Floyd  Clarke,  J.  Harry  Murphy,  and  J.  A.  Henske. 

Dr.  John  Schenken  of  Omaha  spoke  before  a 
church  group  on  “Socialized  Medicine”  in  Febmary. 

Dr.  Kenneth  F.  McDennott  was  recently  elected 
Chief  of  Staff  of  St.  Francis  Hospital,  at  Grand 
Island. 

Dr.  Ralph  Luikart  was  elected  president  of  the 
Omaha  Obstetrical  and  Gynecological  Society,  at 
the  annual  meeting. 

Dr.  Maurice  M.  Steinberg  announces  the  opening 
of  his  office  at  830  City  National  Bank  Building  in 
the  practice  of  urology. 

Dr.  W.  Riley  Kovar  has  opened  an  office  at  1120 
Medical  Arts  Building,  Omaha,  for  the  practice  of 
obstetrics  and  gynecology. 

Dr.  Louis  E.  Moon,  Omaha,  was  guest  speaker 
at  the  Mid-South  Post  Graduate  Medical  Assembly 
at  Memphis,  Tenn.,  in  Febmary. 

Dr.  Charlotte  P.  Seiver  addressed  the  Fremont 
Business  and  Professional  Women’s  club  in  Febm- 
aiy,  on  “a  socialized  medicine  meeting.” 

Dr.  George  N.  Johnson  announces  the  opening  of 
his  office  for  the  practice  of  general  surgery  and 
surgical  diagnosis  at  708  Medical  Arts  Bldg. 

Doctor  A.  E.  Bennett,  formerly  of  Omaha,  has 
been  appointed  associate  clinical  professor  of  psy- 
chiatry in  the  University  of  California,  School  of 
Medicine. 

Dr.  J.  Dewey  Bisgard  of  Omaha  is  president  of 
the  Central  Surgical  Association.  Dr.  Bisgard  at- 
tended a meeting  of  this  association  in  Chicago,  in 
Februaiy. 

Dr.  Werner  Jensen,  Dr.  W.  R.  Hansa  and  Dr. 
Frank  J.  Iwerson  attended  the  American  Academy 
of  Orthopedic  Surgeons  meeting  in  New  York,  early 
in  Februaiy. 

Doctors  Lynn  Thompson  and  John  L.  Gedgoud 
of  Omaha  addressed  the  Omaha  District  Dental  So- 
ciety in  Febmary,  in  connection  with  the  observance 
of  Children’s  Dental  Health  Day. 

It  is  reported  that  Dr.  F.  H.  Loder,  who  fomierly 
was  with  the  M.C.H.  Division  of  the  Nebraska  State 
Health  department  and  who  had  moved  to  Greely, 
Colorado,  is  returning  to  Lincoln,  as  a director  of 
the  city-council  health  unit,  succeeding  Dr.  Fred 
Long. 

Dr.  Esther  I.  McEachen,  who  has  practiced  in 
Omaha  since  June  1,  1929,  closed  her  office  in  the 
Medical  Arts  Building  Januaiy  31,  1950,  and  will 
locate  in  California.  Doctor  McEachen’s  duties  as 
secretaiy  of  the  Nebraska  Chapter  of  the  Academy 
of  General  Practice  will  be  taken  over  by  Dr.  Wil- 
liam E.  Hungerford. 
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INTELLIGENCE  AND  FACIAL 
FEATURES 

How  much  does  your  face  reveal  about 
you?  For  centuries  men  have  held  the  be- 
lief that  a person’s  intelligence  and  charac- 
ter could  be  judged  by  a study  of  the  face. 
At  the  turn  of  the  present  century,  the  emi- 
nent Cesar  Lombroso  gave  impetus  to  this 
belief  by  listing  certain  physical  “stigmata” 
as  being  characteristic  of  the  criminal  type, 
and  even  today  it  is  a common  practice  of 
writers  to  suggest  mental  and  moral  quali- 
ties by  calling  attention  to  certain  features 
— a square  jaw,  to  denote  determination;  a 
high  forehead,  to  indicate  intelligence. 

But  Science  finds  no  basis  in  fact  for  the 
widely  held  idea  that  physical  features  re- 
veal greater  or  less  intelligence  (except  in 
certain  special  types  of  mental  deficiency) 
or  the  presence  or  absence  of  other  mental 
or  moral  qualities.  Hundreds  of  experiments 
prove  this.  In  one  experiment,  thirty  uni- 
versity students  doing  graduate  work  in 
clinical  psychology  were  each  given  photo- 
graphs of  twelve  children  who  ranged  in  in- 
telligence from  the  imbecile  level  to  very  su- 
perior. The  students  were  asked  to  study 
the  photographs  carefully  and  then,  indi- 
vidually and  without  communicating  with 
one  another,  to  rank  the  children  in  order 
from  the  one  judged  most  intelligent  to  the 
one  judged  least  bright.  It  was  found  that 
when  the  judgments  of  the  class  as  a whole 
were  considered,  there  was  very  little  posi- 
tive relationship  between  the  true  ranking 
of  the  children  (based  on  actual  intelligence 
test  scores)  and  the  ranking  given  by  the 
class,  and  that  when  the  rankings  of  the 
students  were  considered  individually,  they 
were  in  several  cases  even  more  inaccurate 
than  might  be  expected  if  the  photographs 
had  been  arranged  merely  by  chance ! 

The  widespread  belief  in  the  revealing 
qualities  of  facial  characteristics  is  due  to  a 
combination  of  factors.  The  individual  being 
judged  may  possess  some  feature  in  common 
with  someone  we  know,  and  through  “asso- 
ciation by  similarity”  we  may  unconsciously 
attribute  to  him  the  vices  and  virtues  of  our 
acquaintance.  Or  a characteristic  may  sug- 
gest a given  trait  because  of  traditional  fig- 
ures of  speech,  such  as  “bull-necked”  or 
“high-brow.”  Again,  there  is  the  tendency 
to  “halo  effect” — to  form  a general  impres- 
sion of  an  individual  and  judge  specific  traits 
on  the  basis  of  this. 

Hollingworth,  the  late  and  noted  psychol- 
ogist, recalled  that  once,  while  watching  a 


shipload  of  immigrants  coming  in  at  Ellis 
Island,  his  attention  was  attracted  by  one 
young  woman  who  stood  out  as  the  most 
attractive  and  alert  of  the  company.  After- 
wards he  found  that  she  had  been  certified 
as  an  imbecile  and  denied  entry  into  the 
United  States!  This  story  points  up  the  fact 
that  the  judgments  of  a trained  student  of 
human  nature  may  not  be  any  more  accurate 
than  the  judgments  of  the  untrained  observ- 
er when  the  problem  involved  is  one  of  pre- 
dicting intelligence  merely  from  facial  fea- 
tures. 

If  judgments  of  intelligence  and  other 
mental  and  moral  qualities  are  to  be  valid, 
objective  methods  such  as  tests  must  be  em- 
ployed, or  the  individual  must  be  observed 
in  situations  which  elicit  manifestations  of 
whatever  trait  is  being  judged.  It  has  been 
shown  that  “physiognomic  analyses’  ’ — 
studies  of  the  face — reveal  very  little  about 
intelligence  and  character.  Which  is  perhaps 
a greater  blessing  than  the  average  person 
appreciates ! —From  TALK 


ACTH  IN  TREATMENT  OF  GOUTY  ARTHRITIS 

Prompt  and  dramatic  relief  of  gouty  arthritis 
in  three  patients  following  administration  of  one 
or  two  injections  of  ACTH  (pituitary  adrenocortico- 
tropic hormone)  is  reported  by  two  Pittsburgh 
doctors. 

All  three  patients  were  middle-aged  men,  Drs. 
H.  M.  Margolis  and  Paul  S.  Caplan  of  the  School 
of  Medicine  of  the  University  of  Pittsburgh  say  in 
the  Jan.  28  Journal  of  the  American  Medical  As- 
sociation. 

“Striking  beneficial  results”  were  noticeable  in 
two  patients  in  an  hour  to  an  hour  and  a half  after 
a single  injection  of  ACTH  was  given,  according 
to  the  article. 

“A  man  aged  59  sought  treatment  because  of  re- 
curring attacks  of  severe  gouty  arthritis  of  16  years 
duration,”  the  doctors  say,  describing  one  patient. 

“The  attacks,  which  had  involved  at  various  times 
the  joints  of  the  big  toes,  the  knees,  wrists,  elbows 
and  ankles,  would  last  several  weeks  to  a month. 

“About  August  1,  1949  the  patient  had  his  se- 
verest attack  involving  the  left  hand  and  wrist;  it 
progressed  within  several  weeks  to  involvement  of 
both  hands,  wrists,  elbows  and  shoulders,  the  neck, 
spine  and  feet.  The  pain  was  violent  and  the  pa- 
tient was  completely  disabled.  He  could  not  raise 
his  arms  to  feed  himself  and  he  could  not  clench 
his  fists. 

“On  September  18  at  11:40  a.m.  ACTH  was  ad- 
ministered intramuscularly.  By  12:55  p.m.  the  pa- 
tient had  practically  recovered  from  the  acute 
gouty  attack.  He  was  able  to  move  his  hands,  el- 
bows and  shoulders  without  any  discomfort,  he  was 
able  to  feed  himself,  and  he  had  no  pain  in  the 
neck,  back  or  feet.  The  tenderness  of  the  joints 
had  disappeared. 

“Except  for  minor  nondisabling  joint  symptoms 
related  to  the  chronic  rheumatoid  arthritic  changes, 
the  patient  has  remained  comfortable  and  active.” 


The  Nebraska  State 
Medical  ^ Journal 

ESTABLISHED  1916  BY  THE  NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Vol.  35  Norfolk,  Nebraska,  April,  1950  No.  4 


EDITORIAL 


The  Omaha  World-HeVald  on  March  7, 
1950  devoted  considerable  space  to  a letter 
received  by  the  University  Hospital  from 
Dr.  Eric  G.  DeFlon  of  Chadron.  Dr.  DeFlon 
according  to  the  newspaper  account,  was 
prompted  “to  attack  Nebraska’s  state  medi- 
cal institutions’’  by  the  fact  that  one  of  his 
indigent  patients,  an  old  man  with  an  in- 
dwelling catheter  could  not  be  admitted  to 
the  University  Hospital  until  July  17,  1950. 
In  explaining  this  long  delay  for  admission 
Dean  Harold  C.  Lueth  is  quoted  thus: 

“Budgeting  restrictions  have  been  such 
that  it  has  been  necessary  to  close  a ward 
or  two  to  come  out  in  the  black.’’ 

And  corroborating  this  statement  Chan- 
cellor R.  G.  Gustafson  explained:  “Our  in- 

ability to  open  the  wards  ...  is  a fact.  When 
you  chop  a budget  request  (for  the  Univer- 
sity of  Nebraska)  from  1(>  million  dollars  to 
8 million  dollars  you  just  cannot  do  it.” 

The  budget  for  the  Medical  College  includ- 
ing the  University  Hospital  is  made  from 
funds  allocated  by  the  Legislature  to  the 
University  as  a whole. 

In  this  editorial  we  are  not  primarily  con- 
cerned with  the  worries  of  the  individual 
physician  over  the  disposition  of  a patient 
in  dire  need  of  hospital  care,  although  our 
sympathy  goes  to  both.  We  have  all  experi- 
enced that  anxiety,  and  few  of  us  escape  the 
occasional  annoyance  and  disgust  with  local 
authorities  who  fail  to  exercise  statutory 
duties  by  repudiating  their  responsibility. 
Our  main  interest  here  lies  in  the  apparent 
indifference  to  the  problems  by  the  people 
of  Nebraska.  It  seems  that  in  our  pursuit 
of  local  economies  we  fail  to  realize  that  se- 
vere budgetary  restrictions  not  only  stop 


progress  but  in  some  instances  they  even 
endanger  the  status  quo. 

Our  Medical  Colleges  are  a case  in  point. 
In  the  March  issue  we  called  attention  to 
the  expanding  programs  of  neighbor  medical 
colleges.  Iowa,  Kansas,  Colorado,  Minne- 
sota, Arkansas  and  many  other  states  are 
making  liberal  allotments  not  only  to  comply 
with  but  to  advance  present  standards  of 
medical  education  as  a prerequisite  to  pro- 
gress in  medical  practice. 

We  have  in  Nebraska  two  excellent  medi- 
cal colleges.  It  is  open  knowledge  that 
Creighton  University  Medical  school  and  the 
University  of  Nebraska  Medical  College  each 
on  its  own  campus  is  fighting  for  survival. 
Increased  costs  of  maintenance  and  long  de- 
layed plans  for  construction  of  badly  needed 
additional  facilities  to  supplement  or  replace 
outworn  laboratories  and  clinics  serve  as 
constant  threats  to  the  life  of  these  insti- 
tutions. 

The  past  several  years  we  have  been  so 
pre-occupied  with  the  battle  against  medical 
socialization  on  the  National  level  that  there 
is  real  danger  of  our  losing  ground  on  the 
local  scene  and  thus  play  directly  into  the 
hands  of  our  adversaries.  We  protest  vigor- 
ously against  federal  interference  in  medical 
.education  as  a wedge  into  socialization  of 
medical  practice. 

“The  nationalization  of  medicine  as  a 
part  of  the  attempt  to  socialize  this  coun- 
try has  been  adopted  as  a political  meas- 
ure by  certain  politicians.  Federal  aid  to 
education,  including  medical  education,  is 
one  of  these  parts  of  the  welfare  program. 
New  money  is  attractive  to  schools  which 
find  themselves  in  financial  difficulties. 
Other  more  prosperous  schools  are  willing  to 
be  included.  . . . Every  subsidy  carries  with 
it  the  threat  of  regulation  despite  any  dis- 
claimer of  present  intent.” 


ySBAHY  OP  THE 
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This  Journal  maintains  that  the  most 
potent  argument  against  paternalistic  in- 
roads is  proper  support  of  local  institutions 
by  the  citizens  of  the  state  in  which  these 
institutions  function. 

Specifically  we  suggest  that  every  physi- 
cian regardless  of  affiliation  extend  what- 
ever help  he  deems  feasible  toward  the  build- 
ing fund  of  Creighton  University  Medical 
School.  We  further  suggest  that  whenever 
the  opportunity  presents  itself  members  of 
this  Association  acquaint  their  patients  and 
their  friends  with  the  role  occupied  by  the 
two  medical  colleges  in  Nebraska.  Our  State 
legislators  particularly  must  be  apprised  of 
the  urgency  in  maintaining  a progressive 
medical  college  as  a part  of  the  State  Uni- 
versity. 

We  repeat  here  and  now  and  we  shall  re- 
iterate time  and  again,  if  necessary,  that 
our  standards  of  medical  practice  will  inex- 
orably vary  with  the  quality  of  medical  edu- 
cation in  the  state. 


READ  THE  MINUTES  OF  THE  COUNCIL 

On  page  113  is  a record  of  the  Mid- Winter 
meeting  of  the  Council  of  the  Nebraska 
State  Medical  Association.  The  Council  is 
the  executive  body  of  the  Association,  and 
its  deliberations  concern  every  individual 
member.  It  is  true  that  the  recommenda- 
tions of  the  Council  are  subject  to  the  dis- 
position of  the  House  of  Delegates,  but  in 
the  interest  of  good  organization  all  mem- 
bers must  have  an  appreciation  of  basic  is- 
sues and  local  problems  which  in  one  way  or 
another  directly  or  indirectly  have  their 
daily  impact  on  medical  practice. 

This  year  the  minutes  have  particular  sig- 
nificance. It  is  the  first  year  our  Associa- 
tion has  operated  fully  under  the  expanded 
program.  No  other  session  in  our  history  has 
been  called  upon  to  consider  as  many  prob- 
lems varying  in  interest  and  importance. 
Every  committee  report  was  gone  over  thor- 
oughly and  disposition  was  based  on  frank 
discussion  and  opinion  by  those  in  attend- 
ance. Our  readers  owe  it  to  themselves  as 
well  as  to  the  members  of  the  Council  to 
read  the  minutes  carefully  and  to  discuss 
the  contents  with  their  local  delegates  who 
next  month  will  be  called  upon  to  accept, 
modify  or  reject  the  recommendations  made. 

Your  delegate  would  like  to  know  how  you 
stand  on  the  problems  outlined  in  the  Coun- 
cil minutes. 


OUR  ANNUAL  ASSEMBLY 

The  program  for  the  Nebraska  State  An- 
nual Assembly  appears  on  page  109.  It  is 
not  necessary  for  us  to  point  to  the  quality 
or  arrangement  of  the  sessions.  The  names 
and  the  subjects  speak  for  themselves.  What 
we  wish  to  emphasize  is  our  belief  that  no 
progressive  physician  in  practice  today  can 
afford  to  pass  up  the  opportunity  of  hearing 
the  presentations  here  outlined.  It  is  true, 
for  some  it  may  be  difficult  to  take  off  the 
entire  week  and  remain  continuously  in  Lin- 
colny  but  it  is  difficult  to  conceive  of  any 
physician  interested  in  the  various  phases 
of  medical  developments  to  be  unable  to  par- 
ticipate in  some  part  of  the  program. 

The  Committee  on  Scientific  Assembly  has 
put  in  a great  de^l  of  time  and  effort  to 
make  this  one  of  the  best  Assemblies  in  the 
history  of  our  Association. 

We  believe  they  have  accomplished  their 
task. 


To  115,000  Nebraskans,  the  doctors  of  this  state 
are  the  personal  representatives  of  the  Blue  Shield 
Plan.  For  this  reason,  it  is  of  prime  importance 
that  doctors  be  as  fully  informed  as  possible  on  all 
phases  of  the  Blue  Shield  program  which  are  of 
interest  to  their  patient-subscribers. 


Reminder:  The  information  given  on  the  doc- 

tor’s medical  report  is  the  only  data  on  which  the 
Medical  Director  can  adjudicate  claims.  Explanatory 
notes  are  helpful  in  giving  cases  full  evaluation. 
For  example,  the  allow’ance  for  a laceration  requir- 
ing a dozen  stitches  would  be  greater  than  for  one 
requiring  only  two  stitches,  but  if  specific  informa- 
tion is  not  given,  it  is  impossible  to  give  fair  con- 
sideration to  such  cases. 


INTERNATIONAL  CONGRESS  ON  DISEASES 
OF  THE  CHEST  TO  BE  HELD  IN  ROME 

The  First  International  Congress  on  Diseases  of 
the  Chest  will  be  held  at  the  Carlo  Forlanini  Insti- 
tute, Rome,  Italy,  September  17-20,  1950,  under  the 
auspices  of  the  Council  on  International  Affairs  of 
the  American  College  of  Chest  Physicians  and  the 
Carlo  Forlanini  Institute,  with  the  patronage  of  the 
High  Commissioner  of  Hygiene  and  Health,  Italy, 
in  collaboration  with  the  National  Institute  of 
Health  and  the  Italian  Federation  Against  Tu- 
berculosis. 

Physicians  who  are  interested  in  attending  the 
Congress  should  communicate  at  once  with  Dr. 
Chevalier  L.  Jackson,  Chairman  of  the  Council  on 
International  Affairs,  American  College  of  Chest 
Physicians,  500  North  Dearborn  Street,  Chicago  10, 
Illinois,  U.  S.  A.,  or  with  Professor  A.  Omodei  Zor- 
ini.  Carlo  Forlanini  Institute,  Rome,  Italy. 


TRESIDENTS  TAGE 


“LEGISLATE-TAX-AND-SPEND” 

IF  you  had  an  annual  net  income  of  two  thousand  dollars  and  you  spent  four 
thousand  dollars  each  year,  what  would  be  your  ultimate  financial  status  ? 

IF  you  were  a billionaire  but  each  year  spent  more  billions  than  you  could 
command,  not  only  for  yourself  but  for  thousands  of  ideas  devised  without  too  much 
basic  reasoning  by  as  many  individuals  or  groups,  what  would  be  your  ultimate 
financial  status? 

IF  you  had  been  too  busy  to  investigate  the  purposes  and  worth  of  these 
ideas  and  paid  little  or  no  attention  to  your  income-outgo  of  funds,  could  you  right- 
fully hold  the  devisers  of  these  plans  responsible  for  your  financial  status? 

IF  it  were  found  that  you  were  bankrupt  due  to  your  spending  and  philanthro- 
pies, could  you  obtain  more  money  for  continued  spending? 

IF  finally  you  were  made  to  check  your  financial  status  of  eighteen  years  ago 
compared  to  that  of  today  and  it  looked  like  this — 


SKYROCKETING  TAXES  PAID  BY  NEBRASKANS 


1932 

Per  cent 

1940 

Per  cent 

1949 

Per  cent 

FEDERAL 

$ 3,159,000 

4.1 

$20,761,000 

23.3 

$276,045,444 

70 

STATE 

23,562,000 

30.7 

28,609,000 

32.1 

46,090,000 

12 

LOCAL 

50,030,248 

65.2 

39,782,639 

44.6 

72,815,882 

18 

TOTAL* 

$76,751,248 

100.0 

$89,152,639 

100.0 

$394,951,326 

100 

*For  fiscal  years  ending  June  30th.  Does  not  include  intangible  taxes. 


WOULD  you  be  aghast? 

WOULD  you  now  realize  that  the  tax  money  collected  by  the  Federal  govern- 
ment in  1949  was  8,638  per  cent  more  than  that  collected  in  1932  and  if  continued 
at  that  rate,  by  1960  Nebraskans  would  have  to  find  approximately  a billion  dol- 
lars for  federal  taxes? 

WOULD  you  add  your  complaint  to  that  of  others  if  you  learned  that  only  17 
per  cent  of  the  taxes  paid  to  the  Federal  government  found  their  way  back  to  the 
State  of  Nebraska? 

IF  as  a member  of  the  Nebraska  State  Medical  Association,  you  were  to  pub- 
licize these  figures  to  your  neighbors,  would  there  not  be  an  increasing  and  strident 
protest  against  some  of  the  legislation  calling  for  additional  huge  expenditures  now 
pending  in  Congress  and  which  might  be  pending  in  our  own  Unicameral  Legis- 
lature shortly  after  it  convenes? 

WOULD  this  not  help  to  puncture  the  legislate-tax-and-spend,  and  legislate- 
tax-and-spend-some-more  bubble  ? 

YOUR  NEIGHBORS  are  no  further  away  than  your  voice  will  carry. 


Laboratory  and  Clinical  Trials  of  Five 
Local  Anesthetics* 

A.  R.  McIntyre,  Ph.D.,  m.d.,  l.  w.  lee,  m.d.,  j.  a.  Rasmussen,  m.d., 
J.  C.  KUPPINGER,  M.D.,  and  R.  F.  SIEVERS,  Ph.D.,  M.D. 

The  Departments  of  Physiology  and  Pharmacology, 

Surgery,  Ophthalmology  and  Urology 
University  of  Nebraska  College  of  Medicine 


Starting  in  1936  the  Department  of  Physi- 
ology and  Pharmacology<^-2-*'^5.6.7)  has 
systematically  investigated  a large  number 
of  synthetic  local  anesthetics.  The  war  in- 
terrupted this  work  for  some  years  but  our 
studies  were  recently  resumed  and  during 
the  last  year  some  of  the  more  promising 
compounds  have  been  used  clinically. 

Full  laboratory  data  on  all  the  compounds 
studied,  which  number  over  fifty,  cannot  be 
entered  into  in  the  space  at  our  disposal; 
however,  pertinent  laboratory  and  clinical 


thesia,  compounds  4 and  5 were  synthesized 
for  use  as  surface  anesthesia,  the  structures 
of  procaine  and  tetracaine  used  as  stand- 
ards for  comparison  are  also  presented. 

TOXICITY 

The  toxicity  of  those  compounds  de- 
signed for  infiltration  and  nerve  block  anes- 
thesia was  first  determined  on  mice  and 
compared  with  that  of  procaine,  the  com- 
pounds designed  for  surface  anesthesia  were 
also  tested  on  mice  and  their  toxicities  com- 
pared with  that  of  tetracaine.  The  anes- 


TABLE  1 


Cca^uod  Ch««lo«l  Huie 


Struotuml  PorvulK 


Prooaiaa  Pur«-uilno-b*iaoyl-<U»tlqrluU.no- 
•thyl  hgrdroohlorlda 


Ho.l 


lo.2 


Bo.8 


B»t«-di«thylulBo«th7X  4 athojor 
benuolde 


Alphai-propyl-B-dietbtyljualnaethjrl 
olTiMLwawlde  h(]rdrochXorld« 


HjS 


W 


*^C00CH^CH^(C3Hg)  ^aa 
*^CO»HCHgCHgg(CgHg)  gBCl 


HCl 


Ha.« 


Bo.  6 


OB2CB2CB3 

^COOCHgCHgB(CHg)^x 

V 

"^C00CHgCHgB(C2gg)g  HCX 


hydroobXorld* 

Pontocain*  Para-butylajainobontoyX-diaethyl- 
aalBo  ethasoX  )^droofaXorid« 


Beta-dlothylamlnoothy^  oator  of  5- 
•aino'^-propoxy  bonioio  aold  hydro- 
ohXor Xda . 


BH2 


B#ta-dlathyXaainoathyX-4-propoxy-3-  k n n 

>in  baniaiBldo  hydroohXorida  ''5^” 


‘^C0mCHgCHjgB(C3Hg)g  HCl 


HH, 


data  on  five  of  the  more  promising  com- 
pounds undergoing  practical  trial  will  be  giv- 
en. The  data  here  presented  consist  of  tox- 
icity studies  on  animals,  potency  tests  on 
animals  and  man,  and  the  results  of  clinical 
trial  in  general  surgery,  ophthalmology,  and 
urology  together  with  a brief  summary  of 
the  results  obtained  in  dentistry.  The  chemi- 
cal names  and  structures  of  the  five  com- 
pounds undergoing  trial  are  shown  in  Table 
1.  Compounds  1,  2 and  3 were  synthesized 
for  use  for  infiltration  and  nerve  block  anes- 

-mis  work  was  aided  in  part  by  a grant  from  The  Squibb 
Institute  for  Medical  Research. 


thetic  potency  of  compounds  1,  2 and  3 were 
ascertained  on  dogs  and  subsequently  on 
man  by  intracutaneous  injection  of  isotonic 
buffered  solutions.  Compounds  4 and  5 were 
first  tested  on  rabbit  eyes  and  when  a satis- 
factory and  relatively  non-irritating  concen- 
tration had  been  determined  these  com- 
pounds were  then  tested  on  our  own  eyes. 
The  relative  toxicities  and  potencies  having 
been  determined  the  anesthetic  index*  was 
then  calculated.  Full  details  of  the  method 

*The  anesthetic  index  is  a ratio  obtained  by  comparing  the 
relative  toxicity  and  potencies  of  the  compounds  with  that  of 
a standard. 
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used  in  calculating  this  ratio  have  been  pre- 
viously described In  the  case  of  com- 
pounds intended  for  infiltration  anesthesia 
the  standard  was  procaine,  for  those  com- 
pounds intended  for  surface  anesthesia  the 
standard  was  tetracaine.  The  relative  tox- 
icities  and  potencies  together  with  the  anes- 
thetic indices  are  presented  in  Table  2. 


TABLE  2 


Compound 

M.L.D.  50  Mg. /Kg. 
Mouse  2%  Solu- 
tion in  HjO 

Anesthetic 

Potency 

Anesthetic 

Indices 

Procaine 

600 

1.00 

1.00 

1. 

500 

2.75 

1.70 

2. 

325 

3.85 

2.17 

3. 

900 

4.00 

5.96 

Tetracaine 

40 

1.00 

1.00 

4. 

55 

1.50 

2.06 

5. 

240 

1.00 

6.00 

It  will  be  seen  that  the  five  compounds  all 
possess  anesthetic  indices  greater  than  uni- 
ty, indicative  of  potential  clinical  useful- 
ness. It  was  necessary  however  to  ascer- 
tain whether  or  not  these  compounds  pro- 
duced transient  or  perhaps  permanent  dam- 
age to  tissues,  their  degree  of  initial  irrita- 
tion and  the  rapidity  with  which  they  pro- 
duced anesthesia.  In  addition  it  was  felt 


desirable 

to  ascertain  the  value  of  the  bar- 

biturates 

as  antidotes  to  the  possible  toxic 

effects  of  these  compounds  when  used 

in  ex- 

cessive  amounts. 

Table  3 

summarizes  the 
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— 

5.3 

1. 
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30.0 
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*These  block-times  were  established  by  application  of  weak 
solution  to  the  undamaged  sciatic  nerve  sheath.  Injection  into 
the  sheath  or  application  to  cut  nerve  ends  causes  rapid  block. 
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results  obtained  when  these  compounds  were 
tested  on  frogs,  rabbits,  dogs  and  man.  Hav- 
ing established  that  these  compounds  all  ex- 
hibited favorable  anesthetic  indices,  were 
relatively  harmless  to  tissues,  and  were  in 
general  antagonized  by  barbiturates,  it  was 
decided  to  begin  cautious  clinical  trials  in 
man. 


CLINICAL  TRIALS 

Compound  No.  1.  As  a nerve-blocking 
agent  in  Dentistry.  Preliminary  clinical  re- 
ports upon  the  use  of  Compound  No.  1 as  a 
nerve  block  anesthetic  are  somewhat  dis- 
appointing in  view  of  the  favorable  anes- 
thetic index  found  in  animal  experiments. 
However,  further  tests  with  higher  concen- 
trations are  continuing. 

Clinical  tests  of  Compounds  No.  2 and  3 
in  general  surgery. 

Compound  No.  2.  This  anesthetic  was 
first  used  for  nerve  block  in  an  operation  on 
the  finger,  3 cc.  gave  satisfactory  anes- 
thesia. Subsequently  the  compound  has 
been  used  in  operations  such  as  biopsies, 
saphenous  ligation,  skin  grafting,  tracheo- 
tomy, resection  of  lymphatic  tissue,  and 
herniotomies.  The  average  time  of  onset  of 
anesthesia  was  2.6  minutes  with  a longest 
time  interval  of  5 minutes  from  injection 
and  a shortest  time  of  60  seconds.  The  to- 
tal duration  was  not  accurately  determined 
post  operatively  but  exceeded  60  minutes  in 
those  cases  in  which  it  was  observed.  Satis- 
factory anesthesia  was  obtained  in  all  cases 
and  there  were  no  local  or  generalized  reac- 
tions seen. 

Compound  No.  3.  The  results  obtained 
with  Compound  No.  3 on  a comparable  series 
of  cases  were  more  variable  and  while  satis- 
factory anesthesia  was  obtained  in  the  ma- 
jority of  cases,  in  some  there  appeared  to  be 
slower  onset  of  anesthesia  and  incomplete 
anesthesia  was  obtained  in  some  individuals. 
More  serious,  however,  was  the  untoward  re- 
action seen  in  one  patient  who  received  a 
total  of  180  cc.  of  a 1%  solution  in  sterile 
saline  (all  patients  received  this  solution). 
In  this  case  there  was  a local  reaction  with 
edema  and  tissue  damage  and  a generalized 
reaction  consisting  of  nausea  and  vomiting. 
It  seems  likely  that  this  reaction  was  due  to 
an  idiosyncrasy  for  the  compound  under 
study.  Nevertheless  there  have  been  other 
occasions  where  edema  appeared  at  the  site 
of  injection  and  we  consequently  feel  that 
Compound  No.  3 is  inferior  to  Compound 
No.  2.  The  latter  anesthetic  appears  to  be 
worthy  of  more  extensive  clinical  trial  be- 
cause of  its  rapidity  of  action. 

Use  of  Compounds  No.  4 and  No.  5 in  Ur- 
ology. Preliminary  trials  of  Compound  No. 
4 has  been  made  on  14  urological  patients. 
The  anesthetic  was  compared  with  2%  Co- 
caine hydrochloride  previously  used.  It  was 
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found  that  for  urethral  anesthesia  for  cysto- 
scopic  examination  the  anesthesia  obtained 
was  completely  satisfactory.  Compound 
No.  5 has  so  far  been  used  on  only  three  pa- 
tients but  it  appeared  to  equal  Compound 
No.  4 for  urethral  anesthesia.  Further 
clinical  trials  are  in  progress. 

Clinical  tests  of  Compounds  No.  4 and  No. 
5 in  Ophthalmology. 

METHOD 

The  evaluation  of  compound  No.  4 at  the  Oph- 
thalmology Clinic  at  the  University  of  Nebraska 
has  extended  over  a period  of  several  months.  Pre- 
liminary, and  subjectively,  more  exacting  examina- 
tions were  performed  on  the  staff  and  medical  stu- 
dent volunteers,  a total  of  eighteen  persons.  These 
volunteers  were  subjected  to  one  drop  of  one-half 
per  cent  solution  of  the  compound  in  one  eye  with 
the  lids  restrained  for  an  estimated  three  seconds 


again  sensitive,  to  the  touch  of  a cotton  wisp.  The 
subject  was  then  examined  beneath  a slit  lamp  with 
fluorescein  staining  for  corneal  damage,  mydriasis, 
and  conjunctival  vessel  injection. 

In  the  clinic  patient  group  those  undergoing  to- 
nometi-y  were  given  the  same  anesthetic  drops  in 
both  eyes,  with  a second  drop  one  to  two  minutes 
following  the  first.  These  patients  were  examined 
beneath  the  slit  lamp  with  fluorescein  staining  for 
corneal  damage  following  the  tonometry.  A simi- 
lar procedure  was  done  preliminary  to  subconjunc- 
tival injections  of  procaine,  removal  of  corneal  for- 
eign bodies  and  stitches  and  other  minor  proce- 
dures. These  patients  now  number  over  five  hun- 
dred on  which  Compound  No.  4 has  been  used,  while 
the  more  recently  introduced  Compound  No.  5 has 
been  used  on  about  fifty  patients. 

RESULTS 

The  results  of  the  tests  with  Compound 
No.  4 and  tetracaine  on  the  volunteers  is 
tabulated  in  Table  4.  It  is  seen  that  with 


TABLE  4 

COMPOUND  NO.  4 vs.  TETRACAINE 


Speed  in 

Depth 

Duration 

V essel 

seconds 

Subjective  Sensation 

per  cent 

in  min. 

Corneal  Changes 

Engorg-. 

Patient 

No.  4 

T’caine 

No.  4 

T’caine 

No.  4 

T’caine 

No.  4 

T’caine 

No.  4 

T’caine 

No.  4 T’caine 

1 

5 

10 

Soft  sting 

Burns 

100 

100 

20 

21 

None 

None 

1 

2 

2 

15 

15 

Slight 

Slight 

100 

100 

8 

12 

None 

None 

2 

2 

3 

10 

25 

Moderate 

Sharper 

100 

100 

14 

18 

None 

None 

2 

2 

4 

10 

15 

Soft  breeze 

Sharper 

100 

100 

16 

16 

None 

None 

1 

1 

5 

20 

20 

Sharp 

Sharp 

100 

100 

18 

20 

None 

None 

2 

2 

6 

5 

15 

Sharp 

Less  sharp 

100 

100 

15 

15 

None 

None 

1 

2 

7 

20 

25 

Burns 

Sharper 

100 

100 

20 

20 

None 

None 

2 

2 

8 

15 

25 

Burns 

Burns  more 

100 

100 

20 

22 

None 

None 

2 

2 

9 

15 

30 

Sharp 

Sharper 

100 

100 

19 

19 

None 

None 

2 

2 

10 

25 

25 

Soft  sting 

Needle  like 

100 

100 

15 

18 

None 

None 

1 

2 

11 

10 

20 

Sharp 

Sharp 

100 

100 

19 

22 

None 

None 

1 

1 

12 

10 

15 

Burns  some 

About  same 

100 

100 

12 

14 

None 

None 

2 

2 

13 

5 

15 

No  sting 

Not  sure 

100 

100 

12 

12 

None 

None 

2 

2 

14 

20 

20 

Hurts  some 

Same 

100 

100 

14 

13 

None 

None 

1 

2 

15 

15 

30 

Sharp 

Sharper 

100 

100 

11 

11 

None 

None 

2 

2 

16 

10 

25 

Little  less 

Sharper 

100 

100 

15 

20 

None 

None 

2 

2 

17 

15 

25 

Not  bad 

Some  sting 

100 

100 

8 

11 

None 

None 

1 

1 

18 

5 

20 

Little  bit 

Bit  more 

100 

100 

9 

9 

None 

None 

1 

1 

Average 

12.7 

20.8 

14.5 

16.2 

1.5 

1.7 

TABLE 

5 

COMPOUND  NO. 

5 vs. 

TETRACAINE 

Speed  in 

Depth 

Duration 

Vessel 

seconds 

Subjective  Sensation 

per  cent 

in 

min. 

Comeal  Changes 

Engorg. 

Patient 

No.  5 

T’caine 

No.  5 

T’caine 

No.  5 

T’caine 

No.  5 

T’caine 

No.  5 

T'caine 

No.  5 T’caine 

1 

1 

18 

Delayed 

Sharp 

0 

100 

0 

15 

None 

None 

1 

2 

2 

I 

0) 

15 

Mild 

Sharp 

50 

100 

10 

20 

None 

None 

0 

2 

3 

22 

Like  water 

Stings 

50 

100 

5 

10 

None 

None 

0 

1 

4 

20 

None 

Sharp 

50 

100 

10 

15 

None 

None 

0 

2 

5 

25 

Late  sting 

Stings  more 

0 

100 

0 

18 

None 

None 

1 

1 

6 

18 

None 

Sharp 

0 

100 

0 

15 

None 

None 

1 

2 

7 

1 

12 

Mild  and  late 

Moderate 

0 

100 

0 

12 

None 

None 

0 

2 

Multiple  Eye  Drops  x 6 doses. 

Mild  90  100  25  3 


following  the  application,  while  simultaneously  a 
similar  test  was  conducted  on  the  fellow  eye  with 
one-half  p.c.  tetracaine.  It  was  felt  that  this  timing 
was  necessary  to  prevent  unequal  dilution  by  tears 
of  a drug  given  subsequent  to  a previously  irritat- 
ing collyrium.  The  volunteer  was  not  informed 
which  eye  was  subjected  to  which  drug.  The  volun- 
teer was  asked  to  describe  the  sensation  in  each 
eye  alone  and,  by  comparison,  with  the  fellow  eye. 
He  was  also  asked  to  indicate  when  burning  ceased, 
when  the  cornea  became  insensitive,  and  when 


only  slight  variations  the  time  to  complete 
anesthesia  to  a cotton  wisp  is  less  with  Com- 
pound No.  4,  an  average  of  eight  seconds. 
Both  anesthetics  are  rapid.  Table  5 for 
Compound  No.  5 shows  that  it  is  much  slow- 
er by  comparison.  Again,  in  subjective  sen- 
sation, the  preference  was  for  Compound 
No.  4,  with  a slightly  greater  variation  in 
the  replies.  Occasionally  the  descriptions 
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of  the  burning  sensations  were  very  inter- 
esting. The  comparison  test  with  Compound 
No.  5 was  striking,  for  without  exception 
there  was  no  sensation  of  initial  stinging 
with  this  drug.  After  fifteen  to  thirty  sec- 
onds a mild  stinging  sensation  was  felt.  The 
depth  of  anesthesia  to  cotton  wisps  was  one 
hundred  per  cent  with  both  tetracaine  and 
Compound  No.  4,  whereas  a lower  figure 
was  expressed  for  Compound  No.  5 by  the 
slight,  persistent  sensation  of  touch  without 
pain.  Single  drop  technique  was  not  ade- 
quate for  Compound  No.  5,  which  needed 
five  to  eight  instillations. 

The  duration  of  one  hundred  percent  anes- 
thesia was  possibly  slightly  greater  for  tet- 
racaine than  for  Compound  No.  4,  (by  an 
average  of  1.7  minutes)  and  again  both  are 
satisfactory  for  clinic  use.  For  Compound 
No.  5 the  average  duration  was  less,  the 
average  being  shorter  than  tetracaine  by 
eleven  minutes.  These  averages  are  especi- 
ally influenced  by  the  fact  that  those  cases 
never  reached  one  hundred  percent  anes- 
thesia with  Compound  No.  5. 

The  effect  on  the  cornea  of  these  drugs 
was  graded  arbitrarily  into  grades  of  one, 
two,  three  and  four,  or  none.  The  findings, 
if  any,  where  no  manipulation  was  per- 
formed, consisted  almost  exclusively  of 
superficial  punctate  keratitis.  When  the 
cornea  was  softened  by  the  prior  use  of  co- 
caine the  subsequent  use  of  these  anesthet- 
ics sometimes  resulted  in  linear  and  small 
confluent  areas  that  stained  with  fluoresc- 
ein. Damage  indicated  by  four  includes  on- 
ly larger  abrasions,  loss  of  corneal  epitheli- 
um with  peeling  and  undermining  of  the  ad- 
jacent areas.  Tetracaine,  Compound  No.  4 
and  Compound  No.  5 were  satisfactory  in 
these  tests. 

The  slit  lamp  appearance  of  the  eyes  of 
the  clinic  patients  following  therapeutic  and 
diagnostic  abuse  is  not  charted,  as  these  are 
not  controlled  experiments.  However,  the 
impression  was  gained  that  there  was  no 
tendency  for  increased  damage  to  the  cornea 
during  the  past  few  months  when  Compound 
No.  4 has  been  used  routinely  in  one  clinic, 
as  compared  with  previous  routine  tetra- 
caine use.  No  impressions  have  been  gath- 
ered on  the  effect  of  Compound  No.  5 as  its 
use  has  been  started  only  recently. 

The  response  by  engorgement  of  the 
conjunctival  vessels  to  instillations  of  tetra- 
caine has  previously  been  reported  by  Wil- 


mer  and  Paten^^^  as  nil.  Our  experience 
shows  that  all  drugs  caused  a temporary 
vessel  engorgement  and  lacrymation  con- 
comitant with  the  burning  sensation  and 
roughly  equal  to  it.  Multiple  instillations 
of  Compound  No.  5 caused  a severe  degree 
of  conjunctival  engorgement.  Mydriasis 
was  not  seen  in  any  case  observed. 

The  opportunity  to  use  the  drug.  Com- 
pound No.  4,  in  tetracaine  sensitive  indi- 
viduals was  afforded  in  three  cases.  On 
only  one  of  these  was  there  any  tendency 
for  a similar  allergic  reaction  with  the  use 
of  Compound  No.  4 and  this  developed  after 
the  fourth  application.  The  question  of  the 
possible  development  of  a sensitivity  to  Com- 
pound No.  4 in  all  three  of  these,  or  other 
patients,  cannot  be  answered  at  this  time. 
However,  routine  use  in  five  hundred  pa- 
tients, many  seen  a multiplicity  of  times, 
has  revealed  no  such  complication,  nor  other 
contraindications  of  its  use. 

These  results  were  compared  with  an 
original  report  of  the  use  of  0.5  per  cent  tet- 
racaine in  ophthalmology  by  the  above  au- 
thors. Interestingly  enough  their  series  al- 
so covered  over  five  hundred  cases.  In  ten 
normal  eyes  the  effect  of  tetracaine  was 
similar  to  the  results  as  determined  by  us. 
In  operative  work  they  included  extra-ocular 
muscle  procedures  and  cataract  extraction 
done  under  topical  tetracaine  instillations 
alone,  preceded  only  by  morphine  and  scopal- 
amine  sedation.  They  further  stated  that 
anesthesia  was  complete  in  every  case.  Con- 
duction anesthesia  has  replaced  this  tech- 
nique at  this  later  date,  so  comparison,  for- 
tunately, does  not  have  to  be  drawn. 

Wilmer  and  Paton  listed  the  advantages 
of  tetracaine  as  follows:  Rapidity  of  ac- 

tion ; depth  of  penetration ; freedom  from 
smarting;  well  tolerated;  very  little  tend- 
ency to  drying  of  the  cornea ; does  not  cause 
dilitation  of  the  pupil;  acts  well  in  0.5  per- 
cent solution;  combines  well  with  adrenalin 
and  other  drugs;  and  is  inexpensive.  As 
shown  above.  Compound  No.  4 mimics  equal- 
ly and  usually  excels,  the  action  of  tetra- 
caine in  these  categories. 

The  disadvantages  of  tetracaine  men- 
tioned by  Wilmer  and  Paton  are  toxicity, 
idiosyncracies,  and  lack  of  antiseptic  proper- 
ties. In  the  first  mentioned  item  it  has  been 
shown  in  animal  experiments,  that  Com- 
pound No.  4 is  superior  to  tetracaine. 
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SUMMARY 

In  comparison  experiments  and  routine 
clinical  use,  0.5  percent  of  Compound  No.  4 
has  shown  superiority  over  0.5  per  cent  tet- 
racaine in  speed  of  anesthesia,  lack  of  un- 
desirable sensations  and  effects  upon  the 
corneal  epithelium  and  conjunctival  irrita- 
tion. Its  toxicity  in  animal  experiments  is 
also  less. 

CONCLUSIONS 

Compound  No.  4 is  acceptable  as  a substi- 
tute or  replacement  topical  anesthetic  in 
ophthalmology,  and  may  well  obviate  al- 
lergic responses  to  tetracaine  in  sensitive 
individuals. 

GENERAL  COMMENT 

Of  these  five  anesthetics  having  favorable 
anesthetic  Indices,  Compounds  No.  2,  No.  4, 
and  No.  5 appear  to  have  advantages  in  that 
No.  2 is  very  rapid  in  action.  No.  4 and  No. 


5 as  surface  anesthetics  produce  little  or  no 
initial  pain  and  are  relatively  harmless  to 
the  tissues.  Compound  No.  4 has  proven 
useful  in  Ophthalmology  and  Compounds  No. 
4 and  No.  5 are  satisfactory  in  Urology. 
Further  tests  are  in  progress. 

BIBLIOGRAPHY 

1.  McIntyre,  A.  R.  and  Sievers,  R.  F. : The  Toxicity  and 
Anesthetic  Potency  of  Some  Alkoxy  Benzoates  and  Related 
Compounds,  J.  Pharmacol,  and  Exper.  Therap.,  61 :107,  1937. 

2.  McIntyre.  A.  R.  and  Sievers,  R.  F. : The  Toxicity  and 
Anesthetic  Potency  of  Some  New  Benzoyl  Derivatives,  J.  Phar- 
macol, and  Exper.  Therap.  62:252,  1938. 

3.  McIntyre,  A.  R.  and  Sievers,  R.  F. : The  Pharmacology 
of  Some  New  Local  Anesthetics,  J.  Pharmacol,  and  Exper. 
Therap.  63  :369,  1938. 

4.  McIntyre,  A.  R. ; Clinical  Tests  of  Some  New  Local  An- 
esthetics. J.  Pharmacol,  and  Exper.  Therap.  63 :34,  1938. 

5.  Wagner.  J.  C.  and  McIntyre,  A.  R. : Investigations  of 
Some  New  Anesthetics  in  the  Dog,  J.  Pharmacol,  and  Exper. 
Therap.  66:37,  1939. 

6.  McIntyre,  A.  R.,  Bennett,  A.  L.  and  Wagner,  J.  C. : The 
Nerve-Modulus  for  Anesthetics,  Science  95 :24,  1942. 

7.  McIntyre,  A,  R.  and  Downing,  F.  M. : The  Anesthetic 
Properties  of  Procaine  Amide  (Pronestyl)  and  Certain  Other 
Amide  Analogues  of  Local  Anesthetic  Compounds.  In  press. 

8.  Pitkin,  George  P. : Conduction  Anesthesia,  Lippincott, 

Philadelphia.  1946.  McIntyre,  A.  R. : page  232. 

9.  Wilmer,  W.  H.  and  Paton.  R.  T.  : Pantocain  as  a Local 
Anesthetic  in  Ophthalmology.  Tr.  of  Amer.  Opth.  Soc.,  30 :31, 
1932. 


❖ ❖ ❖ 


Aureomycin  in  Cutaneous  Therapy 

GEORGE  F.  PINNE,  M.D.* 

Omaha,  Nebraska 


That  antibiotics  have  specific  virtues 
against  particular  diseases  is  a fact  now 
known  to  every  physician.  For  example. 
Rocky  Mountain  spotted  fever  and  typhus 
are  two  Rickettsial  diseases  which  the  re- 
cently isolated  antibiotic,  Aureomycin,  con- 
trols. Lymphogranuloma  venereum,  a virus 
disease,  yields  to  it.  Brucellosis,  B.  coli  in- 
fections, and  tularemia  may  also  be  success- 
fully treated  with  this  agent. 

Aureomycin  is  an  antibiotic  derived  from 
cultures  of  the  mold,  Streptomyces  aureo- 
faciens.  The  scope  and  efficacy  of  Aureo- 
mycin are  rapidly  broadening  as  reports  be- 
come available.  The  uses  of  this  substance 
in  skin  diseases  are  of  great  interest,  yet 
they  are  not  well  known  to  the  medical  pro- 
fession as  a whole.  It  is  gratifying  to  learn 
that  this  new  antibiotic  controls  skin  dis- 
eases for  which  we  had  no  satisfactory 
treatment  in  the  past. 

For  example,  Marion  Sulzberger has  re- 
ported Aureomycin  as  being  dramatically 
successful  in  the  treatment  of  aphthous 
stomatitis  (“canker  sores”).  This  is  a dis- 
ease in  which  the  patient  suffers  from  a 
series  of  painful  erosions  of  the  oral  mucous 
membranes.  The  drug  was  used  as  a mouth 
rinse  4 times  daily.  A fresh  solution  each 

♦Presented  at  the  Faculty  Meeting,  University  of  Nebraska 
Medical  College,  Feb.  1,  1950. 


day  was  made  up  by  dissolving  a 250  mg. 
capsule  in  50  cc.  of  water  (a  0.5%  solution)^. 
Pain  and  burning  disappeared  on  the  second 
day  of  treatment.  There  was  a temporary 
side  effect  of  drowsiness. 

The  promptness  of  relief  of  symptoms  and 
signs  in  aphthous  stomatitis  under  the  in- 
fluence of  Aureomycin  makes  one  incline 
toward  the  theory  that  a virus  is  its  cause. 

Another  striking  effect  of  this  drug,  de- 
scribed by  Baer  and  Miller^^)  of  the  New 
York  Post-Graduate  Medical  School,  is  its 
use  against  disseminated  herpes  simplex 
(formerly  known  as  Kaposi’s  varicelliform 
eruption).  This  disease  usually  attacks  those 
who  are  subject  to  chronic  atopic  dermatitis. 
As  this  illness  has  the  power  of  causing 
hyperpyrexia  and  death,  it  has  always  been 
much  feared  by  dermatologists. 

The  recommended  dosage  in  disseminated 
herpes  simplex  is  the  application  of  Aureo- 
mycin Ointment  3 times  daily  and  the  oral 
consumption  of  500  mg.  4 times  daily. 

My  own  practice  affords  two  instances  of 
the  virtue  of  Aureomycin  Ointment  in  an- 
other important  virus  disease — herpes  zos- 
ter. With  use  of  the  topical  application  alone 
the  lesions  almost  disappeared  in  5 days.  The 

1.  Today  one  would  employ  a 15  mg.  lozenge  dissolved  in  the 
mouth  4 times  a day. 
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drug,  given  by  mouth  in  other  cases,  con- 
trolled pain  in  a very  satisfactory  manner. 

This  antibiotic  is  reported  highly  benefi- 
cial in  yet  another  stubborn  skin  disease. 
Dermatitis  herpetiformis  has  been  described 
as  yielding  quickly  to  Aureomycin  by  H.  M. 
Robinson  and  his  groups at  the  Univer- 
sity of  Maryland.  This  disease  is  a chronic 
vesicular  eruption  of  unknown  cause  which 
produces  much  misery  because  of  the  burn- 
ing sensations  to  which  it  gives  rise.  Ac- 
cording to  this  information  Aureomycin 
brings  about  cessation  of  symptoms  and 
signs  in  a few  days.  The  disease  may  recur 
after  cessation  of  treatment,  however. 

Sycosis  vulgaris  or  staphylococcic  follicu- 
litis of  the  bearded  region  yields  to  Aure- 
omycin Ointment  sometimes  with  spectac- 
ular result.  One  of  my  cases  received  more 
benefit  in  a week  of  this  local  treatment  than 
he  had  experienced  in  the  previous  three 
years  of  therapy  by  older  methods. 

Not  long  ago  there  appeared  a short  re- 
port concerning  the  effect  of  Aureomycin  on 
molluscum  contagiosum  by  W.  H.  Guy  et 
ab^h  This  virus  disease  consists  of  multi- 
tudes of  superficial  epidermal  tumors.  The 
subjects  are  usually  children,  and  epidemics 
among  them  may  occur.  Former  treatment 
methods  consisted  of  a destructive  procedure 
applied  to  each  lesion — a tedious  and  some- 
what painful  affair.  The  authors  prescribed 
one  250  mg.  capsule  twice  daily  for  2 days. 
Four  days  after  the  termination  of  this  short 
period  the  lesions  were  almost  flat. 

As  with  all  promising  new  drugs,  studies 
and  reports  on  side  effects  are  imperative. 
Recently  Harris<^>  published  a report  on 
brucellosis  in  which  he  incorporated  a useful 
account  of  the  side  effects  of  Aureomycin. 
He  observed  that  females  experienced  side 
effects  more  often  than  males ; the  sex  ratio 
was  3 to  1.  No  clear  explanation  for  this 
discrepancy  in  tolerance  has  yet  been  of- 
fered. It  has  been  presumed  that  sex  hor- 
mones play  some  role,  perhaps  through  inter- 
ference with  enzymatic  activity. 

Harris  classified  the  important  side-ef- 
fects as  follows:  Gastro-intestinal  symp- 
toms: 60%  of  females  and  19%  of  males  com- 
plained of  nausea,  epigastric  distress,  and 
diarrhea.  Sometimes  diarrhea  lasted  for 
weeks  after  the  drug  was  discontinued. 

In  half  of  all  patients  the  stools  became 
odorless  after  3 days  of  medication.  Evident- 
ly the  bacterial  content  of  the  stools  is  great- 
ly reduced. 


Mucous  membrane  manifestations:  Path- 
ological changes  occurred  in  24  of  the  first 
79  female  patients,  but  only  1 out  of  31  males 
had  this  difficulty.  (Substitution  of  Chloro- 
mycetin did  not  help  matters.) 

The  first  change  to  be  watched  for  is  a 
group  of  red  vesicopapules  appearing  on  the 
uvula  in  about  48  to  72  hours.  New  lesions 
then  appear  on  the  hard  palate,  pharynx, 
buccal  surfaces,  tongues,  and  lips.  The  com- 
missures exhibit  fissuring,  and  pharyngitis 
develops.  The  tongue  shows  a coating  which 
is  brown  or  black. 

In  females  vaginitis,  vulval  and  anal  irri- 
tation occurred. 

Harris  believes  that  these  mucous  mem- 
brane manifestations  were  attributable  to 
actual  deficiency  of  components  of  vitamin  B 
complex,  particularly  riboflavin.  Prophylac- 
tic oral  vitamin  B did  no  good  because  of  the 
destruction  of  the  bacterial  flora  necessary 
for  its  utilization. 

Another  complication  was  sudden  activity 
on  the  part  of  the  fungus.  Monilia  albicans. 
This  organism  often  lives  in  the  bowel,  lead- 
ing an  entirely  harmless  existence  there. 
However,  after  the  disappearance  of  the  nor- 
mal bacteria  of  the  intestinal  tract.  Monilia 
albicans  suddenly  produces  lesions  of  the  skin 
and  about  the  anus,  vulva,  and  mouth. 

Hematological  changes : Here  the  most 
notable  sign  is  hemorrhage  under  the  nails 
with  rectal  and  vaginal  bleeding.  Harris  be- 
lieves vitamin  K deficiency  may  be  the 
cause. 

Skin  changes:  It  is  very  interesting  to 
learn  that  2 male  patients  developed  such  a 
solar  dermatitis  on  exposed  skin  surfaces 
that  the  drug  had  to  be  discontinued. 

SUMMARY 

1.  Therapeutic  trial  of  Aureomycin  on 
skin  diseases  now  in  progress  over  the  nation 
indicate  that  the  drug  is  useful  among  con- 
ditions of  unknown  etiology  and  among  those 
of  established  virus  cause. 

2.  Aureomycin  produces  numerous  side 
effects. 
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Gaucher’s  Disease 

Edited  by  DR.  J.  R.  SCHENKEN 


PRESENTATION  OF  A CASE 

DR.  J.  HEWITT  JUDD:  A ten  year  old  girl  en- 
tered the  hospital  on  6-16-48  for  the  second  stage 
operation  for  the  correction  of  an  internal  squint 
of  the  left  eye. 

The  patient  had  apparently  been  in  good  health; 
had  received  the  usual  immunizations  and  except 
for  measles,  her  past  history  was  not  remarkable. 
The  family  history  was  negative;  her  parents 
and  two  younger  sisters  were  well.  The  patient 
was  under  treatment  for  pink  eye  by  her  outstate 
physician  for  about  one  month  prior  to  admission. 
About  one  year  before  admission  she  had  undergone 
a first  stage  operation  for  the  correction  of  a bi- 
lateral esotropia. 

Physical  examination  showed  an  internal  squint 
of  the  left  eye.  There  was  slight  conjunctival  hem- 
orrhage bilaterally.  No  pinguechulae  were  noted. 
Several  ecchymotic  areas  were  present  in  the  skin 
of  the  lower  part  of  the  abdomen  and  on  both  lower 
extremities.  The  spleen  was  palpable  and  firm,  ex- 
tending 20  cm.  below  the  left  costal  margin.  The 
tonsils  were  small  and  noninfected. 

Examination  of  the  blood  revealed  a red  cell  count 
of  3,850,000  with  hemoglobin  11  grams;  a white  cell 
count  of  6,400  with  37  segs,  10  staffs,  49  lympho- 
cytes, 3 monocytes  and  1 eosinophil.  The  prothrom- 
bin time  was  16  seconds,  102%  of  normal.  The 
platelet  count  which  was  ordered  in  view  of  the 
ecchymoses,  was  100,000.  A repeat  platelet  count 
was  75,000.  The  clot  retraction  was  complete  with- 
in one  hour;  the  coagulation  time  was  3%  minutes 
and  the  bleeding  time  was  15  minutes. 

A sternal  puncture  was  done  while  the  patient 
was  under  anaesthesia  for  surgery.  X-ray  exami- 
nations of  the  kidney,  ureter,  bladder,  lower  ex- 
tremities and  skull  were  taken  two  days  following 
surgeiy  and  were  negative.  The  spleen  did  not 
seem  to  be  particularly  enlarged  by  x-ray  exami- 
nation. 

A splenectomy  was  perfoimied  from  which  the 
patient  made  a satisfactory  recoveiy.  She  was 
dismissed  on  the  fourth  hospital  post-operative  day. 

PATHOLOGICAL  DISCUSSION 

DR.  J.  R.  SCHENKEN:  The  sternal  marrow 

smear  appeared  essentially  normal  except  for  the 
presence  of  a few  large  cells.  As  these  cells  were 
suggestive  of  the  cells  in  Gauchers’  disease,  slides 
were  sent  to  Dr.  Louis  Limarzi  of  Chicago,  Dr.  Wil- 
liam Dameshek  of  Boston,  and  Dr.  Hal  Do\vney  of 
Minneapolis.  Drs.  Dameshek  and  Downey  reported 
Gaucher’s  disease. 

A second  sternal  marrow  smear,  obtained  several 
months  later,  contained  numerous  huge  foamy  cells 
with  laminated  cytoplasm  typical  of  Gaucher’s  dis- 
ease. This  diagnosis  was  confirmed  by  Dr.  Li- 
marzi after  examinations  of  a slide  of  the  second 
sternal  marrow  smear. 

We  have  made  a study  of  the  literature  and  have 
summarized  some  of  the  pertinent  data  about  Gau- 
cher’s disease,  based  on  a review  of  89  cases. 


As  to  definition,  Gaucher’s  disease  is  a consti- 
tutional, familial,  systemic,  metabolic  disorder  in- 
volving the  reticulo-endothelial  system.  There  is 
basically  a lipoid  disturbance  with  large  quantities 
of  lipoid  collecting  in  the  cells  of  the  reticulo- 
endothelial system.  This  lipoid  is  the  cerebroside, 
kerasin. 

The  disease  may  occur  at  any  age,  and  in  any 
race.  Contrary  to  textbook  statements,  recent  ma- 
terial in  Brenneman  indicates  that  there  is  no  par- 
ticular predilection  for  Jews. 

Of  the  89  cases,  53  were  female  and  36  male. 
The  average  age  of  onset  in  59  cases  was  10.5 
years.  Among  38  patients  under  10  years,  the  age 
of  onset  ranged  from  one  to  43  weeks. 

In  30  of  the  89  cases,  Gaucher’s  disease  occurred 
in  one  or  more  siblings  and  was  questionable  in 
five.  In  only  one  case  did  the  disease  occur  in  the 
parents.  The  disease  among  siblings  is  very  com- 
mon, but  a parent-sibling  relationship  has  not  been 
established. 

The  onset  of  the  disease  is  insidious.  Complaints 
may  be  vague  and  numerous  and  the  disease  is  not 
infrequently  discovered  during  a routine  examina- 
tion. Some  of  the  signs  are  splenomegaly,  skin 
discoloration,  hemorrhagic  tendency  and  bone  and 
joint  symptoms.  Acute  infections  appear  to  stimu- 
late the  progress  of  the  disease.  Tuberculosis  of- 
ten occurs  simultaneously. 

The  specific  pathology  is  the  accumulation  of 
kerasin  in  the  reticulo-endothelial  cells,  especially 
of  the  spleen,  liver  and  bone  marrow.  Recent  liter- 
ature would  indicate  that  this  is  not  a phagocytosis 
phenomenon  but  rather  a failure  of  the  intracel- 
lular enzyme  system  of  the  reticulo-endothelial 
cells  to  properly  or  completely  metabolize  their 
products.  These  lipoid-laden  cells  do  not  infiltrate 
or  destroy  the  organs  in  which  they  are  found  but 
simply  replace  them. 

All  of  the  89  patients  had  palpable  spleen.  For 
convenience,  these  were  classified  as  to  size  in  the 
literature;  a barely  palpable,  one  plus,  one  palpable 
halfway  between  the  costal  margin  and  the  umbili- 
cus, two  plus;  to  the  level  of  the  umbilicus,  three 
plus;  and  below  this  level,  four  plus.  By  this  scale, 
the  spleen  was  one  plus  in  one  case,  two  plus  in 
15,  three  plus  in  36,  and  four  plus  in  33.  Four 
cases  were  not  classified. 

Among  those  patients  in  whom  the  weight  of  the 
spleen  was  recorded,  the  average  weight  in  children 
under  15  years  was  1,680  grams  with  a range  of 
from  80  grams  in  an  eight  month  old  infant  to  6,250 
grams  in  an  adult.  The  average  weight  in  adults 
was  2,322  grams;  the  largest  was  8,100  grams  in  a 
21  year  old  man.  The  most  enormous  splenomegaly 
known  is  produced  by  Gaucher’s  disease. 

Some  liver  enlargement  was  noted  in  57  of  the 
89  cases.  Slight  to  marked  lymph  node  enlarge- 
ment was  seen  in  28  cases.  Twenty-one  cases 
showed  osseous  changes  which  could  be  detected 
radiologically. 

Although  inconstantly  recorded,  about  one-half 
of  the  cases  probably  showed  a thrombocytopenia 
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as  this  finding  is  greatly  emphasized  in  the  recent 
literature.  Apparently  in  Gaucher’s  disease,  as  in 
other  diseases  producing  splenomegaly,  we  see  the 
syndrome  of  hypersplenism  with  a low  platelet 
count,  anemia  and  leukopenia.  Leukopenia  was 
seen  in  48  of  the  cases  and  anemia  was  very  com- 
mon. 

The  diagnosis  of  Gaucher’s  disease  is  made  by 
examination  of  the  spleen  or  bone  marrow,  the  lat- 
ter being  the  simpler  procedure.  Other  diseases 
which  are  basically  disturbances  of  lipoid  metabo- 
lism are  Niemann-Pick’s  disease,  Hand-Christian- 
Schuller’s  disease,  and  Letterer-Siwe’s  disease. 
Gaucher’s  disease  has  commonly  been  confused  in 
the  differential  diagnosis  with  Hodgkin’s  disease, 
leukemia.  Von  Jaksch’s  anemia,  sickle  cell  anemia, 
familial  hemolytic  anemia,  syphilis,  kala-azar,  ma- 
laria, and  if  bone  and  joints  are  involved  with  os- 
teomyelitis, tuberculosis  of  bone  and  neiwe  root 
compressions. 

There  is  no  specific  treatment  for  Gaucher’s  dis- 
ease other  than  general  measures,  and  splenectomy 
if  indicated.  Operation  is  indicated  when  there  is 
severe  anemia,  hemorrhagic  tendency  and  mechani- 
cal disturbance  caused  by  the  greatly  enlarged 
spleen.  Splenectomy  results  in  an  increased  total 
of  red  cells,  hemoglobin  and  thrombocytes,  but  it 
does  not  cure  the  disease.  Among  27  patients  with 
Gaucher’s  disease  who  had  splenectomy,  6 died  at 
operation,  5 were  unimproved  or  became  more  ill, 
7 were  symptom  free  and  9 were  improved.  Of  the 
last,  two  subsequently  died. 

Often  there  is  a progressive  liver  enlargement 
postoperatively.  It  seems  probable  that  the  Kupf- 
fer’s  cells  in  the  liver  may  take  on  some  of  the 
function  of  the  reticulo-endothelial  cells  in  the 


spleen  causing  an  unusually  rapid  enlargement  of 
the  liver. 

Gaucher’s  disease  is  chronic  and  progressive  and 
probably  always  fatal.  However,  numerous  pa- 
tients have  lived  many  years  with  death  occurring 
from  an  entirely  different  cause.  No  specific  analy- 
sis of  prognosis  could  be  found.  This  is  probably 
due  to  the  fact  that  it  is  difficult  to  estimate  how 
long  the  disease  has  existed  in  the  majority  of  the 
cases  because  of  the  insidious  onset. 

There  have  been  about  ten  cases  in  the  literature 
of  the  acute  infantile  type  of  Gaucher’s  disease. 
The  onset  occurs  within  the  first  six  months  of 
life,  and  death  occurs  within  two  years,  the  average 
duration  of  the  disease  being  about  six  months. 
Spleno-hepatomegaly  is  combined  with  neurological 
symptoms  such  as  neck  rigidity,  opisthotonus,  hy- 
pertonicity, catatonia,  meningeal  spasm,  dysphasia, 
strabismus  and  sensory  loss.  I thought  an  element 
of  strabismus  might  exist  in  this  case,  but  I am 
now  convinced  it  was  an  incidental  finding  because 
of  the  absence  of  other  neurologic  findings. 

The  pathology  of  the  acute  infantile  type  is  simi- 
lar to  the  chronic  form  of  the  disease  except  that 
the  lesions  are  more  widespread  and  progress  more 
rapidly. 
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ECONOMIST  CITES  DANGER  OF  AGING  POPULATION 


Greatly  increased  voting  strength  of  the  older 
population  of  the  United  States  can  lead  to  ruthless 
exploitation  of  youth,  an  American  Medical  As- 
sociation economist  warns. 

The  number  of  people  65  and  over  in  the  nation 
has  quadnipled  since  1900,  while  the  general  pop- 
ulation has  doubled,  points  out  Frank  G.  Dickin- 
son, Ph.D.,  Chicago,  director  of  the  A.M.A.  Bureau 
of  Medical  Economic  Research. 

“We  face  a grave  problem  of  social  morality,” 
Dr.  Dickinson  says.  “We  who  are  50  years  of  age 
have  the  power  to  make  life  miserable  for  the  Pres- 
ident, the  Senators,  the  Congressmen,  the  Gov- 
ernors, the  legislators. 

“They  all  know  that  the  proportionate  voting 
strength  of  the  older  population  is  increasing.  We 
older  people  have  the  voting  power  to  fasten  our- 
selves on  the  paychecks  of  youth.  The  question  is 
how  far  we  want  to  go  in  using  our  power  to  ex- 
ploit youth. 

“Do  we  want  to  have  our  paychecks  clipped  for 
a few  years  and  then  retire  with  the  assurance 
that  those  at  the  working  ages  will  provide  us  with 
free  medical  care,  free  housing,  free  food — while 


we  spend  our  income  during  our  retired  years  as 
we  see  fit? 

“Youth  will  find  a way  to  get  even  with  those 
of  us  who  were  born  before  1900.  This  may  require 
only  a process  of  higher  prices,  higher  wages,  high- 
er salaries;  nowadays  higher  pensions  get  into  that 
inflationary  spiral  and  some  would  add  other  cradle- 
to-the-grave  schemes,  such  as  compulsory  sickness 
insurance.” 

Increase  in  the  proportion  of  the  population  of 
the  United  States  50  years  of  age  and  over  is 
largely  due  to  health  progress,  according  to  Dr. 
Dickinson.  The  increase  in  life  expectancy  and 
decrease  in  maternal  and  infant  mortality  rates 
are  measures  of  the  tremendous  medical  progress, 
aided  by  better  food,  better  housing  and  better 
sanitation,  of  the  past  half-century. 

“The  older  half  of  the  people  dying  in  1900  had 
lived  30  years  or  more,  while  the  older  half  of  the 
people  dying  in  1949  had  lived  66  years  or  more,” 
Dr.  Dickinson  says  adding: 

“But  the  greatest  event  of  these  five  decades  is 
that  death  comes  much  later  for  the  average 
person.” 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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FAVORABLE  COMPARISON 

Your  headquarters  office  is  daily  receiv- 
ing checks  from  physicians,  through  their 
county  society  secretaries,  for  payment  of 
their  state  association  and  American  Medi- 
cal Association  dues.  With  but  very  few 
exceptions,  those  physicians  who  have  paid 
their  state  association  annual  dues  have  also 
included  their  A.M.A.  dues. 

This  is  an  encouraging  sign.  It  shows 
that  Nebraska  physicians  are  aware  of  the 
importance  of  the  National  Education  Cam- 
paign being  conducted  by  the  A.M.A.  With- 
out the  united  support  of  doctors  from  all 
parts  of  the  country,  this  campaign  would 
collapse  for  want  of  funds. 

It  should  be  noted  that  British  doctors 
had  no  education  campaign.  There  was  no 
organized  opposition  to  the  health  scheme  in 
England.  Look  what  happened  to  the  medi- 
cal profession  there!  It  has  been  engulfed 
by  a towering  federal  bureaucracy. 

Few  if  any  American  doctors  would 
change  places  with  one  of  his  British  col- 
leagues. That’s  what  this  campaign  is  at- 
tempting to  prevent.  Your  entire  $25.00 
A.M.A.  dues  will  be  used  for  this  campaign 
which  is  being  directed  by  a committee  of 
fellow  physicians. 

Some  physicians  (a  very  small  minority) 
have  thought  that  the  annual  A.M.A.  dues 
were  too  high.  Others  think  they  are  too 
low.  A comparison  with  the  dues  paid  by 
members  of  other  organizations  might  indi- 
cate which  field  of  thought  is  correct. 

A housewife  recently  said:  “My  truck- 

driver  husband  paid  $86  to  his  union  last 
year,  just  for  belonging.  He  says  some 
unions  are  already  asking  for  more  for  their 
political  campaign.  How  come  the  doctors 
can  run  their  campaigns  for  an  assessment 
of  $25.00?” 

Here’s  what  other  groups  are  paying  in 
annual  dues: 

Teamsters  Union  local: 

Initiation  fee $100.00 

Annual  dues 75.00 

Architects  45.00 

American  National  Retail  Jewelers 150.00 

Chicago  Newspaper  Guild,  on  earnings  of 

$100.00  per  week 60.00 

Insurance  men,  typical  group 50.00 

Purchasing  agents 35.00 

Motion  picture  operators 42.00 
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In  contrast  to  these  figures,  membership 
dues  to  support  the  fight  to  protect  your 
free  practice  of  medicine  do  not  seem  im- 
posing. 


CEREBRAL  PALSY  COMMITTEE 
ORGANIZES 

The  Cerebral  Palsy  Committee,  recently 
appointed  by  President  J.  D.  McCarthy,  held 
its  organizational  meeting  March  9.  During 
this  first  meeting,  an  ambitious  program 
was  outlined  for  1950. 

As  its  first  project,  the  committee  will 
make  a survey  of  the  entire  state  to  determ- 
ine the  number  of  cerebral  palsied  persons 
in  Nebraska.  It  is  hoped  that  after  these 
figures  are  known,  definite  progress  can  be 
made  in  acquiring  rehabilitation  facilities 
for  both  vocational  training  and  education. 

One  of  the  big  problems  in  the  cerebral 
palsy  field  is  the  securing  of  trained  person- 
nel to  work  with  the  palsied.  At  the  pres- 
ent time,  there  is  an  acute  shortage  of  tech- 
nicians trained  in  this  work. 

Every  member  of  the  state  medical  associ- 
ation has  received  a letter  from  the  commit- 
tee relative  to  the  survey.  Your  energetic 
cooperation  will  be  much  appreciated  by  the 
committee. 

Members  of  the  committee  are  Drs.  Louis 
S.  Campbell,  Chairman,  Omaha ; Fred  C.  Fer- 
ciot,  Lincoln;  S.  L.  Wolters,  Lincoln;  John 
M.  Thomas,  Omaha;  and  Frank  R.  Barta, 
Omaha. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
EIGHTY-SECOND  ANNUAL  SESSION  PROGRAM 
Monday,  May  1,  1950 
GOLF  TOURNAMENT 
1 :00  p.m.  Hillcrest  Country  Club 

Lynn  E.  Sharrar,  M.D.,  Chaii-man 
719  Sharp  Building,  Lincoln 
TRAP  SHOOT 
1:00  p.m.  Lincoln  Gun  Club 

Harry  E.  Flansburg,  M.D.,  Chairman 
502  Bankers  Life  Building,  Lincoln 
SPORTSMAN  DINNER 
6:00  p.m.  Cocktails  at  Hillcrest  Country  Club 
7:00  p.m.  Dinner  at  Hillcrest  Country  Club 
Please  make  reservations  with  committee  chairmen. 

CORNHUSKER  HOTEL 
TUESDAY  MORNING,  MAY  2,  1950 
9:00  Meeting  to  be  opened  by  J.  D.  McCarthy, 
M.D.,  Omaha,  President  Nebraska  State 
Medical  Association. 

Rudolph  Seivers,  M.D.,  Blair,  Presiding 
9:05  “Pain  in  the  Neck  and  Shoulder” 

— Harold  N.  Neu,  M.D.,  Omaha 


9:25  “Therapeutic  Possibilities  in  Neurology” 

— John  A.  Aita,  M.D.,  Omaha 
9:45  “Intracranial  Aneurysms  — Clinico-pathologic 
Correlation” 

— Frank  H.  Tanner,  M.D.,  and  Robert  Hasty, 
M.D.,  Lincoln 

10:05  “Lumbar  Sympathectomy  in  the  Treatment  of 
Peripheral  Vascular  Diseases  of  the  Lower 
Extremity” 

— George  N.  Johnson,  M.D.,  Omaha 
10:25  Discussion 

10:35  “Management  of  Ulcerative  Colitis” 

— Harold  J.  Kullman,  M.D.,  Associate  Pro- 
fessor of  Clinical  Medicine,  Wayne  Uni- 
versity Medical  College,  Detroit 
11:05  “Unusual  Metastatic  Tumors” 

— Osbome  A.  Brines,  M.D.,  Professor  of 
Pathology,  Wayne  University  Medical  Col- 
lege, Detroit 

11:35  “The  Surgical  Problems  of  the  Abdomen  in 
the  Newbora  and  Infant” 

— Grover  C.  Penberthy,  M.D.,  Professor  of 
Clinical  Surgery,  Wayne  University  Medi- 
cal College,  with  Clifford  D.  Benson,  M.D., 
Assistant  Professor  of  Surgery,  collabor- 
ating, Detroit 
12:30  Alumni  Luncheon 

TUESDAY  AFTERNOON 
J.  E.  M.  Thomson,  M.D.,  Lincoln,  Presiding 
2:00  Presidential  Address 

— Joseph  D.  McCarthy,  M.D.,  Omaha 
2:20  Installation  of  Incoming  President 
— Chas.  H.  Sheets,  M.D.,  Cozad 
2:30  Guests  Introduction 

— W.  P.  Higgins,  D.D.S.,  Albion,  President 
Nebraska  State  Dental  Association 
2:40  Necrology 

— George  Salter,  M.D.,  Norfolk 
2:50  Wayne  University  Medical  College  — Panel 
Discussion 

“Massive  Hemorrhage  from  the  Upper 
Gastro-intestinal  Tract” 

— Charles  W.  McLaughlin,  Jr.,  M.D.,  Omaha, 
Moderator 

— Harold  J.  Kullman,  M.D. 

— Osborne  A.  Brines,  M.D. 

— Grover  C.  Penberthy,  M.D. 

QUESTIONS 

TUESDAY  EVENING 

7:00  Fun  Nite,  Cotner  Terrace — Lancaster  County 
Medical  Society,  sponsors 

WEDNESDAY  MORNING,  MAY  3,  1950 
B.  W.  Pyle,  M.D.,  Gothenburg,  Presiding 
9:00  “Diagnosis  and  Treatment  of  Reversible  Dis- 
eases of  the  Heart” 

— Arthur  L.  Smith,  Jr.,  M.D.,  and  Arthur  L. 
Smith,  Sr.,  M.D.,  Lincoln 
9:20  “The  Thyroid  Problem  Today” 

— Herbert  H.  Davis,  M.D.,  Omaha 
9:40  “The  Academy  of  Pediatrics  Survey  of  Child 
Care  in  Nebraska” 

— J.  Harry  Murphy,  M.D.,  Omaha 
10:00  Discussion 
10:10  “Endometritis” 

— Carl  P.  Huber,  M.D.,  Professor  of  Obstet- 
rics and  Gynecology,  Indiana  Univei'sity 
Medical  Center,  Indianapolis 
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10:40  “Common  Problems  of  the  Newborn” 

— Lyman  T.  Meiks,  M.D.,  Clinical  Professor 
of  Pediatrics,  Indiana  University  Medical 
Center,  Indianapolis 

11:10  “The  Use  of  X-ray  in  Obstetrics  and  Gyne- 
cology” 

- — John  A.  Campbell,  M.D.,  Associate  Pro- 
fessor of  Radiology,  Indiana  University 
Medical  Center,  Indianapolis 
11:40  “Psychosomatic  Problems  in  Obstetrics  and 
Gynecology” 

—Sprague  H.  Gardiner,  M.D.,  Assistant  Pro- 
fessor of  Obstetrics  and  Gynecology,  Indi- 
ana University  Medical  Center,  Indian- 
apolis 

WEDNESDAY  AFTERNOON 
12:30  Luncheon,  Ballroom 

Chas.  H.  Sheets,  M.D.,  President,  Cozad,  Presiding 
1 :30  Address 

— A.  L.  Miller,  M.D.,  Member  of  Congress, 
4th  District,  Nebraska,  Washington,  D.  C. 
2:00  “The  Organization  and  Function  of  the  Tu- 
mor Clinic” 

— James  F.  Kelly,  Sr.,  M.D.,  Omaha,  Ne- 
braska 

2:30  Indiana  University  Medical  Center — Panel 
Discussion 
“Prolonged  Labor” 

— D.  P.  McCleery,  M.D.,  Beatrice,  Moderator 
— Carl  P.  Huber,  M.D. 

— Sprague  H.  Gardiner,  M.D. 

— John  A.  Campbell,  M.D. 

— Lyman  T.  Meiks,  M.D. 

QUESTIONS 

WEDNESDAY  EVENING 

7:00  Banquet,  Nebraska  State  Medical  Associa- 
tion, Hotel  Cornhusker 

THURSDAY  MORNING,  MAY  4,  1950 
Francis  V.  Vesely,  M.D.,  Lewellen,  Presiding 
9:00  “Bladder  Tumor  — Advances  in  Surgical 
Treatment” 

— L.  W.  Lee,  M.D.,  Omaha 
9:20  “The  Problem  of  Scoliosis — Its  Recognition, 
Evaluation  and  Prognosis” 

— Frederick  S.  Webster,  M.D.,  Lincoln 
9:40  “Proctoscopy  for  the  Physician” 

— Julius  B.  Christensen,  M.D.,  Omaha 
10:00  “Radical  Surgery  for  Advanced  Cancer” 

— W.  P.  Kleitsch,  M.D.,  Lincoln 
10:20  Discussion 

10:30  “The  Relation  of  Life  Stress  to  Colonic  Func- 
tion and  to  the  Pathogenesis  of  Ulcerative 
Colitis” 

— William  J.  Grace,  M.D.,  Instructor  in  Med- 
icine, Cornell  University  Medical  College, 
New  York 

11:00  “The  Relation  of  Life  Stress  to  Ketone,  Glu- 
cose and  Water  Metabolism:  the  Patho- 
genesis of  Diabetic  Accidosis  in  Humans” 

— Lawrence  E.  Hinkle,  Jr.,  M.D.,  Common- 
wealth Fellow  in  Medicine,  Cornell  Uni- 
versity Medical  College,  New  York 


11:30  “The  Relation  of  Life  Stress  to  Gastric  Func- 
tion and  the  Pathogenesis  of  Peptic  Ulcer” 
— Stewart  Wolf,  M.D.,  Associate  Professor 
of  Medicine,  Cornell  University  Medical 
College,  New  York 

THURSDAY  AFTERNOON 
12:30  Luncheon,  Ballroom 
1:30  Joint  Meeting  with  Woman’s  Auxiliary 
A.  E.  Harrington,  M.D.,  Hastings,  Presiding 
— Harold  S.  Morgan,  M.D.,  Lincoln,  Chair- 
man, Public  Relations  Committee,  Nebras- 
ka State  Medical  Association 

“Accomplishments  of  the  Woman’s  Auxiliary 
During  1949-50” 

— Mrs.  C.  Fred  Ferciot,  Retiring  President, 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association 

“The  Public  Relations  Problems  of  the  Wom- 
an’s Auxiliary” 

— Mrs.  Paul  C.  Craig,  Public  Relations 
Chairman  of  the  Auxiliary  to  the  Ameri- 
can Medical  Association 

2 :30  Cornell  University  Medical  College  — Panel 
Discussion 

“Leading  Factors  in  the  Medical  Manage- 
ment of  Gastrointestinal  Disorders,  Cardio- 
spasma.  Dyspepsia,  Peptic  Ulcer,  Mucous 
and  Ulcerative  Colitis” 

— J.  E.  Meyer,  M.D.,  Columbus,  Moderator 
— Stewart  Wolf,  M.D. 

— William  J.  Grace,  M.D. 

— Lawrence  E.  Hinkle,  Jr.,  M.D. 
QUESTIONS 


TWENTY-FIFTH  ANNUAL  MEETING  OF 
WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
PROGRAM 
Monday,  May  1,  1950 

Registration  Headquarters— Hotel  Cornhusker 


10:00  a.m. 

12:30  p.m. 
3:30  p.m. 
7:00  p.m. 


Tuesday,  May  2,  1950 
Executive  Session,  Hotel  Cornhusker 
IMrs.  C.  Fred  Ferciot,  Presiding 
Informal  Luncheon,  Hotel  Cornhusker 
Tea 

Fun  Nite,  Nebraska  State  Medical  Asso- 
ciation, Cotner  Terrace,  225  N.  Cotner 


Wednesday,  May  3,  1950 

10:00  a.m.  Annual  Business  Meeting,  Hotel  Corn- 
husker 

Mrs.  C.  Fred  Ferciot,  Presiding 
1:00  p.m.  Luncheon  and  Entertainment,  Cotner 
Terrace,  225  N:  Cotner.  (Early  I’es- 
eiwations  appreciated). 

“The  National  Education  Program  of  the 
American  Medical  Association  as  it  Re- 
lates to  the  Woman’s  Auxiliary” 

— Mrs.  Paul  C.  Craig,  Public  Relations 
Chairman  of  the  Auxiliai’y  to  the 
American  Medical  Association 
Post  Executive  Session  Following 
Luncheon  and  Entertainment 
Mrs.  Glenn  Whitcomb,  Presiding 
7:00  p.m.  Banquet,  Nebraska  State  Medical  Asso- 
ciation 

Hotel  Cornhusker 
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PRESIDENT’S  MESSAGE  OF  THE  TRUSTEES 
OF  NEBRASKA  MEDICAL  FOUNDATION,  INC. 
Mr.  Chairman  and  Members  of  the  Board: 

During  the  past  year  Nebraska  Medical  Founda- 
tion has  taken  a few  steps  forward,  faltering  to  be 
sure,  as  one  might  expect  of  any  two-year-old  child. 
Yet  these  steps  have  been  accomplished  without  the 
usual  bumps  and  bniises  usually  associated  with 
early  ambulation. 

Considei-able  publicity  has  been  accorded  the 
Foundation  during  the  past  year  through  radio  and 
press.  Your  president  was  accorded  the  privilege 
of  participating  in  a nation-wide  broadcast  over 
NBC  last  April  during  which  he  related  the  story 
and  objectives  of  Nebraska  Medical  Foundation,  Inc. 
Press  wires  have  carried  the  story  of  grants  to 
research  at  one  of  our  medical  schools  from  coast 
to  coast. 

The  most  significant  action  taken  by  your  officers 
and  Executive  Committee  was  the  grant  of  $500.00 
to  Creighton  University  for  medical  research  to  be 
conducted  by  Dr.  Wilhelm j.  The  researches  of  this 
able  investigator  are  well  known  to  many  of  us  and 
the  Executive  Committee  felt  that  this  would, 
indeed,  be  a fitting  start  on  our  program  of  aid  to 
investigative  medicine  in  Nebraska. 

Closely  following  this  initial  grant  was  the  gift 
of  a like  sum  of  money  to  the  University  of  Ne- 
braska School  of  Medicine,  to  be  used  by  Dr.  J. 
Dewey  Bisgard  in  an  approved  research  project. 
Progress  reports  from  Drs.  Bisgard  and  Wilhelm  j 
will  be  received  by  the  Foundation  from  time  to 
time. 

The  issuance  of  these  grants  has,  of  course,  util- 
ized the  entire  amount  of  money  made  available  to 
the  Foundation  by  The  Smith-Dorsey  Company  for 
the  year  1949.  An  additional  $1,000.00  from  this 
company  will  become  expendable  during  1950  for 
additional  investigative  work. 

During  the  year  many  requests  for  scholarships 
have  been  received  by  the  Foundation.  The  majority 
have  been  from  students  not  residing  in  the  state 
and  not  yet  entered  in  a medical  school.  Following 
the  recommendations  of  your  Executive  Committee 
that  only  those  students  having  satisfactorily  com- 
pleted one  year’s  work  in  medical  college  be  con- 
sidered as  candidates  for  loan,  all  but  one  of  these 
applications  were  rejected.  The  one  candidate  that 
was  accepted  for  a scholarship  grant  later  withdrew 
his  application  stating  that  family  funds  had  be- 
come available  and  that  he  would  not  need  the  help 
of  the  Foundation. 

It  must  be  stated  here  that  although  the  Founda- 
tion is  considering  the  applications  for  medical 
school  scholarships,  that  until  the  Student  Loan 
Fund  of  the  Nebraska  State  Medical  Association  is 
given  to  the  Foundation  to  administer,  we  can  but 
recommend  to  the  Board  of  Tmstees  of  the  Nebras- 
ka State  Medical  Association  that  a stated  applica- 
tion be  accepted.  It  is  anticipated  that  this  situa- 
tion will  be  corrected  at  the  next  Annual  Session 
of  the  Nebraska  State  Medical  Association. 

During  the  past  year  small  sums  of  money  have 
been  given  the  Foundation  by  several  physicians 
who  have  taken  this  means  of  expressing  sympathy 
in  cases  of  death.  These  sums  will  be  carried  on 
the  books  of  the  Foundation  as  Memorial  Funds. 
Those  whose  memories  are  kept  fresh  in  our  minds 
by  such  giving  are:  Mr.  Carl  Swanson,  Omaha;  Mr. 


Russell  J.  Hopley,  Omaha;  Mrs.  George  Walker, 
Lincoln. 

Memorial  contributions,  such  as  those  mentioned 
above,  can  serve  such  a useful  purpose  that  your 
attention  is  specifically  directed  to  the  utilization 
of  the  facilities  of  the  Foundation  for  such  giving. 

An  additional  sum  of  money,  $150,00,  was  given 
the  Foundation  at  Christmas  time  by  the  Wright- 
Dennison  Prescription  Pharmacy  of  Lincoln.  This 
young  and  aggressive  firm  has  in  the  past  given 
small  presents  to  the  physicians  of  Lincoln  at  this 
time.  This  year,  as  a gesture  of  good  will  to  the 
medical  profession  of  Lincoln  and  Lancaster  County, 
the  Wright- Dennison  organization  gave  to  the 
Foundation  the  equivalent  that  had  been  spent  for 
Christmas  presents  the  previous  year.  The  Founda- 
tion acknowledged  the  gift  to  every  physician  of 
the  Lancaster  County  Medical  Society.  Gifts  such 
as  this  should  be  encouraged  by  the  Foundation  as 
we  now  have  a precedent,  the  value  of  which  can  be 
demonstrated  in  dollars  and  cents  to  the  prospective 
donor. 

It  was  the  fond  hope  of  your  president  that  the 
physicians  of  the  state  would  respond  quickly  to 
the  appeal  of  the  Foundation,  and  upon  receiving 
the  brochure  and  pledge  card,  would  at  once  make 
his  contribution.  This,  however,  was  not  the  case 
and  it  became  apparent  that  doctors  are  not  unlike 
other  groups  or  other  citizens.  While  their  hearts 
may  be  appealed  to  by  the  written  word,  their 
pocketbooks  must  be  opened  by  a personal 
approach. 

In  Older  to  develop  a method  of  personal  ap- 
proach that  would  not  require  the  expenditure  of 
too  much  time  in  conducting  a campaign,  the  Lan- 
caster County  Medical  Society  was  selected  as  an 
experimental  group.  Your  president  called  together 
twelve  doctors  of  the  society  for  a luncheon  meet- 
ing and  explained  the  problem  and  asked  for  help 
in  conducting  a local  campaign.  The  enthusiasm 
was  gratifying  and  at  that  meeting  the  member- 
ship list  was  divided  up  between  the  luncheon 
guests  and  solicitations  started  that  day.  The  goal 
set  was  not  a dollar  one  but  rather  a percentage 
goal.  The  results  were  gratifying  to  the  extent 
that  donations  were  received  from  90  percent  of  the 
members  and  a total  of  $2,668.00  was  raised.  Out 
of  this  experiment  certain  conclusions  may  be 
drawn : 

1.  A campaign,  to  be  successful,  must  have  an 
appeal  and  a direct  approach. 

2.  A method  similar  to  that  used  in  Lancaster 
County  can  be  successfully  prosecuted  in  larger 
county  medical  societies. 

3.  A method  only  slightly  varied  can  be  utilized 
for  councilor  districts. 

4.  An  annual  state-wide  campaign,  while  actu- 
ally I'equiring  more  effort,  will  produce  more  money 
for  the  Foundation  over  a peiiod  of  years. 

5.  An  annual  campaign  will  keep  the  interest  of 
the  Foundation  alive  among  the  doctors  of  the  state, 
thus  leading  to  a greater  potentiality  in  so  far  as 
estate  planning  and  life  insurance  bequests  are 
concerned. 

Now,  if  we  translate  these  ideas  into  actions,  a 
positive  financial  program  is  assured  the  Founda- 
tion. This  is  a long-time  project  and  one  that  will 
bear  fruit  in  direct  proportion  to  the  effort  put  into 
it. 
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The  Nebraska  State  Medical  Association  has  led 
its  faltering  child  by  the  hand  through  the  first 
two  years  of  its  life.  The  association,  through  its 
officers  and  trustees,  have  been  generous  and  have 
advanced  $1,195.06  to  meet  the  expenses  incurred 
in  organization  and  promotion.  It  is  the  feeling  of 
the  officers  and  Executive  Committee  that  the 
Foundation  should  not,  at  this  time,  deplete  its  capi- 
tal by  amortizing  this  loan,  but  must  regard  all 
donations  except  those  specifically  earmarked;  i.e., 
Smith-Dorsey,  as  part  of  its  peiTnanent  fund  and  to 
be  held  in  trust  according  to  the  Articles  of  Incor- 
poration. In  accord  with  these  ideas,  the  Nebraska 
Medical  Association,  through  its  Board  of  Tnistees, 
has  undertaken  to  undei'write  the  very  modest  ex- 
penses of  the  Foundation  for  another  year  at  least. 

In  conclusion,  it  may  be  said  that  Nebraska  Medi- 
cal Foundation,  Inc.  has  made  slow  but  satisfactory 
progress  during  the  past  year.  The  present  year, 
however,  must  show  additional  financial  gains  if  we 
are  to  fulfill  the  destiny  for  which  we  were  created. 
Certain  recommendations  will  be  made  to  this  Board 
of  Tnistees  for  their  consideration  which,  if  acted 
upon,  should  produce  the  desired  results. 

RECOMMENDATIONS 

1.  That  the  officers  and  tnistees  endorse  the 
idea  of  an  annual  campaign  for  funds  among  the 
doctors  of  the  state. 

a.  That  each  medical  tnistee  be  the  colonel  of 
his  councilor  district  and  appoint  the  president,  or 
secretary,  of  each  county  society  as  a captain.  The 
captain  in  turn  dividing  the  membership  list  of  his 
society  into  small  groups  and  securing  a member  to 
act  as  solicitor  for  each  group. 

b.  That  a certain  time  in  the  year  be  set  aside 
and  publicized  among  the  members  of  the  Nebraska 
State  Medical  Association  for  the  “Every  Member 
Campaign.” 

2.  That  action  be  taken  looking  towards  a change 
in  the  articles  to  provide  for  a new  classification 
of  membership — “contributing  members” — no  voting 
rights.  Each  member  to  receive  a card.  Move  to 
refer  to  Executive  Committee. 

3.  The  Nebraska  State  Medical  Association  be 
officially  thanked  for  its  help  to  the  Foundation. 

HAROLD  S.  MORGAN,  M.D.,  President. 


WOMAN'S  AUXILIARY 


Shamrocks  decorated  the  tables  Wednesday  even- 
ing, March  1,  for  a dinner  meeting  at  the  Hastings 
State  Hospital  of  the  Women’s  Auxiliary  to  the 
Adams  County  Medical  Society  and  the  medical 
group. 

The  business  routine  was  omitted,  but  it  was  an- 
nounced that  speakers  on  state  medicine  and  allied 
subjects  may  be  obtained  by  organizations  on  re- 
quest to  members  of  the  society  or  auxiliary. 

The  groups  attended  the  showing  of  “The  Quiet 
One”  in  the  hospital  auditorium  under  the  sponsor- 
ship of  the  Hastings  chapter  of  the  Association  for 
the  Advancement  of  Mental  Health. 

MRS.  L.  W.  RORK,  Publicity  Chairman. 


The  Lincoln-Lancaster  County  medical  society 
auxiliai-y  met  at  the  Orthopedic  Hospital  Nurses’ 
home  on  Feb.  6 at  1 p.m. 

A coffee-sandwich  luncheon  was  seiwed  by  the 
social  committee. 

Dr.  George  Underwood  spoke  to  the  group  on 
“The  Public  Health  Program.” 

Mrs.  M.  A.  Wood,  Public  Relations  chairman, 
urged  each  member  to  read  the  book,  “The  Road 
Ahead,”  by  John  T.  Flynn,  and  then  pass  it  on  to 
friends. 

LILLIAN  GIBSON  (MRS.  L.  C.) 


A panel  discussion  on  American  Medicine  was 
conducted  by  Mrs.  James  J.  O’Neil  on  Febi-uaiy  14 
at  the  guest  day  luncheon  of  the  Auxiliary  to  the 
Omaha-Douglas  County  Medical  Society.  Speakers 
were  Mmes.  Michael  Crofoot,  Arnold  McDennott, 
G.  Kenneth  Muehlig,  and  John  Schenken. 


The  Auxiliary  will  meet  with  the  Omaha-Douglas 
County  Medical  Society,  and  with  the  Omaha  Post 
No.  1 of  the  American  Legion  at  the  Legion  Club 
for  dinner  on  April  11. 


Mrs.  Chester  S.  Farrell,  President  of  the  Auxili- 
ary, is  seiwing  as  a Ward  Chairman  in  the  1950 
Red  Cross  Drive. 

BARBARA  STAUBITZ,  Publicity  Chairman. 


NEWS  and  VIEWS 


The  medical  college  of  the  University  of 
Nebraska  is  offering  a one  week  refresher 
course  in  pediatrics,  beginning  April  24,  and 
continuing  through  April  28.  Registration 
will  be  limited  to  one  physician  from  each 
of  the  twelve  councilor  districts. 


There  is  a good  deal  of  activity  in  hospital  1 
building  and  remodeling  throughout  the  ’ 

State.  A few  of  the  items  from  the  clipping 
service  show: 

(a)  In  Loup  City  there  is  a campaign  in  * 

progress  to  raise  $100,000  for  the  construe-  ; 
tion  of  a new  wing  to  the  Sacred  Heart  Hos- 
pital. I 

(b)  The  Boone  County  Community  hos-  \ 

pital  opened  its  doors  March  1,  at  Albion. 

(c)  The  Sargent  Community  Hospital, 
according  to  the  local  press,  is  10  thousand 
dollars  short  of  its  goal  to  complete  construc- 
tion this  Spring. 


Dr.  A.  B.  Walker  of  Lincoln,  has  filed  as  a 
candidate  for  the  governor  on  the  Repub- 
lican ticket  in  the  coming  election. 
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The  Nebraska  Association  of  Sanitarians 
was  organized  early  in  March.  One  of  the 
objectives  will  be  to  encourage  co-operation 
of  the  various  branches  and  departments  of 
government  and  industries  allied  with  prob- 
lems of  sanitation  and  directed  toward  the 
improvement  of  public  health  in  the  State. 


More  than  40  family  doctors  from  Nebras- 
ka were  in  St.  Louis  in  February  for  the 
1950  Scientific  Assembly  of  the  American 
Academy  of  General  Practice. 


The  new  Eighteenth  Edition  of  the 
AMEPvICAN  MEDICAL  DIPvECTORY  is 
now  being  printed.  Unless  there  are  unfore- 
seen delays,  the  book  should  be  ready  for 
delivery  about  May  of  this  year. 


WHEN  IS  A MAN  DEAD? 

The  trial  of  Dr.  Hei-man  N.  Sander  has  focused 
public  interest  upon  the  diagnosis  of  death.  In 
view  of  this  interest  it  would  seem  appropriate  to 
call  attention  to  the  disorganized  and  relatively  dif- 
ficult access  to  such  information. 

Death  to  be  treated  as  such  should  be  determined 
with  certainty.  In  order  to  save  life,  “apparent” 
death  should  be  more  generally  recognized.  The 
signs  of  death  should  be  common  knowledge. 

Precise  and  condensed  infonnation  should  be  in 
the  hands  of  every  Medical  Examiner  and  Coroner. 
It  should  be  easily  available  in  reference  libraries 
and  educational  institutions  of  all  kinds.  In  certain 
sections  of  the  country,  this  is  particularly  impor- 
tant in  order  to  reduce  the  danger  of  premature 
embalming  or  burial. 

In  the  intei’rogation  of  Dr.  Ralph  E.  Miller  two 
important  signs  of  death  were  overlooked:  (a) 

absence  of  arterial  bleeding,  (b)  blood  color  change 
in  the  presence  of  oxygen.  These  signs  are  fully 
described  in  “The  Art  of  Resuscitation,”  Reinhold 
Publishing  Company,  New  York  City  in  its  Chapter 
31  “The  Signs  of  Death.”  It  would  seem  wise  to 
take  advantage  of  the  present  interest  to  place  on 
file  information  usually  so  remote  and  having  so 
little  popular  appeal. 

PALUEL  J.  FLAGG,  M.D.  . 

Society  for  the  Prevention  of  Asphyxial  Death,  Inc., 
205  East  78th  St.,  New  York  City,  N.  Y. 


FIRST  ANNUAL  AWARD 

The  Kansas  City  Southwest  Clinical  Society  an- 
nounces its  plans  for  the  establishment  of  a merit 
award  to  the  interns  and  residents  in  medicine  in 
the  general  area  served  by  this  society. 

The  basis  for  the  award  will  be  a paper  written 
by  any  intern  or  resident  during  his  year,  or  years 
of  service.  The  papers  will  be  evaluated  in  terms 
of  their  practical  value  and  appeal  in  clinical  medi- 
cine. 

The  first  prize  will  consist  of  $500.00;  the  second 
prize,  $100.00;  and  the  third  prize  $50.00. 

The  intern  or  resident  awarded  the  first  prize 


will  be  invited  to  present  his  paper  before  the  Fall 
Conference  of  the  Kansas  City  Southwest  Clinical 
Society,  October  2,  3,  4,  5,  1950. 

Anyone  interested  in  participating  in  this  contest 
should  write  the  executive  office  of  the  Society,  630 
Shukert  Building,  Kansas  City  6,  Missouri  for  fur- 
ther information. 


AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE  TO  MEET 

The  American  Congress  of  Physical  Medicine  will 
hold  its  twenty-eighth  annual  scientific  and  clinical 
session  August  28,  29,  30,  31  and  September  1,  1950 
inclusive,  at  the  Hotel  Statler,  Boston,  Massachu- 
setts. Scientific  and  clinical  sessions  will  be  given 
on  the  days  of  August  28,  29,  30,  31  and  September 
1,  1950.  All  sessions  will  be  open  to  members  of 
the  medical  profession  in  good  standing  with  the 
American  Medical  Association.  In  addition  to  the 
scientific  sessions,  the  annual  instruction  seminars 
will  be  held  August  28,  29,  30  and  31.  Full  informa- 
tion may  be  obtained  by  writing  to  the  American 
Congress  of  Physical  Medicine,  30  North  Michigan 
Avenue,  Chicago  2,  Illinois. 


MINUTES  OF  MEETING  OF  BOARD 
OF  COUNCILORS 

February  19,  1950 

The  Annual  Mid-Winter  Meeting  of  the  Council 
was  held  at  the  Hotel  Cornhusker,  Lincoln,  Nebras- 
ka, February  19,  1950.  The  meeting  was  called  to 
order  at  10  a.m.  by  Dr.  Charles  Sheets,  Chairman 
of  the  Council. 

Present  were:  Drs.  James  F.  Kelly,  J.  C.  Waddell, 
W.  E.  Wright,  R.  T.  Van  Metre,  Robert  Harry, 
A.  A.  Ashby,  R.  R.  Brady,  C.  H.  Sheets,  Earl  Lein- 
inger,  Harvey  L.  Clarke,  Jr.,  Ted  Riddell,  President 
J.  D.  McCarthy,  Immediate  Past  President  J.  E.  M. 
Thomson,  Speaker  of  House  of  Delegates  Rudolph 
F.  Decker  and  Vice  Speaker,  J.  D.  Bradley. 

Also  present  were  Drs.  R.  B.  Adams,  K.  S.  J. 
Hohlen,  R.  E.  Garlinghouse,  Oiwis  Neely,  D.  B. 
Steenburg,  G.  E.  Peters,  Earl  Johnson,  Harold  Mor- 
gan, Morris  Nielsen,  C.  R.  Williams,  E.  W.  Han- 
cock, E.  B.  Reed,  R.  W.  Fonts,  Floyd  Rogers,  How- 
ard Hunt,  H.  M.  Jahr,  George  R.  Underwood,  W.  S. 
Petty,  Executive  Secretary  M.  C.  Smith  and  Mr. 
F.  C.  Asmus. 

Dr.  Sheets  presented  his  resignation  as  chairman 
and  called  for  nominations  from  the  floor  for  this 
office. 

Dr.  Ted  Riddell  was  nominated,  and  a motion  was 
made  by  Dr.  Wm.  Wright  that  the  nominations  be 
closed  and  Dr.  Riddell  be  declared  the  unanimous 
choice  of  the  Council  for  chairman.  The  motion 
was  seconded  by  Dr.  James  Kelly  and  carried. 

Dr.  Ted  Riddell  took  the  chair  and  called  for 
nominations  for  secretary. 

Dr.  R.  R.  Brady  was  nominated,  and  a motion 
was  made  by  Dr.  James  Kelly  that  the  nominatons 
be  closed  and  the  unanimous  vote  of  the  Council  be 
extended  for  Dr.  Brady  as  secretary  for  the  ensuing 
year.  The  motion  was  seconded  by  Dr.  Earl  Lein- 
inger  and  carried. 

A motion  was  made  by  Dr.  Earl  Leininger  that 
the  minutes  of  the  previous  meeting  be  accepted 
as  published.  The  motion  was  seconded  by  Dr.  Wm. 
Wright  and  carried. 
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The  report  of  the  editor  was  called  for  and  Dr. 
H.  M.  Jahr  read  his  report. 

A motion  was  made  by  Dr.  Wm.  Wright  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  by  Dr.  R.  E.  Harry  and  carried. 

Dr.  R.  B.  Adams,  Secretary-Treasurer,  announced 
that  dinner  would  be  served  at  12:30  in  the  Persian 
Room. 

The  report  of  the  Medicolegal  Committee  was 
read  by  Dr.  R.  W.  Fouts. 

A motion  was  made  by  Dr.  Earl  Leininger  that 
the  report  be  accepted.  The  motion  was  seconded 
by  Dr.  Wright  and  carried. 

Dr.  Floyd  Rogers  read  the  report  of  the  Planning 
Committee.  He  also  stated  that  as  a result  of  the 
information  received  from  the  questionnaires  re- 
turned from  the  various  county  society  officers, 
councilors  and  members  over  the  state  on  the  redis- 
tricting problem,  maps  had  been  prepared — one  as 
the  districts  now  stand  and  another  showing  sug- 
gested changes — and  that  they  were  set  up  in  the 
back  of  the  i-oom  for  study  by  the  Council.  He  fur- 
ther stated  that  his  report  contained  mostly  the 
things  accomplished;  that  they  had  worked  with  the 
Public  Relations  and  Public  Health  Committees  and 
he  was  of  the  opinion  that  most  of  the  work  out- 
lined in  the  expanded  program  was  well  on  its  way. 
However,  attention  was  called  to  one  section — No. 
V — Continuous  Scientific  Educational  Programs — 
about  which  nothing  definite  could  be  said  at  this 
time.  The  committee  has  been  w-orking  on  this  par- 
ticular phase  and  there  is  crystallizing  some  pretty 
definite  suggestions  which  will  be  made  to  the 
House  of  Delegates  in  a report  that  will  be  made  by 
the  committee  at  the  Annual  Session. 

General  discussion  ensued  relative  to  the  redis- 
tricting problem  and  it  was  the  opinion  of  the 
Council  that  the  report  should  be  disposed  of  later 
and  more  time  taken  to  study  the  maps. 

The  report  of  the  Prepayment  Medical  Care  Com- 
mittee was  read  by  Dr.  Oiwis  Neely. 

General  discussion  followed  relative  to  the  3-day 
waiting  clause  in  the  Blue  Cross-Blue  Shield  insur- 
ance policy  and  the  difficulty  it  was  causing  both 
doctors  and  hospitals;  also,  the  lack  of  knowledge 
on  the  part  of  both  patients  and  doctors  as  to  what 
the  policy  contained.  It  was  concluded  the  medical 
profession  should  get  together  with  Blue  Cross- 
Blue  Shield  to  discuss  the  problems  and  work  out 
some  solution  whereby  as  many  activities  as  pos- 
sible could  be  kept  in  the  doctor’s  office;  also  that 
each  physician  should  study  the  policy  and  know 
exactly  what  services  should  be  rendered  under  the 
agreement  signed  by  him. 

A motion  was  made  by  Dr.  Harvey  Clarke  that 
the  Prepayment  Medical  Care  Committee  report  be 
accepted  and  published.  The  motion  was  seconded 
by  Dr.  Ashby  and  carried. 

Dr.  R.  E.  Garlinghouse  read  the  report  of  the 
M.  C.  H.  Committee.  He  also  called  attention  to 
the  unfavorable  publicity  in  the  papers  relative  to 
medical  care  costs,  especially  as  regards  the  Old 
Age  Assistance  program  and  discussed  a release 
which  had  been  prepared  which  would  give  actual 
figures  for  the  various  items  classed  under  the  one 
title  of  “medical  care.” 

Dr.  Harvey  Clarke  stated  that  the  Lincoln  County 
Medical  Society  had  used  their  public  relations  sub- 
committee consisting  of  three  men  as  a liaison  com- 


mittee to  meet  with  the  county  commissioners  and 
that  they  had  found  this  arrangement  very  bene- 
ficial in  promoting  friendliness  between  the  com- 
missioners and  the  medical  group;  also  that  they 
had  already  had  3 different  meetings  with  the  com- 
missioners and  they  have  recommended  that  such  a 
group  be  appointed  to  work  with  the  dmggists  in 
the  community. 

Dr.  McCarthy  stated  the  committee  should  be 
complimented  on  the  work  done  and  that  the  report 
and  their  work  was  a contribution  to  the  associa- 
tion. He  further  stated  that  we  had  to  remember 
that  when  people  talked  about  this  expense  they  did 
not  realize  that  the  items  are  not  broken  down  at 
all  and  that  it  includes  everything  that  goes  into 
the  program. 

Mr.  M.  C.  Smith  told  about  an  investigator  who 
was  sent  out  to  check  the  drug  angle  and  it  was 
found  prescriptions  were  being  misused.  A doctor 
would  give  a prescription  to  an  Old  Age  Assistance 
patient;  this  patient  would  have  it  filled  for  a son, 
daughter — and  maybe  whole  family — and  that  this 
was  what  was  causing  the  increase  in  di-ug  costs 
from  $1.40  to  $5.00  national  average.  He  suggested 
that  the  two  groups  would  have  to  work  together — 
di-uggist  and  doctor — and  that  perhaps  there  should 
be  no  refillable  prescriptions  given.  He  suggested, 
too,  that  the  term  “medical  care”  should  be  desig- 
nated “health  service”  and  that  by  news  stories  we 
could  get  the  time  picture  to  the  people  relative  to 
the  medical  side  of  the  cost  of  the  program. 

Dr.  Floyd  Rogers  stated  he  thought  it  was  a 
problem  that  we  could  and  should  work  out  jointly 
and  that  each  group  of  county  commissioners 
should  have  a local  medical  advisory  committee 
working  with  them. 

Dr.  William  Wright  was  also  of  the  opinion  that 
almost  all  the  problems  could  and  should  be  taken 
care  of  on  the  county  level  and  that  each  councilor 
should  be  asked  to  form  a committee  in  his  par- 
ticular district  to  work  out  problems  peculiar  to 
their  own  communities. 

Dr.  Fouts  called  attention  to  the  fact  that  this 
was  a local  problem  and  that  the  doctors  should 
approach  the  county  boards  and  set  up  the  mecha- 
nism to  work  out  their  difficulties;  that  this  was 
one  of  the  best  chances  for  excellent  public  rela- 
tions work  presented  the  doctors  in  their  own  com- 
munity. 

Dr.  Sheets,  too,  stated  that  the  solution  was  in 
the  “grass  roots”  and  he  would  make  the  motion 
that  the  Council  recommend  to  the  House  of  Dele- 
gates that  each  county  society  appoint  a liaison 
committee  whose  purpose  would  be  to  contact 
county  commissioners  and  Old  Age  Assistance 
workers  and  arrive  at  a solution  of  their  problems 
together.  The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  report  of  the  M.C.H. 
Committee  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

The  Council  recessed  for  dinner  in  the  Persian 
Room. 

The  meeting  was  again  called  to  order  by  Dr. 
Riddell  and  discussion  was  resumed  on  the  Plan- 
ning Committee  report  and  the  redistricting  of  the 
councilor  districts  in  the  state.  Several  changes 
and  suggestions  were  offei’ed. 

A motion  was  made  by  Dr.  J.  C.  Waddell  that 
the  report  of  the  Planning  Committee  be  accepted 
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in  principle;  that  it  be  published;  that  the  matter 
of  redistricting  be  given  further  study  to  see  if 
changes  were  advantageous  and  that  it  be  brought 
up  again  at  the  Annual  Session  of  the  House  of 
Delegates.  The  motion  was  seconded  and  carried. 

Dr.  Floyd  Rogers  suggested  that  each  councilor 
talk  it  over  with  the  physicians  in  his  district  and 
that  in  a matter  of  ten  days  or  two  weeks  write  the 
Planning  Committee  a letter  as  to  the  details  of 
their  particular  problems.  He  was  of  the  opinion 
that  in  this  manner  all  difficulties  could  be  ironed 
out. 

The  report  of  the  Council  on  Professional  Ethics 
as  read  by  Dr.  Morris  Nielsen.  He  stated  the  com- 
mittee would  make  further  report  at  the  May  meet- 
ing of  the  House  of  Delegates. 

A motion  was  made  by  Dr.  R.  E.  Harry  that  the 
report  be  accepted.  The  motion  was  seconded  by 
Dr.  James  Kelly  and  carried. 

Dr.  Harold  Morgan  called  attention  to  the  pub- 
lished report  of  the  Public  Relations  Committee  and 
stated  he  had  nothing  further  to  add.  He  said  he 
had,  however,  attended  a public  relations  meeting 
in  Chicago  recently  and  it  was  his  opinion  that  the 
educational  plans  of  Whitaker  and  Baxter  were  well 
fonnulated  and  members  of  the  extended  public 
relations  committee  would  soon  I’eceive  detailed 
directions  as  to  their  part  in  the  program  of  the 
educational  campaign.  He  further  stated  that  he 
believed  the  campaign  has  been  successful  at  least 
in  stopping  legislation  but  that  the  fight  has  just 
started.  All  medical  men  will  have  to  take  an  active 
part  and  realize  that  it  is  the  public  relation  of 
each  individual  doctor  with  his  patients,  with  his 
own  office  personnel,  and  his  own  individual  initia- 
tive that  is  going  to  determine  the  outcome  of  the 
campaign  this  fall. 

Dr.  J.  D.  McCarthy  stated  he  again  wanted  to 
commend  the  committee;  that  most  of  the  commit- 
tees had  done  a beautiful  job  this  year  at  the  ex- 
pense of  much  time  and  individual  effort  and  that 
the  ground  work  had  been  laid  for  more  things  to 
be  accomplished.  He  continued  that  we  must  lay 
plans  and  really  develop  some  worthwhile  work  in 
the  state.  We  must  get  down  to  the  grass  roots 
and  every  county  get  to  work,  and  thus  this  coming 
year  will  see  important  things  accomplished.  Eveiy 
committee  working  has  a public  relations  angle  and 
we  must  have  correlation  between  all  committees 
and  perhaps  it  will  entail  spending  some  money  to 
get  a field  man  to  get  out  and  organize  all  the 
things  we  are  trying  to  do.  We  can  not  expect 
Merrill  Smith  to  do  it  all,  nor  can  we  expect  chair- 
men of  these  committees  to  spend  time  and  money 
to  take  care  of  these  things,  so  perhaps  we  should 
have  a man  who  will  get  these  committees  to  work 
and  bring  infoiTnation  and  programs  down  from 
national  and  state  level  to  the  county  level. 

A motion  was  made  and  seconded  that  the  report 
of  the  Public  Relations  Committee  be  accepted  and 
published.  The  motion  carried. 

Dr.  Earl  Leininger  reviewed  the  report  of  the 
Rural  Medical  Service  Committee  and  stated  he 
would  like  to  read  six  recommendations  he  wished 
to  incoiporate  into  the  printed  report. 

General  discussion  of  the  recommendations 
brought  out  the  conclusion  that  perhaps  further 
study  and  investigation  should  be  given  these 
points  and  that  contact  should  be  made  with  the 


deans  of  the  medical  schools  for  helpful  sugges- 
tions to  make  the  plans  workable. 

A motion  was  made  by  Dr.  James  Kelly  that  the 
report  and  recommendations  be  accepted  and  pub- 
lished. The  motion  was  seconded  by  Dr.  Wright 
and  carried. 

The  report  of  the  Cancer  Committee  was  asked 
for  and  Dr.  James  Kelly  stated  his  report  had  been 
published  in  the  brochure.  He  called  attention  to 
the  fact  that  the  suggestion  had  been  made  that  the 
cancer  drive  should  be  combined  with  the  Com- 
munity Chest  drive,  and  although  there  was  nothing 
to  be  done  about  it  at  this  time,  it  was  something 
for  the  Public  Relations  Committee  to  think  about. 

A motion  was  made  by  Dr.  R.  E.  Hari-y  that  the 
report  be  accepted  and  published.  The  motion  was 
seconded  and  carried. 

The  Public  Health  Committee  report  was  read  by 
Dr.  Undenvood.  He  also  stated  that  the  informa- 
tion on  the  questionnaires  which  the  Public  Health 
Committee  had  gathered  was  being  compiled  and 
before  the  date  of  the  Annual  Session  they  would 
have  time  for  study  of  this  material  and  would 
have  something  to  present  regarding  it  at  the 
House  of  Delegates. 

A motion  was  made  by  Dr.  Haiwey  Clarke  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  A.  A.  Ashby  and  carried. 

Dr.  E.  B.  Reed  read  the  i-eport  of  the  Medical 
Seiwice  Committee. 

A motion  was  made  by  Dr.  Wright  that  the  re- 
port be  accepted.  It  was  seconded  by  Di-.  Harvey 
Clarke  and  carried. 

Dr.  Harold  Morgan  made  the  suggestion  that 
each  councilor  should  write  or  advise  the  members 
in  their  districts  that  there  was  important  infoima- 
tion  coming  to  their  desks  that  they  should  read. 
He  further  stated  that  each  physician  should  be 
alert  to  the  dangers  in  legislation  now  being 
enacted  and  they  should  advise  the  people  of  the 
dangers  in  these  bills;  that  some  of  this  legislation 
should  be  vigorously  opposed  and  that  each  physi- 
cian was  to  be  urged  to  I’ead  the  material  coming 
to  his  desk. 

The  reports  of  the  following  committees  wei’e 
called  to  the  attention  of  the  Council:  Advisoiy  to 

Auxiliary,  Speakers  Bureau,  Cardiovascular  Dis- 
eases, Diabetes,  Fracture,  Mental  Hygiene,  Dele- 
gate to  North  Central  Conference  and  Delegate  to 
the  National  Conference  of  Physicians  and  Schools. 

A motion  was  made  that  these  reports  be  ac- 
cepted as  printed  in  the  brochure  and  published  in 
the  journal.  The  motion  was  seconded  and  carried. 

Dr.  R.  R.  Brady,  Secretary'  of  the  Council,  read 
the  report  of  the  Committee  on  Libraiy,  Necrology 
and  Records. 

Mr.  Smith  asked  for  permission  of  the  floor  and 
stated  that  he  had  personally  gone  to  Dr.  Poynter 
and  had  been  told  the  university  had  no  particular 
need  for  the  books.  He  also  suggested  that  if 
authorization  was  given  that  it  be  stipulated  the 
universities  come  down  and  choose  the  books  they 
wanted. 

Several  suggestions  were  made  as  to  their  dis- 
posal — one  was  that  they  be  given  to  CARE ; 
another  that  they  be  given  to  hospitals  in  the  state. 
Dr.  Hunt  said  it  was  his  opinion  that  the  Univei’sity 
used  all  their  money  for  pei'iodicals.  Dr.  Rogers 
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stated  he  knew  Lancaster  County  would  be  glad  to 
see  the  universities  get  them. 

A motion  was  made  by  Dr.  James  Kelly  that  the 
Council  recommend  to  the  House  of  Delegates  that 
the  University  of  Nebraska  Medical  School  and 
Creighton  University  Medical  School  be  given  the 
privilege  of  taking  these  books  in  alternate  years. 
The  motion  was  seconded  by  Dr.  Wm.  Wright  and 
carried. 

Dr.  Riddell  called  for  the  report  of  the  Secretary- 
Treasurer. 

Dr.  R.  B.  Adams  said  his  report  included  the 
audit,  that  it  was  a long  one,  that  it  had  been  pub- 
lished in  the  brochure  and  he  thought  it  was  unnec- 
essary to  read  it  unless  so  directed  by  the  Council; 
however,  he  had  several  communications  which  he 
would  read  and  which  the  Council  could  dispose  of 
as  they  saw  fit.  He  then  read  a resolution  from 
the  Utah  State  Medical  Association  and  a letter 
from  the  State  Medical  Society  of  Wisconsin,  both 
relative  to  the  increasing  of  insurance  examination 
fees;  also  a resolution  from  the  Arkansas  Medical 
Society  relative  to  the  formation  of  a “National 
Legislative  Committee”  by  the  American  Medical 
Association  House  of  Delegates,  and  also  a resolu- 
tion by  the  Section  of  Pediatrics  adopted  at  the 
American  Medical  Association  Atlantic  City  ses- 
sion relative  to  favoring  sound  health  programs  on 
the  state  and  local  level  by  pediatric  groups. 

General  discussion  followed  and  it  was  the  con- 
sensus of  the  group  that  the  matter  of  insurance 
fees  was  already  being  studied  by  the  Planning 
Committee  and  both  Drs.  Hohlen  and  McCarthy 
said  the  American  Medical  Association  was  taking 
care  of  the  matters  pertaining  to  that  organization. 

Dr.  Adams  also  stated  there  were  changes  needed 
in  the  By-Laws  and  made  the  following  recom- 
mendations: 

1.  Make  Diabetes,  Cerebral  Palsy,  Allied  Pro- 
fessions, Hospital  and  Professional  Relations  and 
Emergency  Medical  Service  permanent  committees 

2.  Increase  size  of  all  committees 

3.  Increase  size  of  Public  Health  Committee 

4.  Remove  appointment  dates  to  all  committees 

5.  Have  provision  made  whereby  all  members 
must  belong  in  county  of  residence  unless  by  per- 
mission of  county  of  residence. 

A motion  was  made  by  Dr.  Wm.  Wright  that  the 
report  of  the  Secretary-Treasurer  be  accepted  and 
published  and  that  the  Council  refer  the  recom- 
mendations relative  to  needed  By-Law  changes  to 
the  House  of  Delegates,  with  the  understanding 
that  a committee  would  be  appointed  by  the  Presi- 
dent to  study  and  present  such  by-laws  to  the 
House  in  Annual  Session  in  May.  The  motion  was 
seconded  and  carried. 

Honorary  membership  requests  from  Omaha- 
Douglas,  Lancaster  and  Colfax  Counties  were  read 
by  Dr.  Brady,  Secretary. 

It  was  the  opinion  of  the  Council  that  honorary 
membership  in  the  state  association  should  be  ex- 
tended to  older  practitionei’s  in  Nebraska  who  have 
rendered  seiwices  to  the  association  and  were  finan- 
cially unable  to  make  payment  of  all  necessary 
dues.  They  felt  there  were  names  submitted  who 
were  able  to  take  care  of  themselves,  and  that  it 
was  up  to  the  county  society  to  give  careful  con- 
sideration to  men  submitted. 


A motion  was  made  that  the  names  read  for  hon- 
orary membership  be  referred  back  to  their  respec- 
tive component  medical  societies  for  further  con- 
sideration and  economical  enlightenment  as  to  their 
right  to  honorary  membership  with  a letter  of  ex- 
planation. The  motion  was  seconded  and  carried. 

Dr.  Howard  Hunt  read  the  report  of  the  Commit- 
tee on  Hospitals  and  Professional  Relations. 

A motion  was  made  by  Dr.  Earl  Leininger  that 
the  report  be  accepted  and  published.  The  motion 
was  seconded  and  carried. 

The  report  of  the  Executive  Secretary  was  called 
for  but  Mr.  Smith  stated  that  in  as  much  as  it  had 
been  published  and  was  in  the  hands  of  all  mem- 
bers he  did  not  think  it  necessary  to  read  it. 

A motion  was  made  that  the  report  of  the  Execu- 
tive Secretary  be  accepted  and  published.  The 
motion  was  seconded  and  unanimously  carried. 

Mr.  Smith  stated  he  had  had  a request  from  the 
Continental  Casualty  Company  for  a letter  from 
the  Nebraska  State  Medical  Association  to  be  used 
in  a personal  way  to  sell  this  insurance.  Dr.  J.  D. 
McCarthy  gave  an  explanation  of  the  benefits  of 
the  policy  as  presented  by  the  company  representa- 
tive and  said  he  thought  it  unwise  for  the  associa- 
tion or  any  of  its  officers  to  recommend  any  one 
insurance  policy  or  company.  He  also  made  the 
suggestion  that  the  matter  might  be  turned  over  to 
the  Insurance  Committee. 

Dr.  Sheets  stated  he  had  been  a member  of  the 
Insurance  Committee  and  they  had  had  many  such 
requests  but  had  withheld  endorsement  of  any  par- 
ticular insurance. 

A motion  was  made  by  Dr.  Earl  Leininger  that 
the  Council  recommend  to  the  House  of  Delegates 
that  we  do  not  endorse  any  particular  insurance 
plan.  The  motion  was  seconded  by  Dr.  Chas. 
Sheets  and  carried. 

A ten  minute  recess  was  declared  by  the  chair. 

Dr.  D.  B.  Steenburg  was  asked  to  present  the  re- 
port of  the  Board  of  Trustees.  He  called  attention 
to  the  budget  presented  in  the  printed  report  and 
also  to  the  fact  that  the  board  recommended  the 
1950  budget  be  made  to  agree  with  the  1951  budget 
with  the  exception  of  the  last  item  “Reappropria- 
tion from  Unexpended  Balance.”  He  stated  this 
item  should  be  the  sum  of  $5600.00  in  the  1950  bud- 
get and  that  he  was  changing  his  report  to  so  read. 

A motion  was  made  by  Dr.  Earl  Leininger  that 
the  report  of  the  Board  of  Tnistees  be  accepted; 
that  the  budget  proposed  for  1951  be  recommended 
for  approval  to  the  House  of  Delegates;  that  the 
1950  budget  as  amended  be  recommended  to  the 
House  of  Delegates,  and  that  the  report  be  pub- 
lished. The  motion  was  seconded  by  Dr.  Waddell 
and  carried. 

The  report  of  the  Delegates  to  the  American 
Medical  Association  was  called  for  by  the  chair. 

Dr.  J.  D.  McCarthy  said  they  were  published  in 
the  brochure  and  urged  every  councilor  to  encour- 
age the  reading  of  the  report  of  their  delegates  and 
also  the  published  proceedings  of  the  American 
Medical  Association  House  of  Delegates  so  they 
would  be  informed  as  to  the  business  transacted 
by  them  when  in  national  session. 

A motion  was  made  by  Dr.  Wm.  Wright  that  the 
report  of  the  Delegates  to  the  American  Medical 
Association  be  accepted  and  published.  The  motion 
was  seconded  by  Dr.  Earl  Leininger  and  carried. 
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Dr.  Charles  Sheets,  President-Elect,  read  his 
committee  appointments  for  next  year. 

A motion  was  made  by  Dr.  Haiwey  Clarke  that 
these  appointments  be  confirmed.  The  motion  was 
seconded  and  carried. 

Adjourned. 


REPORT  OF  SECRETARY-TREASURER 

This  report  will  be  short.  As  usual,  unless  the 
secretary  copies  from  the  activity  reports  of  the 
other  officers  and  the  committees,  there  is  nothing 
for  him  to  report  except  of  a general  nature. 

Membership:  The  Nebraska  State  Medical  Asso- 
ciation has  just  ended  one  of  its  most  active  and 
progressive  years.  The  membership  for  1949  was 
1196.  There  were  51  honorary  members  and  there 
were  22  deaths.  In  1948  there  were  1184  members. 
This  shows  a net  increase  of  12  members. 

Expanded  Program:  1949  was  the  year  that  the 
expanded  program  got  into  full  motion.  It  made 
necessary  two  new  employees — an  assistant  to  the 
executive  secretary  and  a stenographer.  It  also 
made  necessary  a larger  office  not  only  for  a new 
personnel  but  for  material  needed  in  the  program. 
This  program  seems  to  have  caught  the  interest  of 
the  members  better  than  anything  ever  attempted 
by  the  association.  More  members  seem  to  be  inter- 
ested. Going  along  with  the  increased  interest  of 
the  members,  as  one  of  the  causes  for  it,  is  the  pro- 
gram against  compulsory  health  insurance  organ- 
ized and  directed  by  the  A.M.A.  and  carried  on  by 
the  firm  of  Whitaker  and  Baxter.  An  immense 
amount  of  mateidal  has  been  sent  out  to  the  asso- 
ciation office  by  them.  This  has  been  sent  on  to 
the  members.  It  lays  out  a plan  of  opposition  to 
socialized  medicine  and  many  of  our  members  are 
active  in  this  work. 

Committees:  The  association  has  a large  number 
of  committees.  Some  of  them  are  active  and  doing 
good  work.  Some  of  them  are  doing  nothing  and 
never  have.  This  inactivity  is  due  to  two  things — 
the  wrong  personnel  in  some  cases  and  lack  of  any- 
thing set  up  to  do  by  the  respective  committee. 

The  committees  which  are  doing  good  work  are 
Public  Relations,  Council  on  Professional  Ethics, 
Medical  Seiwice,  Medicolegal  Advice,  Planning, 
Rural  Medical  Service,  Scientific  Assembly,  Cancer 
and  Public  Health.  This  can  be  told  by  their  re- 
ports which  they  have  made.  There  are  two  com- 
mittees which  the  secretaiy  wishes  to  commend 
especially.  One  is  the  Planning  Committee.  This 
committee,  under  its  able  Chairman  Dr.  Floyd 
Rogers,  has  always  done  outstanding  work  and  in 
1949  it  has  had  its  best  year.  The  other  committee 
is  a new  one;  namely,  the  Committee  on  Public  Re- 
lations, Dr.  Harold  Morgan,  Chainnan.  This  com- 
mittee has  held  frequent  meetings.  It  has  consid- 
ered and  decided  on  several  matters.  One  of  the 
best  items  on  its  record  is  the  meeting  with  the 
press  and  radio  during  the''summer.  This  meeting 
is  bringing  in  splendid  results  as  is  shown  by  the 
press  releases  that  are  published.  The  releases  are 
written  by  the  executive  secretary  or  his  assistant. 
In  addition  to  this,  two  other  semi  public  meetings 
were  held — one  in  Omaha  and  one  in  North  Platte. 
These  supplemented  the  above  main  meeting.  Also 
as  a result  of  the  work  of  this  committee,  the  ex- 
ecutive secretaiy  and  the  chainnan  have  made  sev- 
eral trips  out  in  the  state  to  meet  with  county  so- 
cieties. 


Annual  iMeeting:  The  Annual  Session  was  held  in 
Omaha  May  2,  3,  4 and  5,  1949.  It  drew  one  of  our 
largest  registrations;  also,  the  largest  number  of 
exhibitors  we  have  ever  had.  The  exhibitors  tell 
us  that  in  their  opinion  our  meeting  is  one  of  the 
best  that  they  attend. 

The  House  of  Delegates  was  well  attended.  Much 
work  was  done,  and  for  the  first  time,  the  commit- 
tee system  set  up  in  the  By-Laws  was  put  into  op- 
eration. Too,  for  the  first  time,  these  committees 
did  excellent  work.  The  few  that  did  not  seemed 
to  get  the  idea  and  will  pi-obably  do  so  in  future 
meetings. 

Thei’e  is  one  thing  that  the  secretary  wishes  to 
mention  in  hopes  that  some  one  will  offer  a solu- 
tion to  the  problem;  i.e.,  the  poor  attendance  at  the 
general  sessions.  An  excellent  program  is  pro- 
vided. Groups  of  outstanding  doctors — members  of 
the  faculties  from  Noithwestern  Medical  School, 
Westei’n  Reseiwe  Medical  School,  and  Tulane  Uni- 
versity— ^read  papers  on  selected  subjects  in  the 
mornings  and  held  panel  discussions  in  the  after- 
noons. In  comparing  our  program  with  other  meet- 
ings held  in  this  midwest,  I think  that  it  is  as  good 
as  any,  and  yet  our  general  sessions  are  not  well 
attended.  The  officers  and  the  Scientific  Assembly 
Committee  are  at  a loss  to  account  for  this.  Per- 
haps some  one  can  suggest  a solution. 

Amendments  to  the  By-Laws:  There  are  several 

amendments  that  will  have  to  be  considered  by  the 
proper  committee. 

1.  An  amendment  requiring  membership  in  the  A.M.A. 

2.  An  amendment  removing  the  date  of  appointment  from 
the  names  of  the  members.  Having  committee  membership 
rotate,  in  the  opinion  of  many,  has  not  worked  very  well  and 
it  is  believed  that  appointing  each  committee  for  the  same 
time  will  be  better. 

3.  An  amendment  to  change  the  By-Laws  so  that  a mem- 
ber must  belong  to  the  county  society  in  which  he  resides. 

4.  An  amendment  relative  to  changes  due  to  redistricting 
councilor  districts,  if  this  is  adopted. 

a.  All  of  Chapter  VII,  Section  9. 

Treasurer’s  Report:  Since  there  is  nothing  un- 

usual in  the  Auditor’s  report  this  year  and  it  is  a 
routine  report,  showing  the  association  to  be  in  a 
healthy  condition,  this  report  will  simply  refer  you 
to  the  audit  and  not  take  up  your  time  analyzing  it. 

Respectfully  submitted, 

R.  B.  ADAMS,  M.D.,  Secy.-Treas. 

Lincoln,  Nebraska 
January  26,  1950 

Nebraska  State  Medical  Association 

Lincoln,  Nebraska 

Gentlemen: 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1949,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances — January  1,  1949  to 
December  31,  1949. 

Exhibit  B — Statement  of  Receipts  and  Disbui-sements — Year 
1949. 

Schedule  B-1 — Statement  of  Receipts  and  Disbursements — 

Annual  Session — Year  1949. 

Schedule  B-2 — Comparison  of  General  Expense  with  Budg- 
et— Year  1949. 

Exhibit  C — Statement  of  Investments — January  1,  1949  to 
December  31.  1949. 

Exhibit  D — Journal  Accounts  Receivable — December  31,  1949. 

EXHIBIT  A 

Exhibit  A"  is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1949  there  was  an  increase  in  the  bal- 
ances of  $4,187.84.  The  total  balance  on  December 
31,  1949  was  $33,684.08,  and  was  represented  by 
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cash  in  the  National  Bank  of  Commerce,  Lincoln, 
Nebraska,  of  $7,601.48  and  investements  of  $26,- 
082.60. 

EXHIBIT  B 

The  details  of  the  changes  in  the  operating  fund 
cash  balance  are  shown  in  Exhibit  B.  In  this  state- 
ment 'the  incomes  and  expenses  have  been  divided 
into  classifications  of  general  items  and  journal 
transactions.  Under  the  heading  of  general  income 
the  principal  items  are  membership  dues  of  $34,- 
260.00  and  income  from  the  annual  session  of 
$4,284.30.  Cash  received  for  the  American  Medical 
Association  assessment  of  $9,600.00  was  remitted 
to  that  Association  as  shown  under  Other  Disburse- 
ments in  this  statement.  The  chief  item  of  income 
for  the  journal  during  the  year  was  advertising  of 
$12,072.51.  Total  cash  received  during  the  year 
amounted  to  $61,122.89. 

The  disbursements  of  the  Association  are  divided 
into  the  same  classifications  as  the  receipts.  The 
total  amount  of  genei-al  disbursements  was  $31,- 
899.78. 

A comparison  of  these  items  with  the  budget 
items  approved  for  1949  is  shown  in  Schedule  B-2. 
Journal  expenses  for  the  year  totaled  $14,458.06. 
Other  disbursements  amounted  to  $10,593.00,  and 
total  disbursements  during  the  year  were  $56,- 
950.84.  The  excess  of  receipts  over  disbursements 
amounted  to  $4,172.05,  and  cash  on  hand  at  the 
close  of  the  year  was  $7,601.48. 

All  receipts  for  the  year  were  traced  through  the 
books  and  into  tbe  bank  account.  In  addition,  test 
checks  were  made  of  letters  of  transmittal  tracing 
the  items  to  the  individual  members’  accounts.  An 
inspection  of  the  members’  unused  cards  in  connec- 
tion with  our  examination  of  the  receipts  indicated 
that  all  cards  issued  to  members  during  the  year 
were  accounted  for  on  the  books  of  the  Association. 
It  was  also  found  that  during  the  year  1949  cards 
were  issued  to  four  militai-y  members  and  fifty- 
one  honoraiy  members  for  which  no  dues  were 
collected. 

All  cancelled  checks  for  the  year  were  inspected 
and  compared  to  the  items  in  the  check  register. 
Invoices  and  creditors’  statements  were  examined 
covering  the  greater  portion  of  the  disbursements. 
The  balances  shown  as  cash  in  bank  were  confirmed 
by  direct  correspondence  with  the  depositories.  Our 
audit  also  included  an  examination  of  the  minutes 
of  the  trustees’  meetings  during  the  year  in  regard 
to  authorization  of  salaries,  budgets  and  other  dis- 
bursements. All  securities  were  verified  by  actual 
examination.  As  a result  of  our  audit  of  the  re- 
ceipts and  disbursements  of  the  Association  for  the 
year,  it  is  our  opinion  that  all  cash  has  been  ac- 
counted for  properly. 

EXHIBIT  C 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  C.  The 
cost  value  of  the  investments  at  the  beginning  of 
the  year  was  $26,066.81.  During  the  year  there 
was  a net  addition  in  investments  of  $15.79.  Divi- 
dend credits  in  building  and  loan  accounts  amount- 
ed to  $106.05.  The  increase  in  value  of  the  United 
States  Savings  Bonds  during  the  year  was  $226.65. 
During  the  year  United  States  Savings  Bonds, 
Series  G,  of  $2,000.00  were  acquired  in  exchange 
for  matured  savings  bonds  of  the  same  amount. 
Final  liquidation  payment  on  the  investment  in  the 
United  Savings  and  Loan  Association  was  received 


in  the  amount  of  $254.31,  leaving  a loss  on  the  prin- 
cipal of  $63.60.  The  investments  include  United 
States  Savings  Bonds,  Series  G,  of  $3,000.00,  pur- 
chased during  the  year  1947  with  cash  from  the 
Student  Loan  Fund.  The  total  value  of  the  in- 
vestments on  December  31,  1949  was  $26,082.60. 

EXHIBIT  D 

Exhibit  D is  a list  of  tbe  journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  re- 
ceivable record  indicated  that  the  greater  part  of 
these  accounts  are  amounts  receivable  for  adver- 
tising during  the  month  of  December,  1949.  This 
record  also  indicated  that  with  few  exceptions  these 
accounts  are  being  paid  currently.  As  the  Associa- 
tion operates  on  the  cash  basis,  these  items  are  not 
taken  into  income  until  cash  is  received. 

During  the  years  1948  and  1949,  the  sum  of 
$1,195.06  has  been  expended  for  the  benefit  of  the 
Nebraska  Medical  Foundation.  Of  the  total  amount 
$993.00  was  paid  out  in  1949,  as  shown  in  Exhibit 
B.  The  Nebraska  Medical  Foundation  is  to  pay 
back  all  amounts  advanced  at  a later  date. 

The  Student  Loan  Fund  managed  by  the  Associa- 
tion is  maintained  in  a checking  account  in  the 
Omaha  National  Bank,  Omaha,  Nebraska.  Cash  on 
hand  at  the  close  of  the  year  amounted  to  $1,094.63. 
This  amount  was  confirmed  to  us  by  direct  cor- 
respondence with  the  bank.  The  total  amount  of 
an  unpaid  student  loan  at  the  end  of  the  year,  in- 
cluding interest  accmed,  was  $266.96.  During  the 
year  $100.00  was  received  to  apply  on  this  loan. 
Bonds  purchased  with  cash  from  the  Student  Loan 
Fund  are  included  with  other  investments  in  Ex- 
hibit C. 

Mr.  M.  C.  Smith,  Executive  Secretary  of  the  As- 
sociation, has  in  his  possession  a fund  of  $100.00 
to  be  used  for  traveling  and  other  Association  ex- 
penses. This  fund  is  replenished  periodically  upon 
his  presentation  of  expense  reports  and  is  not  car- 
ried on  the  books  of  the  Association  as  an  asset. 

There  are  additional  funds  of  $1,000.00  in  cash 
kept  in  the  Association’s  safety  deposit  box  at  the 
National  Bank  of  Commerce,  Lincoln,  Nebraska. 
This  amount  was  verified  by  actual  count  at  the 
time  of  the  examination  of  securities,  and  is  not 
set  up  on  the  books  as  an  asset.  The  purpose  of 
this  fund  is  to  defray  expenses  of  the  Association, 
and  to  date  none  of  it  has  been  used. 

Should  any  additional  information  be  desired 
concerning  any  matters  falling  within  the  scope  of 
our  examination,  we  shall  be  pleased  to  supply  it 
upon  request. 

Respectfully, 

DANA  F.  COLE  AND  COMPANY. 

EXHIBIT  A 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
January  1,  1949  to  December  31,  1949 


Total  Balance.  January  1,  1949 $29,496.24 

Represented  by : 

Ca.sh — National  Bank  of  Commerce $ 3,429.43 

Investments — Exhibit  C 26,066.81 


$29,496.24 

Add: 

Excess  of  Receipts  over  Disbursements — 

Exhibit  B $ 4,172.05 

Net  Increase  in  Investments — Exhibit  C 15.79  4,187.84 


Total  Balance — December  31,  1949 $33,684.08 

Represented  by : 

Cash — National  Bank  of  Commerce $ 7,601.48 

Investments — Exhibit  C 26,082.60 


$33,684.08 
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EXHIBIT  B 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year  1949 


Cash  on  Hand,  January  1.  1949 


Receipts : 

General : 

Membership  dues  $34,260.00 

Interest  collected  319.37 

Annual  Session — Schedule  B-1  4,284.30 

A.M.A.  assessment  9,600.00 

United  Savings  and  Loan 

Liquidation  254.31 

Workmen’s  Compen.  Court — 

Copies  Fee  Schedule 21.75 


$48,739.73 


$ 3.429.43 


Journal : 

Advertising 12,072.51 

Subscriptions  287.85 

Copies  sold 16.00 

Cuts  6.80  12,383.16 


TOTAL  RECEIPTS 


$61,122.89 


Office  Expense: 


Rent 

- 2,050.00 

2,004.30 

45.70 

Mimeograph 

.300.00 

274.18 

25.82 

Printing  - 

850.00 

847.75 

2.25 

Postage 

1,350.00 

1,329.87 

20.13 

Telephone 

1,050.00 

947.17 

102.83 

.5.50.00 

543.16 

6.84 

Councilor  Expense 

200.00 

186.24 

13.76 

Annual  Session  _ 

3,625.00 

3,614.71 

10.29 

Audit  expense 

225.00 

190.00 

35.00 

800.00 

617.65 

182.35 

1,212. 2.5 

1,212.25 

617.97 

Attorneys’  Fees 

1,000.00 

382.03 

Office  Equipment 

_ _ - 1,700.00 

1,636.61 

63.39 

President’s  Expense 
Exceptional  Travel 

.500.00 

31.17 

468.83 

and/or 

Meeting 

3,650.00 

3,640.61 

9.39 

Expendable  Supplies 

212.75 

212.75 

2.00.00 

200.00 

$37,575.00 

$31,899.78  $ 

5,675.22 

EXHIBIT  C 

NEBRASKA  STATE  MEDICAL 

ASSOCIATION 

STATEMENT  OF  INVESTMENTS 


Disbursements : 

General : 

Salaries  $13,584.91 

Travel  1,856.67 

Office  Expense: 

Rent  2,004.30 

Mimeograph  274.18 

Printing  847.75 

Postage  1,329.87 

Telephone  and  telegraph 947.17 

Miscellaneous  543.16 

Councilor  expense 186.24 

Annual  Session  (Sched.  B-l)_  3,614.71 

Exceptional  meetings  and/or 

travel  3,640.61 

Audit  expense 190.00 

Medicolegal  617.65 

Attorneys’  Fees 382.03 

Office  equipment  1,636.61 

President’s  expense  31.17 

Expendable  supplies  212.75 


$31,899.78 


Journal : 

Salaries  $ 4,240.00 

Commissions  610.64 

Publication  expense  6,675.46 

Press  Clipping  Service 242.05 

Color  1,851.46 

Tipping  366.84 

Cuts  210.36 

Envelopes  11.25 

Expenses — Dr.  Jahr  250.00 


14.458.06 


Other  Disbursements : 

A.M.A.  assessment $ 9,600.00 

Expenses  paid  for  Nebraska 

Medical  P'oundation 993.00  10,593.00 


TOTAL  DISBURSEMENTS  $56,950.84 

EXCESS  OF  RECEIPTS  OVER 

DISBURSEMENTS  $ 4,172.05 

Cash  on  Hand,  December  31,  1949 $ 7,601.48 


SCHEDULE  B-1 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
Year  1949 

Receipts : 

Sale  of  Booth  Space $4,255.00 

Registration  fees  5.00 

Fun  Night  income 24.30  $4,284.30 


Disbursements : 

Exhibitors’  party  j $ 220.75 

Program  committee  luncheon  and  expense  26.54 

Journal  committee  luncheon 10.50 

President’s  party  46.00 

Guest  speakers,  travel  and  hotel  expense 1,184.82 

Fun  Night  , 361.86 

Golf  and  trap  shoot 49.30 

Banquet  expense  166.00 

Auxiliary  flowers  49.00 

Reporter  308.40 

Booths  349.00 

Printing  392.19 

Miscellaneous  450.35 


3,614.71 


EXCESS  OF  RECEIPTS  OVER 
DISBURSEMENTS  $ 669.59 


SCHEDULE  B-2 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
Year  1949 


Actual  Unexpended 
Budget  Expense  Balance 

Salaries  $14,600.00  $13,584.91  $ 1,015.09 

Travel  3,500.00  1,856.67  1,643.33 


January  1,  1949  to  December  31,  1949 

Total  Balance,  January  1,  1949 $26,066.81 

Consisting  of : 

Omaha  Loan  & Building  Assn $ 1,818.49 

Nebraska  Central  Building  & Loan  Assn.  986.97 

Conservative  Savings  & Loan  Assn 1,518.57 

United  Savings  & Loan  Assn. 317.91 

U.  S.  Treasury  Bonds,  2 7/8% 4,500.00 

U.  S.  Savings  Bonds,  Issue  Price 

$5,958.50,  Maturity  Value  $8.025.00___  6.765,87 

U.  S.  Savings  Bonds,  Series  G 10,100.00 

Postal  Savings  Bonds,  Issue  Price  $50.00  59.00 


Additions  : 

Dividend  Credits  : 

Omaha  Loan  & Building 

Assn.  $ 

Conservative  Savings  & 

Loan  Assn.  

Nebraska  Central  Building  & 
Loan  Assn.  


$26,066.81 


45.72 

30.51 

29.82  106.05 


Increase  in  Value — U.  S.  Savings  Bonds: 
Total  Increment, 

December  31,  1949 534.02 

Total  Increment, 

Bonds  Exchanged  500.00 


$1,034.02 

Total  Increment, 

December  31,  1948 $ 807.37  226.65 


Interest  Accrued — Postal  Savings  : 

Interest  Accrued, 

December  31,  1949 10.00 

Interest  Accrued, 

December  31,  1948 9.00  1.00 

Purchases : 

U.  S.  Savings  Bonds, 

Series  G 2,000.00 

Less  : Bonds  Exchanged  : 

U.  S.  Savings  Bonds, 

Series  D 2,000.00  none 


Reductions  : 

Final  Liquidation  Payment: 

United  Savings  & Loan 

Assn.  $ 254.31 

Add:  Can*ying  Value  in  Excess 
of  Amount  Received 63.60 


$333.70 


317.91 


Net  Additions 


15.79 


Total  Balance,  December  31,  1949 $26,082.60 

Consisting  of : 

Omaha  Loan  & Building  Assn. $ 1,864.21 

Nebraska  Central  Building  & Loan  Assn.  1.016.79 

Conservative  Savings  & Loan  Assn. 1,549.08 

U.  S.  Treasury  Bonds.  2 7/8% 4,500.00 

U.  S.  Savings  Bonds,  Issue  Price 

$4,458.50.  Maturity  Value  $6,025.00 4,992.52 

U.  S.  Savings  Bonds,  Series  G 12,100.00 

Postal  Savings  Bonds,  Issue  Price  $50.00  60.00 


$26,082.60 


EXHIBIT  D 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1949 


Cooperative  Medical  Advertising  Bureau : 


Eli  Lilly  $157.20 

Parke  Davis  & Co. 111.86 

S.  H.  Camp 20.40 

Winthrop  Stearns  20.40 

Camels  Cigarettes  20.40 

Sobering  Corporation  50.49 

Ames  Co.  23.46 

J.  Schmid  23.46 
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Lederle  Laboratories  48.96 

Warder  Co.  23.46 

Upjohn  23.46 

C.  B.  Fleet  Co 23.46 

Abbott  Laboratories  24.00 

C.  D.  Searle 52.70 

Luziers  27.60 

Cook  County  Graduate  School 7.14 

Medical  Protective  Co. 12.24 

Ralph  Sanitorium  12.24 

Robinson  Clinic  4.08 

Seiler  Surgical  4.80 

Physicians  Optical  Co. 4.80 

Chicago  Medical  Society 17.34 

Laboratory  of  Clinical  Pathology 7.14 

Physicians  Casualty  Co. 8.40 

Ayerst,  McKenna  & Harrison 45.90 

Mead  Johnson  40.80  816.19 

University  of  Colorado  Medical  Center 20.40 

Coca  Cola  Company 28.80 

Harold  Diei’s  & Co. 55.20 

Lincoln  Splint  and  Brace  Shop 3.25 

Midwest  Orthopedic  Appliance  Co 139.00 

Siegel  Office  E(iuipment  Co 8.40 

Mayo  Drug  Store 4.80 

AMOUNT  DUE  $1,076.04 


REPORT  OF  BOARD  OF  TRUSTEES 

D.  B.  Steenburg.  MJ)..  Chairman,  Aurora  ; G.  E.  Peters,  M.D.. 
Randolph : J.  E.  M.  Thompson,  M.D.,  Lincoln  : Earle  Johnson, 
M.D.,  Grand  Island  : R.  B.  Adams.  M.D..  Lincoln. 

The  Board  of  Tmstees  wish  to  make  the  follow- 
ing report  and  recommendations: 

Meetings  were  held  quarterly  and  were  well  at- 
tended by  the  members  of  the  board  as  well  as  oth- 
er officers  of  the  association.  The  business  of  the 
association  has  been  executed  as  usual  and  we  have 
been  able  to  stay  within  our  budget.  Our  invest- 
ments remain  essentially  unchanged. 

The  auditors  report  is  available  for  those  of  you 
intei-ested  in  the  details  of  the  financial  condition 
of  the  association. 

In  the  matter  of  “Social  Security”  for  employees 
of  the  association  it  was  moved  to  pay  $1,450.00  and 
protest  the  balance  of  the  amount  of  back  pay- 
ments, or  $845.00. 

NEBRASKA  MEDICAL  FOUNDATIONS,  INC. 

The  Student  Loan  Fund  has  $3,000.00  in  bonds, 
cash  in  amount  of  $1,094.63  and  one  additional  out- 
standing note.  We  recommend  to  the  Council  that 
this  be  transferred  to  the  Nebraska  Medical  Foun- 
dation Inc.  and  used  as  originally  intended. 

We  further  agreed  to  bear  the  expense  of  office 
procedure  with  an  additional  loan  if  necessary  for 
the  Nebraska  Medical  Foundation. 

The  expanded  program  is  now  functioning  in  our 
new  offices,  additional  help  is  being  oriented  and 
we  are  moving  along  well  at  the  increased  tempo. 

JOURNAL  CONTRACT 

Mr.  Gene  Huse’s  letter  was  read  in  which  he  of- 
fers to  publish  the  Nebraska  State  Medical  Journal 
for  the  next  three  years  on  the  same  tenns  as  we 
are  enjoying  at  present.  The  contract  was  formally 
accepted  by  the  board. 

BUDGET 

The  following  budget  was  set  up  for  the  year 
1951: 


Salaries  $16,000.00 

Social  Security  500.00 

Travel  3,500.00 

Office  Expense: 

Rent  2,160.00 

Mimeograph  500.00 

Printing  800.00 

Postage  1.500.00 

Telephone  and  telegraph 1.200.00 

Miscellaneous  550.00 


Councilor  Expense  : 200.00 

Annual  Session  4,000.00 

Exceptional  Travel  and  E.\ceptional  Meeting 3.800.00 

Audit  Expense  200.00 

Dues,  Share  to  Journal 2,000.00 

Medicolegal  800.00 

Attorneys’  Fees  1,000.00 

Office  Equipment  200.00 

Presidents’  Expense  500.00 

Speakers  Bureau  1,000.00 

Expendable  Supplies  1,000.00 

Reappropriate  from  Unexpended  Balance 5,875.00 


TOTAL $47,285.00 


A motion  was  made  that  the  above  budget  be 
presented  to  the  Council  with  the  request  that  it 
be  recommended  to  the  House  of  Delegates.  The 
motion  was  seconded  and  carried. 

It  was  also  moved  and  seconded  that  the  1950 
budget  be  amended  to  correspond  with  the  budget 
for  1951,  with  the  exception  of  the  last  item  of 
“Reappropriate  from  Unexpended  Balance”,  and 
that  this  item  for  1950  should  be  the  sum  of 
$5,600.00.  The  motion  was  seconded  and  carried. 

Respectfully  submitted, 

DONALD  B.  STEENBURG,  M.D.,  Chairman. 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

The  year  1949  was  one  of  marked  advancement 
and  expansion  for  the  Nebraska  State  Medical  As- 
sociation. The  expanded  program  which  was  ap- 
proved at  the  1948  session  has  been  placed  into 
operation  at  an  increasing  tempo  throughout  the 
year.  More  members  are  engaged  in  active  par- 
ticipation of  the  overall  program  than  we  have  ever 
seen  in  the  history  of  the  association.  More  com- 
mittees have  been  activated  and  are  meeting  regu- 
larly than  was  considered  possible  at  the  beginning 
of  the  year.  Definite  programs  of  statewide  in- 
terest and  benefit  to  the  people  of  Nebraska  have 
been  established  with  a rebounding  credit  to  the 
medical  profession.  Most  of  this  activity  has  oc- 
curred in  the  last  eight  months  of  the  year  since 
the  expanded  program  did  not  get  under  way  until 
after  the  Annual  Session  in  May.  There  are  many 
fields  of  endeavor  yet  to  be  explored  and  developed. 
Medical  activities  and  leadership  are  appearing 
from  sources  unknown  to  us  a year  ago.  The  mem- 
bership has  rallied  to  the  needs  of  organized  medi- 
cine in  a manner  that  is  most  gratifying.  The  Ne- 
braska State  Medical  Association  is  on  the  march! 

Association  membership  dues  were  raised,  ef- 
fective for  the  fiscal  year  of  1949,  and  these  addi- 
tional funds  in  the  amount  of  $17,220.00  have  made 
this  expanded  activity  possible.  It  was  found  neces- 
sary to  have  additional  office  space  and  added  per- 
sonnel to  handle  the  increased  activity.  About  one- 
third  additional  office  space  was  added  and  on 
April  1,  1949,  your  headquarters  office  was  moved 
to  1315  Sharp  Building,  Lincoln.  An  executive  as- 
sistant was  added  to  the  office  personnel.  Many 
of  our  members  have  already  met  Mr.  Sidney  Brad- 
ley who  was  secured  for  this  position  and  you  will 
be  seeing  and  hearing  more  of  him  as  the  expanded 
activities  progress.  One  stenographer  has  also  been 
added.  It  is  planned  to  add  additional  personnel  as 
the  need  arises  and  the  budget  will  permit.  Mailing 
equipment  has  also  been  added  to  handle  the  in- 
creased mailing  of  material  which  is  going  out  of 
the  office  regularly.  Our  records  indicate  that  we 
have  had  6,706  pieces  of  incoming  mail  during  the 
past  year.  This  is  approximately  2,000  more  than 
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the  previous  year  and  establishes  an  all-time  high. 
Much  of  this  mail  requires  an  individual  and  per- 
sonal reply.  We  receive  inquiries  of  every  con- 
ceivable nature,  ranging  from  a town  wishing  a 
doctor  for  permanent  location  to  a farmer’s  wife 
asking  for  information  about  some  quack  healing 
institution.  Our  records  indicate  a total  volume  of 
141,572  pieces  of  outgoing  mail.  Much  of  this  mail 
has  to  do  with  the  National  Education  Campaign 
i and  a large  part  of  the  volume  has  to  do  with  the 

I activities  of  our  various  committees  and  informa- 

i tion  bulletins  sent  to  the  membership,  press  and 
radio.  Included  in  this  total  is  10,226  pieces  of  mail 
that  we  classify  as  “regular  first-class”.  A large 
volume  of  National  Education  Campaign  material 
' has  been  sent  direct  to  Nebraska  by  Whitaker  and 
Baxter,  upon  order  of  the  Public  Relations  Commit- 
tee. These  figures  will  be  indicated  in  the  report 
of  that  committee. 

Your  executive  secretary  has  traveled  more  than 
twelve  thousand  miles  during  the  past  year  on  of- 
ficial business  for  the  association,  about  one-half 
of  which  has  been  within  the  borders  of  Nebraska. 
Nine  national  meetings  and  regional  conferences 
have  been  attended  and  sixty-four  county  society, 
committee  and  lay  meetings.  During  the  past  four 
months  there  has  been  a rapidly  increasing  number 
of  requests  to  appear  before  civic  groups  and  pub- 
lic meetings  as  guest  speaker  on  socialized  medi- 
cine or  the  proposed  National  Health  Program.  An 
attempt  is  made  to  accept  every  one  of  these  re- 
quests if  possible  because  of  the  recognized  im- 
portance of  disseminating  as  much  information  as 
possible  to  the  public. 

The  activities  of  the  various  committees  wdll  be 
presented  by  their  chairmen  and  so  are  not  to  be 
included  in  this  report.  However,  some  comment 
and  observations  might  well  be  added  at  this  time. 
Too  often  the  membership  at  large  has  no  concep- 
tion of  the  time  and  effort  that  goes  into  this  im- 
portant phase  of  the  association  work  by  physicians 
who  are  extremely  busy  and  with  great  demands 
on  their  time.  This  service  can  not  be  figured  in 
dollars  and  cents.  It  can  be  calculated  only  in  loy- 
alty to  a great  profession.  There  is  much  work 
to  be  done,  and  more  Nebraska  doctors  are  needed 
to  help  in  achieving  the  objectives  which  have  been 
outlined.  Special  and  specific  attention  should  be 
called  to  the  definite  and  ambitious  programs  out- 
lined by  the  committees  for  the  coming  year  which 
indicates  a continuation  of  the  expansion  of  the 
eight-point  program. 

This  report  would  not  be  complete  without  men- 
tion of  the  increased  activity  of  the  Woman’s  Aux- 
iliary under  the  outstanding  leadership  of  Mrs.  C. 
Fred  Ferciot,  President.  At  the  beginning  of  the 
year  the  auxiliary  w^as  organized  in  only  16  coun- 
ties. During  the  year  21  new  counties  were  organ- 
ized giving  us  a total  at  the  present  time  of  37 
organized  counties.  Mrs.  Ferciot  has  given  freely 
of  her  time  and  has  traveled  many  miles  over  the 
state  in  this  important  work.  This  organization 
has  a great  future  of  service  and  many  plans  have 
been  made  for  cooperation  with  the  association. 
The  great  need  is  for  more  physicians’  wives  in  the 
state  with  the  enthusiasm  of  Mrs.  Ferciot  and  the 
same  will  for  accomplishment. 

NEBRASKA  STATE  MEDICAL  JOURNAL 

In  my  last  report  to  you  I stated  that  the  peak 
of  advertising  income  for  the  journal  has  probably 


been  reached  and  that  we  can  expect  a lowering 
of  income  from  this  source.  Last  year  we  had  a 
reduction  of  $1,318.05  in  advertising  income  as  com- 
pared with  the  previous  year.  This  year  our  ad- 
vertising income  has  shown  a further  reduction  in 
the  amount  of  $565.65  from  the  1948  income.  It 
has  been  the  desire  of  the  editor  and  publications 
committee  of  the  journal  to  maintain  a high  quali- 
ty journal  even  though  it  must  suffer  some  fi- 
nancial loss  in  doing  so.  While  maintaining  the 
volume  of  reading  material  in  the  journal  we  have 
at  the  same  time  been  able  to  make  some  overhead 
reductions  during  the  past  year  which  has  also  re- 
duced our  loss  for  the  year.  In  1948  the  journal 
showed  a loss  of  $1,727.79.  For  1949  that  loss  has 
been  reduced  to  $807.81.  Perhaps  it  should  again 
be  pointed  out  here,  as  previously,  that  the  mem- 
bership can  have  a great  deal  of  influence  on  the 
amount  of  advertising  carried  in  the  journal  through 
contact  with  the  detail  men  of  the  various  pharma- 
ceutical houses.  Our  advertisers  always  like  to 
know  that  the  advei-tising  campaigns  which  they 
place  in  the  journal  are  read  by  the  members.  If 
this  information  is  impressed  upon  the  detail  men 
who  make  the  office  calls  to  the  physicians,  it  is 
immediately  transferred  to  the  various  advertisers 
with  the  result  that  those  states  from  which  fa- 
vorable reports  are  received  are  always  kept  on 
the  advertising  schedule. 

MEMBERSHIP 

Following  are  the  usual  membership  tables,  giv- 
ing the  state  of  membership  at  the  close  of  1949. 


Table  No.  1 

Members  deceased  22 

Non-members  deceased  21  43 

Members  moved  out  of  state 21 

Non-members  moved  out  of  state 7 28 

71 

New  physicians  in  state — members 80 

Potential  members  78  158 

Net  gain  87 

In  active  practice 1.419 

Retired,  but  eligible 34 

Members — December  31.  1948 1.184 

Members — December  31,  1949 1,196 

Member  gain  in  1949 12 

Table  No.  2 

Licensed  physicians  : 

Residing  out  of  state 669 

Members  (37  out  of  state) 1,196 

Non-eligible  32 

Retired  34 

Non  members,  eligible  254 

Unaccounted  for  (interns,  home  addresses,  etc.) 58 

Total  2,243 

Table  No.  3 

Members : 

Active  1.087 

Honorary  46 

Deceased  (5  honorary) 22 

Service  4 

Out  of  state 37 


1.196 

This  report  would  be  incomplete  without  an  ex- 
pression of  appreciation  to  the  many  members  for 
their  fine  cooperation  which  has  made  this  such  a 
fine  year  of  accomplishment.  The  doctors  in  Ne- 
braska have  built  an  active  organization  in  which 
they  can  have  the  greatest  pride  and  one  which  is 
the  envy  of  many  other  states. 

Respectfully  submitted, 

M.  C.  SMITH,  Executive  Secretary, 
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DELEGATE’S  REPORT  OF  THE  A.M.A.  SESSION 


Nebr.  S.  M.  Jour. 
April,  1950 


DELEGATE’S  REPORT  ON  THE  PROCEEDINGS 
OF  THE  INTERIM  SESSION  OF  THE  HOUSE  OF 
DELEGATES  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 
Held  in  Washington,  D.C.,  December  6 to  9,  1949 

In  1947  when  the  first  Interim  Session  of  the 
American  Medical  Association  was  planned,  there 
were  many  misgivings  on  the  part  of  all  concerned 
as  to  the  success  of  a mid-winter  meeting.  How- 
ever, due  to  the  many  pressing  problems  at  hand 
which  demanded  immediate  consideration  by  the 
House  of  Delegates,  the  dates  for  the  meeting  were 
set.  The  scientific  program,  as  well  as  exhibits 
and  demonstrations,  were  planned  especially  for  the 
general  practitioner.  This  meeting  proved  success- 
ful beyond  the  highest  hopes  of  those  charged  with 
arrangements.  The  mid-winter  meeting  was  re- 
peated in  1948,  and  the  attendance  figure  estab- 
lished the  fact  that  a meeting  of  this  kind  was 
definitely  in  demand. 

This  year  the  interim  session  was  held  in  Wash- 
ington, D.C.,  and  some  8,500  registered  for  the 
meeting,  about  3,300  of  whom  were  Fellows.  These 
figures  are  cited  to  show  that  the  Interim  Session 
has  become  an  important  part  of  the  yearly  pro- 
gram of  the  American  Medical  Association,  and  as 
registration  goes  it  might  be  pointed  out  that  it 
reaches  toward  the  total  for  the  annual  sessions. 
This  year’s  scientific  program  was  varied  and  cov- 
ered a multitude  of  subjects,  all  of  which  were 
timely  and  of  practical  value  to  the  rank  and  file 
of  the  medical  profession.  The  scientific  and  tech- 
nical exhibits  compared  most  favorably  with  those 
of  other  years  and  the  motion  picture  exhibit  and 
the  television  programs  helped  to  round  out  the 
all-over  purpose  of  giving  to  physicians  a pano- 
rama of  the  recent  advances  made  in  the  practice 
of  medicine. 

The  House  of  Delegates  convened  on  Tuesday 
moming,  December  6th,  at  10:00  a.m.  The  meet- 
ing was  called  to  order  by  Speaker  F.  F.  Borzell, 
and  the  Chairman  of  the  Reference  Committee  on 
Credentials  stated  that  179  out  of  a possible  190 
delegates  had  registered  for  the  opening  session. 
Later  in  the  day,  it  was  reported  that  an  additional 
8 delegates  had  registered,  bringing  the  total  to 
187.  This  high  percentage  of  attendance  bespeaks 
the  real  interest  of  those  charged  with  representing 
their  respective  state  medical  associations. 

It  would  be  impossible  to  give  a complete  pic- 
ture of  all  the  accomplishments  of  the  House  of 
Delegates,  and  I will  therefore  limit  my  remarks 
to  those  which  in  my  opinion  highlighted  the  trans- 
actions. 

The  first  matter  of  business  to  be  considered  by 
the  House  of  Delegates  was  the  selection  of  the 
General  Practitioner  of  the  Year.  The  biographies 
of  Dr.  Andy  Hall,  Mount  Vernon,  Illionis;  Di’.  Lyle 
Hare,  Spearfish,  South  Dakota;  and  Dr.  Thomas 
Rhine,  Thornton,  Arkansas,  were  read  by  Dr.  Louis 
Bauer,  Chairman  of  the  Board  of  Trustees.  These 
three  names  were  presented  to  the  House  of  Dele- 
gates as  the  nominees  for  the  award.  The  count- 
ing of  the  final  vote  revealed  that  Dr.  Andy  Hall 
had  been  selected.  Dr.  Hall  appeared  at  a public 
meeting  Tuesday  evening  and  expressed  his  appre- 
ciation of  the  honor. 

The  address  of  the  Speaker  of  the  House  of 
Delegates,  Dr.  F.  F.  Borzell,  was  the  next  order 


of  business,  and  following  his  address  he  read  the 
appointments  of  members  of  the  House  to  the 
respective  reference  committees.  Dr.  Karl  S.  J. 
Hohlen  was  named  to  serve  on  the  reference  com- 
mittee on  Amendments  to  the  Constitution  and 
By-Laws. 

Following  this  there  were  addresses  by  Dr. 
Thomas  C.  Routley,  Secretary  of  the  Canadian  Med- 
ical Association;  Dr.  Ernest  E.  Irons,  President  of 
the  American  Medical  Association;  Dr.  George  F. 
Lull,  Secretary  and  General  Manager  of  the  Amer- 
ican Medical  Association;  and  reports  from  the 
Board  of  Tiustees  and  the  various  councils. 

Di’.  Irons  delivered  an  inspiring  address  and 
called  upon  the  members  of  the  American  Medical 
Association  to  put  forth  every  effort  possible  to 
defeat  those  who  through  legislation  would  ulti- 
mately socialize  the  entire  country. 

One  of  the  first  matters  to  be  taken  up  in  the 
report  of  the  Board  of  Trustees  was  the  recom- 
mendation that  members  of  the  American  Medical 
Association  be  required  to  pay  annual  dues.  The 
Board  stated  that  after  due  consideration  it  was 
believed  that  the  1950  dues  should  be  pegged  at 
twenty-five  dollars,  which  would  make  available  an 
additional  two  and  a quarter  million  dollars.  Some 
of  the  purposes  for  which  this  money  would  be  used 
were  enumerated,  a goodly  portion  of  which  would 
be  earmarked  for  publicizing  and  encouraging  peo- 
ple to  invest  in  voluntary  health  insurance.  It  was 
pointed  out  that  there  would  be  no  relaxation  in 
the  lay  educational  program  initiated  through  the 
office  of  Whitaker  and  Baxter  in  1949.  The  re- 
port pointed  out  that  about  75  per  cent  of  the  mem- 
bers had  paid  the  1949  assessment.  The  Fellow- 
ship dues  will  remain  at  twelve  dollars. 

A resolution  to  amend  the  By-Laws  to  cover  the 
collection  of  dues  from  all  members,  as  well  as  the 
procedure  for  collecting  dues,  was  introduced  and 
was  referred  to  the  reference  committee  on  Amend- 
ments to  the  Constitution  and  By-Laws.  After 
lengthy  deliberation  the  committee  presented  to 
the  House  of  Delegates  for  adoption  an  amendment 
to  the  By-Laws  setting  forth  the  amount  and 
method  of  collecting  annual  dues.  It  carried  with- 
out a dissenting  vote.  It  will  be  obligatory  on  the 
part  of  all  members  of  the  American  Medical  As- 
sociation to  pay  their  annual  dues  if  they  wish  to 
maintain  their  membership  in  the  American  Med- 
ical Association.  This  action  will  necessitate  re- 
vision of  the  Constitution  and  By-Laws  of  many  of 
the  constituent  state  associations  as  well  as  that 
of  the  American  Medical  Association  so  that  all  will 
be  coordinated  with  respect  to  the  payment  of  dues 
and  status  of  members. 

Many  other  resolutions  were  presented  and  as- 
signed by  the  Speaker  to  the  respective  reference 
committees.  Of  most  importance  were  those  reso- 
lutions having  to  do  with  bills  now  pending  in  Con- 
gress, especially  S.  1453,  S.  1411,  and  H.R.  6000. 
S.  1453,  which  had  already  passed  the  Senate  and 
would  be  one  of  the  first  bills  to  be  considered  by 
the  House  of  Rrepresentatives,  together  with 
S.  1411,  came  in  for  the  bmnt  of  discussion. 

S.  1453  if  enacted  into  law  would  subsidize  all 
professional  schools,  without  adequate  guarantee 
that  they  would  remain  free  from  political  control 
and  regulation.  It  was  pointed  out  that  such  regu- 
lation would  seriously  affect  the  present  type  of 
medical  education. 
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S.  1411  if  enacted  into  law  would  set  up  the  ma- 
chinery for  the  prevention  and  treatment  of  “phys- 
ical and  mental  defects  and  conditions”  of  all  school 
children  between  the  ages  of  5 and  17,  inclusive, 
regardless  of  financial  status.  These  seiwices  would 
be  under  political  control  and  the  cost  would  be 
footed  through  taxation. 

H.R.  6000  if  enacted  into  law  would  seriously 
jeopardize  and  ultimately  socialize  medical  practice 
because  of  the  section  on  compulsory,  contributory, 
permanent  and  total  disability  insurance.  This  bill, 
having  to  do  with  social  security  of  the  “cradle  to 
the  grave”  type,  would  add  a further  load  on 
every  taxpayer,  and  the  majority  would  never  re- 
ceive the  promised  benefits.  The  unfortunate  part 
about  bills  of  this  type,  of  course,  is  that  few  if  any 
of  the  conditions  exist  which  they  are  supposed  to 
correct. 

The  House  of  Delegates  recommended  that  the 
American  Medical  Association  oppose  the  adoption 
of  these  bills,  and  believing  that  there  is  real  need 
for  a larger  group  to  study  and  evaluate  current 
proposed  legislation  dealing  with  the  practice  of 
medicine,  adopted  a resolution  creating  a Coordi- 
nating Committee  on  Legislation  to  consist  of  not 
less  than  seven  members. 

Resolutions  pertaining  to  the  World  Medical  As- 
sociation, the  creation  of  a junior  American  Med- 
ical Association  for  interns  and  medical  students, 
nonservice  connected  illness  of  veterans,  the  need 
for  adequate  housing  for  the  Army  Medical  Librai-y, 
modification  of  the  law  requiring  written  prescrip- 
tions for  narcotics,  increase  in  fees  for  life  insur- 
ance examinations,  blood  banks,  and  others,  were 
adopted  after  due  deliberation  by  the  respective 
reference  committees  as  well  as  by  the  members 
of  the  House  of  Delegates. 

The  Board  of  Trustees  announced  that  Dr.  Mor- 
ris Fishbein  would  be  retired  as  Editor  of  the 
JOURNAL  of  the  American  Medical  Association  on 
December  31,  1949,  and  that  Dr.  Austin  Smith, 
formerly  Secretary  of  the  Council  on  Pharmacy  and 
Chemistry,  would  take  over  the  duties  of  Editor. 
Dr.  Fishbein  was  praised  by  the  Board  of  Tnistees 
for  his  thirty-seven  years  of  devoted  service  to 
American  Medicine,  it  being  pointed  out  that  the 
Journal  of  the  Association  had  become,  through  his 
efforts,  the  outstanding  medical  publication  in  the 
world.  The  Board  of  Trustees  also  announced  that 
the  magazine  HYGIEA  would  be  known  henceforth 
as  TODAY’S  HEALTH. 

Mr.  George  Craig,  National  Commander  of  the 
American  Legion,  in  an  address  before  the  mem- 
bers of  the  House  of  Delegates,  stated  that  the 
American  Legion  will  solidly  support  the  American 
Medical  Association  in  its  opposition  to  compulsory 
health  insurance  as  well  as  all  other  socialistic 
trends. 

Because  it  is  impossible  to  mention  in  this  report 
more  than  a few  of  the  highlights,  it  is  respectfully 
suggested  that  members  of  the  Nebraska  State 
Medical  Association  acquaint  themselves  with  the 
details  of  the  transactions  and  the  tremendous 
amount  of  work  accomplished  during  this  Interim 
Session  by  reading  the  minutes  of  the  Proceedings 
of  the  House  of  Delegates  in  the  JOURNAL  of  the 
American  Medical  Association,  Volume  141,  Num- 
bers 16,  17,  and  18. 

Your  delegates  have  been  impressed  with  the  ef- 
ficient manner  in  which  the  business  before  the 


House  is  conducted  and  the  willingness  of  its  mem- 
bers to  spend  endless  hours  to  battle  all  actual  or 
contemplated  actions  which  might  in  any  way  place 
the  practice  of  medicine  in  a subservient  position. 
Your  delegates  are  of  the  opinion  that  only  through 
the  concerted  effort  of  all  individual  physicians 
throughout  the  United  States  will  the  pronounce- 
ments of  the  House  of  Delegates  be  carried  through 
successfully. 

The  Annual  Meeting  of  the  American  Medical 
Association  will  be  held  in  San  Francisco,  June 
27th  to  30th.  It  is  hoped  that  a goodly  number  of 
the  members  of  the  Nebraska  State  Medical  Associ- 
ation will  attend  this  meeting. 

Respectfully  submitted, 

J.  D.  McCarthy,  M.D.,  Delegate. 


REPORT  OF  DELEGATE  TO 
NORTH  CENTRAL  CONFERENCE 

The  North  Central  Medical  Conference,  including 
Iowa,  Minnesota,  North  and  South  Dakota,  Nebras- 
ka and  Wisconsin  met  in  annual  session  at  the  Ho- 
tel St.  Paul,  St.  Paul,  Minnesota,  on  Sunday,  No- 
vember 20th,  with  the  total  of  83  delegates  and 
guests  in  attendance.  Those  in  attendance  from 
Nebraska  were  Dr.  J.  D.  McCarthy,  Dr.  Roy  W. 
Fonts,  Dr.  Harold  Morgan,  Mr.  M.  C.  Smith,  Dr. 
Sidney  Bradley  and  myself. 

The  morning  was  devoted  to  two  presentations 
concerning  the  practice  of  medicine  by  Coopera- 
tives. Consumer  sponsored  medical  care  plans  from 
a rural  viewpoint  was  presented  by  Dr.  L.  W.  Lar- 
son from  North  Dakota  and  consumer  sponsored 
medical  care  plans  from  the  urban  viewpoint  was 
presented  by  Dr.  Geo.  Shult  of  Kenosha,  Wisconsin. 
Nebraska,  so  far  as  I know,  has  not  felt  the  im- 
portance of  consumer  sponsored  medical  care  plans. 
The  last  report  on  medical  cooperatives  (July  of 
1948)  shows  that  there  are  79  cooperatives  in  the 
United  States  providing  medical  care  which  shows 
an  enrollment  of  over  1,100,000  persons  with  an  ur- 
ban enrollment  of  over  one-half.  The  recent  CIO 
and  AFL  interest  in  cooperative  medicine  is  likely 
to  be  felt  throughout  the  country.  Dr.  Larson  em- 
phasized the  importance  of  this  question,  “Does  the 
consumer  have  a right  to  organize  and  operate  a 
prepaid  medical  care  plan;  if  so,  under  what  con- 
ditions is  it  ethical  to  practise  such  a plan?”  The 
committee  on  niral  medical  seiwice  of  the  A.M.A., 
in  particular  the  sub  committee,  studied  this  ques- 
tion and  has  laid  down  twenty  points  which  they 
believe  establishes  a proper  relationship  between 
the  physician  and  cooperatives.  Dr.  Larson  stated 
that  it  was  his  considered  judgment  that  we  should 
recognize  the  right  and  in  some  instances  the  ad- 
visability for  the  consumer  to  operate  his  own  plan 
providing  that  the  letter  as  well  as  the  spirit  of 
every  point  contained  in  the  twenty-point  statement 
is  adhered  to. 

The  entire  afternoon  was  devoted  to  a panel  dis- 
cussion concerning  public  relations.  To  me,  this 
was  a most  interesting  and  instinctive  meeting. 
Public  relation  executives  representing  several 
large  twin  city  organizations  gave  a panel  discus- 
sion on  public  relations.  A great  many  important 
points  were  brought  out  which  indicated  to  me  why 
doctors  have  been  rather  poor  public  relations 
agents.  I would  like  to  convey  to  you  only  one 
thought  which  impressed  me  in  particular.  Doctors 
have  a strong  tendency  to  gather  around  them 
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either  in  public  or  private  meetings  a group  of 
people  who,  so  to  speak,  live  on  the  “right  side  of 
the  track;”  that  is,  others  with  rather  higher  edu- 
cations and  probably  the  more  well  to  do.  The  doc- 
tor has  no  difficulty  in  convincing  them,  and  feels 
quite  satisfied  with  his  accomplishments.  When  the 
next  election  is  held  he  is  horrified  to  find  that 
people  as  a whole  have  not  been  convinced.  One  of 
our  great  difficulties  is  that  we  talk  to  the  wrong 
people  and  we  talk  in  medical  terms  which  are 
understood  only  by  a few  people.  We  should  keep 
in  mind  that  the  average  intelligence  is  about  ten 
years  and  we  should  talk  in  terms  a ten  year  old 
can  understand.  On  the  whole,  this  is  a very  worth 
while  meeting  and  I am  sure  that  Nebraska  will 
profit  by  keeping  a keen  interest  in  it. 

Respectfully  submitted, 

F.  L.  ROGERS.  M.D.,  Delegate. 


REPORT  OF  ADVISORY  COMMITTEE 
TO  THE  AUXILIARY 

C.  R.  Williams,  M.D..  Chairman.  Syracuse  ; R.  A.  Moser.  M.D., 
Omaha  : George  Stafford.  M.D..  Lincoln. 

As  Chairman  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary,  I beg  to  submit  this  report  for 
the  year  1949.  Being  an  advisory  committee,  the 
report  is  in  the  form  of  suggestions  to  the  auxiliary 
for  consideration  in  directing  their  activities  in  the 
coming  year.  The  Woman’s  Auxiliary  has  done 
some  fine  work  under  the  direction  of  Mrs.  C.  Fred 
Ferciot  as  was  evidenced  by  the  meeting  with  the 
public  relations  committees  in  Omaha  October  6, 
last.  Here  the  advisory  committee  was  stimulated 
into  a sense  of  importance  by  our  president  and 
the  efforts  of  the  auxiliary  were  given  further 
encouragement. 

Mrs.  Ferciot  met  with  the  Otoe  County  Medical 
Society  and  reorganized  the  auxiliary  there.  She 
is  attempting  to  do  this  in  every  part  of  the  state 
and  should  be  highly  commended  and  supported  by 
the  doctors  in  getting  their  wives  to  organize  into 
efficient  active  groups. 

The  expanded  public  relations  program  of  the 
state  association  has  made  the  Woman’s  Auxiliary 
a very  vital  part  of  the  parent  organization.  Every 
doctor’s  wife  is  in  a position  to  create  better  pub- 
lic relations  toward  the  medical  profession  by  her 
membership  and  activity  in  the  various  woman’s 
clubs,  P.T.A.,  musical,  social  and  church  organiza- 
tions. There  is  always  the  opportunity  for  an  alert, 
tactful,  individual,  especially  if  she  is  an  officer  in 
the  organization,  to  convert  other  members  of  the 
group  into  thinking  along  consti-uctive  lines  that 
favor  good  health  and  good  government. 

Keeping  in  mind  that  being  well  informed,  of 
good  intention  and,  of  course,  present  at  various 
group  meetings,  one  can  be  of  service  in  creating  a 
favorable  response  in  three  ways:  (1)  By  mere 
moral  support  by  our  presence;  (2)  by  correcting 
the  inevitable  (unintentional  or  malicious)  propa- 
ganda and  resulting  unfavorable  reaction,  and  (3) 
by  definite  constructive  education  and  activation  of 
those  ideas  that  are  a part  of  our  organization. 

The  scope  of  activity  of  the  Woman’s  Auxiliary 
might  be  divided  into  two  fields  of  endeavor: 

The  Public  Health  aspect  is  the  fundamental 
function  of  our  entire  parent  and  auxiliary  organi- 
zations. 

(1)  The  health  council,  especially  in  iniral  com- 
munities, may  be  valuable  in  control  of  public  sani- 


tation, water  and  milk  and  other  food  supplies; 
also  polio  and  other  epidemics,  panics  and  prob- 
lems. 

(2)  Vaccination  programs,  school  and  athletic 
examinations  and  tuberculosis  suiweys  are  often 
initiated  through  civic  organizations  and  should  be 
well  governed  and  properly  conducted. 

(3)  Educational  facilities  through  speakers  bu- 
reau, movies  and  newspaper  releases  have  their 
constructive  as  well  as  public  relation  value. 

The  Public  Relations  aspect  of  the  expanded  pro- 
gram is  where  each  woman  in  the  auxiliary  has  a 
distinct  duty  and  opportunity  in  various  fields  such 
as, 

(1)  Support  of  the  expanded  PR  program 

(2)  Speakers  bureau,  press  and  radio. 

(3)  Legislation  study  and  influence 

(4)  The  Medical  Foundation  should  receive  spe- 
cial emphasis  both  for  its  PR  and  actual  value 

The  effort  of  our  growing  auxiliary  deserves  the 
support  of  each  and  every  physician.  We  can  be  of 
definite  help  in  their  efforts  to  help  us. 

Respectfully  submitted, 

C.  R.  WILLIAMS,  M.D.,  Chairman. 


REPORT  OF  LIBRARY,  NECROLOGY  AND 
RECORDS  COMMITTEE 

Georpre  Salter,  M.D.,  Chairman,  Norfolk;  Fay  Smith,  M.D., 
Imperial  ; J.  M.  Woodward,  M.D.,  Lincoln. 

Your  committee  of  Library,  Necrology  and  Rec- 
ords wishes  to  recommend  that  the  books  which  now 
comprise  the  library  at  the  Nebraska  State  Medical 
Association  office  be  given  to  the  library  of  the 
University  of  Nebraska  Medical  School.  It  is  sug- 
gested that  a second  accumulation  of  books  which 
will  no  doubt  accnie  in  the  next  year  or  two  be  then 
given  to  the  library  of  the  Creighton  Medical 
School  and  that  this  policy  of  altemate  ditsribution 
be  followed  as  medical  books  accumulate  over  the 
years. 

We  have  no  recommendations  as  concerns  Ne- 
crology and  Records. 

Respectfully  submitted, 

GEORGE  B.  SALTER,  M.D.,  Chairman. 


REPORT  OF  CANCER  COMMITTEE 

J.  F.  Kelly,  M.D.,  Chairman,  Omaha ; William  Ketter,  M.D., 
Falls  City:  J.  T.  McGreer,  Jr.,  M.D.,  Lincoln. 

The  cancer  problem  moved  along  in  1949  with 
little,  if  any,  deviation  of  any  major  factor  from 
the  path  followed  the  previous  year. 

Tumor  Clinics  or  Conferences  are  increasing  in 
number  and  working  out  very  well.  Cancer  Clinics 
serve  a dual  purpose.  They  serve  as  a means  of 
giving  some  service  to  the  patient  and  have  con- 
siderable educational  value  for  the  doctor  in  that 
the  tumors  are  centralized,  hence,  every  doctor  in 
the  district  gets  to  see  more  tumors  at  a given 
time  than  if  he  saw  only  the  tumors  in  his  own 
practice.  Cancer  Clinics  are  a definite  aid  against 
the  infiltration  of  socialized  medicine  due  to  any 
lack  of  interest  in  cancer  in  our  state. 

The  Nebraska  Division  of  the  American  Cancer 
Society  is  cooperating  with  the  National  Office  of 
the  American  Cancer  Society.  Dr.  Davis  was  elected 
to  the  Board  of  Directors  of  the  National  Society 
at  their  last  annual  meeting  in  New  York. 

We  fell  a little  short  of  our  quota  in  last  year’s 
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cancer  drive  but  we  still  received  sufficient  money 
to  do  the  essential  things  we  would  like  to  do  in 
Nebraska.  Both  Nebraska  University  and  Creigh- 
ton University  in  Omaha  have  been  given  what,  to 
them,  amounts  to  liberal  sums  of  money  for  cancer- 
research  by  both  the  United  States  Public  Health 
Service  and  the  Nebraska  Division  of  the  American 
Cancer  Society.  The  federal  grants  are  from  a 
fund  which  has  been  voted  by  Congress  and  made 
available  to  the  medical  schools  of  the  country. 

The  State  Radiological  Society  went  on  record 
during  the  past  year  as  favoring  some  attempt  to 
secure  legislation  at  the  next  session  of  the  Legis- 
lature which  would  prohibit  the  use  of  the  x-ray  on 
the  human  by  anyone  except  those  qualified  and 
licensed  to  practice  the  healing  art. 

There  are  still  some  places  in  the  state  where 
Tumor  Clinics  could  be  organized  with  a meeting 
every  other  month  and  the  cooperation  of  the  Can- 
cer Committee  of  the  Nebraska  State  Medical  Asso- 
ciation and  the  Cancer  Research  and  Educational 
Society,  as  well  as  the  American  Cancer  Society, 
is  assured  to  those  who  wish  to  start  a new  clinic. 

Finally,  the  Cancer  Committee  wishes  to  thank 
the  other  officers  and  committees  of  the  associa- 
tion for  their  cooperation  and  aid  during  the  past 
year. 

Respectfully  submitted, 

JAMES  F.  KELLY.  M.D.,  Chairman. 


REPORT  OF  DIABETES  COMMITTEE 

Morris  Margolin.  M.D.,  Chairman,  Omaha;  O.  A.  Kostal, 
M.D..  Hastings:  Joseph  A.  Pleiss,  M.D.,  Omaha;  Victor  D. 
Norall,  M.D.,  Lexington:  Sanford  Rathbun,  M.D.,  Beatrice; 
Floyd  Rogers,  M.D.,  Lincoln. 

This  committee,  having  been  appointed  about 
September  first,  met  in  Lincoln  September  15th 
and  took  up  for  consideration  a questionnaire  sub- 
mitted by  tbe  American  Diabetes  Association  rela- 
tive to  Diabetes  Detection  and  National  Diabetes 
Week.  It  is  proposed  by  the  American  Diabetes 
Association  that  Diabetes  Week  be  used  to  spur  a 
continuous  Diabetes  Detection  Drive. 


Prior  to  Diabetes  Week  of  1949,  the  committee 
distributed  publicity  through  radio,  newspaper,  and 
drug  store  channels  to  the  public  and  also  circular- 
ized the  physician  members  of  the  society  sending 
out  a bulletin  containing  methods  of  examination 
for  diabetes  case  finding  and  also  material  provided 
by  the  American  Diabetes  Association.  In  addition 
it  sent  out  to  the  secretaries  of  the  component  medi- 
cal societies  its  recommendations  for  initiation  of 
the  Diabetes  Detection  Drive  suggesting  that  such 
recommendations  be  used  as  a guide  in  their  de- 
termination of  the  courses  to  be  pui’sued. 

After  due  deliberation  the  committee  recommends 
to  the  Nebraska  State  Medical  Association  that  it 
offer  a free  urine  examination  during  National  Dia- 
betes Week.  The  examination  being  made  at  the 
request  of  the  patient  and  on  a suitable  specimen 
presented  by  him,  such  examination  being  made  at 
the  office  of  the  patient’s  own  physician  or  at  such 
place  as  may  be  designated  by  his  physician.  This 
method  is  preferred  to  other  methods  suggested  in 
the  American  Diabetes  Association  Questionnaire, 
such  as  organized  sui-veys,  through  various  chan- 
nels, in  as  much  as  it  does  not  disturb  the  patient- 
doctor  relationship.  In  addition  the  committee  rec- 
ommends that  proper  publicity  be  utilized  both  to 
the  profession  and  to  the  public  to  stimulate  inter- 
est in  diabetes  detection. 


The  committee  requests  the  House  of  Delegates 
to  take  cognizance  of  its  action  and  to  act  upon  the 
recommendations  presented  so  that  these  may  be 
implemented  for  the  coming  National  Diabetes 
Week  November  12-18,  1950. 

Respectfully  submitted, 

MORRIS  MARGOLIN,  M.D.,  Chairman. 


REPORT  OF  FRACTURE  COMMITTEE 

Chester  H.  Waters,  Jr.,  M.D.,  Chairman.  Omaha  ; C.  F. 
Ferciot,  M.D.,  Lincoln  ; W.  P.  Jensen,  M.D.,  Omaha. 

As  Chairman  of  the  Fracture  Committee  of  the 
Nebraska  State  Medical  Association,  ■ I am  privi- 
leged to  submit  the  following  report: 

It  was  the  opinion  of  the  Fracture  Committee 
that  each  county  medical  society  should  be  kept 
informed  of  the  availability  of  speakers  on  the  sub- 
ject of  fractures,  through  the  auspices  of  the  state 
Speakers’  Bureau.  This  bureau  has  a list  of  the 
various  men  available  in  this  field,  and  the  subjects 
on  which  they  are  prepared  to  speak. 

It  was  also  felt  that  the  local  societies  should  be 
encouraged  to  call  upon  the  members  of  the  Frac- 
ture Committee  for  assistance  in  coordinating  such 
presentations.  As  yet  there  have  been  no  contracts 
from  local  societies  direct  to  the  Fracture  Commit- 
tee. 

The  value  of  adequate  public  relations  with  re- 
gard to  available  orthopaedic  services  thi-oughout 
the  state  is  to  be  emphasized,  and  the  various  soci- 
eties are  to  be  kept  informed  as  to  the  functions  of 
these  various  services  through  the  coordination  of 
some  individual  acting  as  liason  between  the  Ne- 
braska State  Medical  Association  and  the  various 
clinical  committees. 

These  activities  have  been  deemed  by  this  com- 
mittee to  be  most  important  for  this  year’s  pro- 
gram. 

Respectfully  submitted, 

CHESTER  H.  WATERS,  JR.,  M.D.,  Chairman. 


REPORT  OF  MATERNAL  AND  CHILD  HEALTH 
COMMITTEE 

R.  E.  Garlinghouse,  M.D.,  Chairman,  Lincoln  ; R.  W.  Homan, 
M.D.,  Crete ; L.  S.  McGoogan,  M.D.,  Omaha. 

The  Maternal  and  Child  Health  Committee  is 
made  up  of  the  following  members:  Dr.  Richard  E. 
Garlinghouse,  Lincoln,  Chairman;  Dr.  Leon  McGoo- 
gan, Omaha;  and  Dr.  R.  W.  Homan,  Crete.  In  addi- 
tion Dr.  Wayne  Waddell  of  Beatrice  and  Dr.  Floyd 
Rogers  of  Lincoln  are  acting  in  an  advisory  capa- 
city to  this  committee. 

During  the  current  year  the  M.C.H.  Committee 
has  had  two  meetings,  one  on  September  6,  1949 
and  the  other  January  9th,  1950.  Both  meetings 
were  with  the  State  Department  of  Assistance  and 
Child  Welfare  and  the  State  Board  of  Control.  At 
both  meetings  all  members  of  the  M.C.H.  Commit- 
tee were  in  attendance. 

The  M.C.H.  Committee  acts  only  in  an  advisory 
capacity  to  the  Department  of  Assistance  and  Child 
Welfare  and  the  Board  of  Control.  Cooperation  by 
these  two  bodies  has  been  excellent.  Many  of  the 
suggestions  offered  by  the  M.C.H.  Committee  have 
been  put  into  effect.  The  Board  of  Control  and 
Department  of  Assistance  and  Child  Welfare  have 
u;ider  their  control  the  following  pi’ograms: 

1.  Old  Age  Assistance 

2.  Aid  to  Dependent  Children 

S.  Blind  Assistance 
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The  latter  two  programs  offer  very  few  prob- 
lems. This  is  probably  due  to  the  relatively  small 
scope  of  these  two  programs.  It  is  within  the  Old 
Age  Assistance  program  that  the  majority  of  the 
problems  arise.  The  major  problems  will  be  out- 
lined in  the  body  of  this  report  with  suggestions 
for  solution. 

It  readily  becomes  apparent  that  the  cost  of  the 
Old  Age  Assistance  program  is  rapidly  rising  and 
if  this  trend  is  not  curbed  it  may  soon  exceed  the 
funds  allotted  by  the  Nebraska  Legislature  for  this 
purpose.  If  this  occurs  then  the  medical  profession 
is  in  dire  danger  of  having  rules  and  regulations 
placed  upon  it  which  would  prove  most  distasteful. 

A full  statistical  review  of  the  situation  is  not 
feasible  in  this  report  but  the  following  will,  be 
pointed  out.  In  1949  the  increase  in  cost  of  the 
OAA  program  over  1948  was  $789,319.00.  Of  this 
increase  7591^  was  in  the  medical  program.  The 
Medical  Program  can  be  broken  down  into  four 
major  headings: 

1.  Nursing  Home  Care 

2.  Hospitalization 

3.  Drugs 

4.  Professional  Charges 

These  will  be  taken  up  in  order  with  suggestions. 

NURSING  HOME  CARE 

This  is  the  largest  item  of  the  medical  program 
repi’esenting  more  than  50%  of  the  total  program. 
It  seems  to  the  M.C.H.  Committee  that  it  is  unfair 
to  include  the  entire  cost  of  nursing  home  care 
under  the  medical  program.  The  present  old  age 
grant  is  $55.00  per  month.  It  would  appear  that, 
therefore,  the  first  $55.00  should  be  deducted  from 
the  cost  per  recipient  of  nursing  home  care  as  sub- 
sistence and  all  above  the  first  $55.00  charged 
against  the  medical  program. 

SUGGESTIONS 

1.  The  M.C.H.  Committee  has  strongly  urged 
the  Department  of  Assistance  and  the  Board  of 
Control  to  take  measures  to  redefine  this  portion 
of  the  medical  program. 

2.  To  urge  the  medical  profession  to  recommend 
nursing  home  care  only  when  necessary.  This  must 
be  accomplished  on  the  county  level. 

HOSPITALIZATION 

The  cost  of  hospitalization  has  increased  in  the 
past  year  approximately  $70,000.00  or  roughly  30%. 
This  is  a reflection,  in  part,  of  the  general  increase 
in  cost  of  hospitalization  but  this  committee  feels 
that  the  medical  profession  can  affect  some  saving 
in  hospitalization  without  detriment  to  the  patient. 
The  following  suggestions  are  offered. 

SUGGESTIONS 

1.  Minimum  hospitalization  compatible  with 
good  care  of  the  patient.  Often  times  a patient  is 
kept  in  a hospital  for  want  of  a lower  cost  institu- 
tion. The  Director  of  Assistance  should  be  notified 
as  early  as  possible  (at  least  3 days  prior  to  dis- 
charge) so  that  lower  cost  care  can  be  arranged  for 
availability  immediately  upon  discharge  of  the  pa- 
tient. 

2.  Recommendation  of  private  or  semi-private 
accommodations  only  when  absolutely  necessary. 
Ward  facilities  should  be  used  except  in  most  un- 
usual circumstances. 


DRUGS 

The  M.C.H.  Committee  is  of  the  opinion  that  defi- 
nite and  considerable  savings  can  and  should  be 
made  in  this  part  of  the  medical  program.  The 
cost  of  dimgs  nearly  equals  medical  and  surgical 
fees.  In  analyzing  this  situation,  several  rather 
astounding  facts  are  uncovered. 

A.  The  average  cost  per  prescription  for  old  age 
recipients  is  approximately  $5.00,  whereas  the  aver- 
age national  cost  per  prescription  is  approximately 
$1.40.  It  becomes  apparent  that  high  priced  diaigs 
are  being  used  when  in  the  majority  of  cases  a 
lower  priced  dmg  would  be  equally  efficacious. 
Merely  because  the  state  and  county  are  paying  the 
bill,  the  responsibility  of  the  doctor  in  keeping  the 
drag  bill  down  is  not  relieved.  Each  doctor  is  a 
taxpay'er  and  as  such  is  paying  part  of  the  drag 
bill. 

B.  Frequent  and  for  long  continued  refilling  of 
prescriptions  without,  necessarily,  the  consent  or 
knowledge  of  the  doctor.  It  is  thought  that  often 
times  these  refilled  prescriptions  are  not  used  by' 
the  old  age  recipient  but  are  passed  along  to 
friends  and  relatives.  This  is  especially  true  of 
vitamins. 

It  is  not  within  the  scope  nor  power  of  the  M.C.H. 
Committee  to  take  definite  action  in  this  matter 
but  feeling  the  urgency  and  importance  in  reduc- 
tion of  this  item  of  medical  care,  the  M.C.H.  Com- 
mittee respectfully  requests  that  the  Council  recom- 
mend to  the  House  of  Delegates  that  definite  action 
be  taken.  In  addition,  the  M.C.H.  Committee  has 
recently  received  a letter  from  the  state  Board  of 
Control  requesting  that  definite  action  be  taken. 
This  letter  is  made  a part  of  this  report. 

January  13,  1950 

Dr.  Richard  E.  Garlinghouse,  Chairman 
Medical  Advisory  Committee 
Nebraska  State  Medical  Association 
723  Sharp  Building 
Lincoln,  Nebraska 
Dear  Dr.  Garlinghouse: 

Since  our  Board  is  faced  with  the  problem  of 
making  our  appropriation  of  the  assistance  pro- 
gram last  until  the  end  of  the  present  biennium, 
we  find  it  necessary  to  attempt  to  stop  the  constant 
increase  in  the  costs  of  that  program.  Since  a 
good  deal  of  the  increasing  costs  of  the  program  is 
in  the  medical  paiT  of  the  program,  and  since  a 
good  deal  of  the  increasing  costs  is  in  the  cost  of 
drags  prescribed  by  doctors  for  assistance  clients, 
we  request  suggestions  and  recommendations  from 
your  committee  or  your  state  association  for  a plan 
that  might  limit  the  use  of  expensive  drugs  so  that 
the  cost  of  the  drugs  used  in  the  program  might  be 
reduced. 

Vvill  you  please  take  this  up  with  your  committee 
and  they  in  turn  may  wish  to  refer  to  your  state 
association  meeting  and  give  us  your  advice  on  the 
problem. 

Yours  very  traly, 

BOARD  OF  CONTROL 

F.  R.  JOHNSTON,  Chairman. 

The  M.C.H.  Committee  offers  the  following  sug- 
gestions: 

1.  Adoption  of  a Formulary.  This  could  be  the 
U.  S.  Pharmacopeia,  the  National  Formulary  or 
one  of  the  more  simple  formularies  such  as  in  use 
in  many  hospitals. 
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2.  Limit  the  cost  of  prescriptions  to  $1.40  per 
week.  (The  national  average  cost  per  prescrip- 
tion.) 

3.  Non-refillable  prescriptions,  similar  to  the 
plan  used  by  the  Veterans  Administration. 

It  is  felt  that  one  or  a combination  of  these  sug- 
gestions would,  at  least,  in  part  solve  the  problem. 
Some  leeway  should  be  allowed  for  using  diaigs 
that  are  not  in  an  accepted  fonnulaiy.  This  could 
be  accomplished  by  requiring  a special  authoriza- 
tion for  costly  or  rare  drugs,  or  justification  to  a 
committee  of  a doctor  (member  of  the  state  asso- 
ciation) of  the  Board  of  Control.  Emergency  auto- 
matic authorization  should  be  allowed  until  final 
authorization  or  denial  of  usage  could  be  obtained. 

PROFESSIONAL  CHARGES 

The  smallest  rise  in  the  medical  program  has 
been  in  professional  fees  amounting  to  approxi- 
mately 15%.  It  is  not  anticipated  that  much  sav- 
ing can  or  should  be  effected  in  the  professional 
charges.  Several  recommendations  however  are 
made  by  the  M.C.H.  Committee: 

1.  Formation  of  committees  by  the  county  med- 
ical societies  to  meet  with  the  county  commission- 
ers and  directors  of  old  age  assistance.  This  com- 
mittee should  have  the  power  to  set  a fee  schedule 
satisfactory  to  the  county  commissioners  and  doc- 
tors of  the  county.  It  is  suggested  that  the  basis 
for  the  fee  schedule  be  the  Medical  Fee  Schedule  of 
the  Nebraska  State  Medical  Association.  In  no 
case,  however,  should  the  fee  schedule  exceed  the 
going  rate  in  that  particular  community.  This  will 
in  some  instances  involve  a reduction  in  the  unit 
cost.  It  is  further  recommended  that  it  be  the  duty 
of  each  councilor  to  see  that  such  committees  are 
formed  in  his  district  when  such  committees  are 
requested.  It  is  felt  by  the  M.C.H.  Committee  that 
such  committees  working  in  cooperation  with  the 
local  county  commissioners  and  directors  of  as- 
sistance would  solve  the  majority  of  problems  on 
a local  level. 

2.  Overcharges  and  unnecessary  professional 
services  should  in  all  instances,  when  possible,  be 
handled  on  the  county  level.  This  could  be  an  addi- 
tional function  of  the  county  committee  organized 
to  cooperate  with  the  county  commissioners.  In 
cases  that  can  not  be  handled  on  the  local  level  or 
in  cases  of  repetition  in  spite  of  local  action,  ref- 
erence to  the  state  disciplinary  committee  would  be 
in  order. 

The  M.C.H.  Committee  has  no  further  recom- 
mendations and  respectfully  submits  this  report. 

R.  E.  GARLINGHOUSE,  M.D.,  Chairman. 


REPORT  OF  HOSPITAL  AND  PROFESSIONAL 
RELATIONS  COMMITTEE 

Howard  B.  Hunt.  M.D.,  Chairman,  Omaha ; Dorothy  H. 
Thompson,  M.D.,  Omaha ; George  W.  Covey,  M.D.,  Lincoln  ; 
J.  Perry  Tollman,  M.D.,  Omaha ; Karl  S.  J.  Hohlen,  M.D., 
Lincoln. 

The  Committee  and  guest  Dr.  J.  Marshall  Neely, 
met  at  the  office  of  Dr.  Covey,  Lincoln,  Nebraska, 
on  Januai-y  26,  1950. 

Although  at  the  present  time  in-hospital  medical 
practice  is  largely  confined  to  Radiology,  Patholo- 
gy and  Anesthesiology,  there  is  definitely  an  ex- 


panding movement  for  physicians,  surgeons,  gen- 
eral practitioners  and  various  specialists  to  also 
maintain  offices  in  hospital  buildings.  After  due 
discussion  and  deliberation,  the  committee  recom- 
mended that: 

1.  The  Medical  Staff  of  each  hospital  should 
appoint  a small,  well  chosen  Committee  on  Hos- 
pital and  Professional  Relations,  which  should  con- 
cern itself  with  the  ethics,  responsibilities,  stand- 
ards and  contractural  relations  relevant  to  medical 
seiwices  provided  within  the  hospital,  and  establish 
general  policies  relevant  to  such  medical  practice 
in  hospitals. 

2.  All  physicians  practicing  in  hospitals  shall  be 
expected  to  deliver  a high  quality  of  service  at  a 
trae  professional  level  and  make  themselves  ade- 
quately available  to  consultation. 

3.  Reports  and  consultations  relevant  to  med- 
ical services  rendered  in  the  hospital  should  be  sent 
to  referring  physicians  under  the  consulting  doc- 
tor’s own  letterhead  at  the  hospital  address  rather 
than  under  the  letterhead  of  the  hospital  adminis- 
tration. 

4.  The  charge  for  such  services  rendered  in  the 
hospital  should  be  billed  to  patients  under  the 
name  of  the  physician  or  physicians  responsible  for 
such  seiwices  rather  than  merely  under  the  depart- 
ment, such  as  “Laboratory”  or  “X-ray”. 

5.  Contractural  relations  between  hospitals  and 
physicians  relevant  to  medical  practice  conducted 
in  the  hospital  should  be  so  arranged  as  to  provide 
to  the  hospital  a fair  return  for  rental  of  facilities 
and  reimbursement  for  expenditures,  and  to  pro- 
mote the  proper  acceptance  of  professional,  ad- 
ministrative and  technical  responsibilities  by  the 
physician  responsible  for  the  medical  services 
rendered. 

6.  The  following  general  contractural  arrange- 
ments are  recommended  as  providing  an  equitable 
basis  for  proper  reimbursement  and  compensation 
to  the  hospital  and  for  the  encouragement  of  re- 
sponsibility and  initiative  in  the  physician. 

(a)  Rental  of  space  and  hospital  owned  facilities  by  the 
physician  from  the  hospital  with  operation  of  the 
service  on  a private  practice  basis. 

(b)  Division  of  income  according  to  equitable  relative  per- 
centages providing  reimbursement  of  the  hospital  for 
facilities  and  supplies,  and  remuneration  of  the  doc- 
tor for  professional  services. 

(c)  Remuneration  of  the  physician  by  salai*y  is  not  prop- 
perly  applicable  to  any  practice  of  medicine  conducted 
upon  an  individual  fee  basis. 

7.  In  case  the  above  recommendations  are  ap- 
proved by  the  Council  of  the  Nebraska  State  Med- 
ical Association,  we  further  recommend  that  they 
be  submitted  to  the  Chief  of  Staff  at  all  hospitals 
in  the  state  of  Nebraska  and  to  all  physicians  con- 
ducting in-hospital  medical  practice. 

Respectfully  submitted, 

HOWARD  B.  HUNT.  M.D.,  Chairman. 


REPORT  OF 

CARDIOVASCULAR  DISEASE  COMMITTEE 

Arthur  L.  Smith,  Jr.,  M.D.,  Chairman,  Lincoln  ; Fred  Nie- 
haus,  M.D.,  Omaha  ; H.  H.  Morrow,  M.D.,  Fremont. 

The  Cardiovascular  Disease  Committee  has 
planned  three  to  six  meetings  to  be  held  within  the 
next  six  months  in  smaller  population  centers 
throughout  the  state.  We  definitely  believe  that 
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the  teachings  should  be  carried  to  the  doctors  in 
these  areas  rather  than  to  be  given  in  Lincoln  or 
Omaha.  Half  of  these  meetings  are  to  be  one-half 
day  meetings  with  a panel  of  three  or  four  physi- 
cians, particularly  interested  in  heart  diseases,  each 
presenting  one  short  practical  discussion  of  a par- 
ticular phase  of  heart  disease.  Audience  participa- 
tion in  discussions  will  be  definitely  requested.  In 
addition  to  these  meetings,  speakers  will  be  pro- 
vided for  county  society  meetings  to  discuss  prac- 
tical heart  disease  and  its  management. 

A tentative  budget  has  been  submitted  to  the 
Federal  Security  Agency,  Public  Health  Seiwice  Di- 
vision, through  Dr.  Frank  D.  Ryder,  Director  of 
Health  of  the  State  Department  of  Health.  No 
word  of  approval  or  disapproval  has  yet  been  re- 
ceived. 

The  Chairman  of  the  Cardiovascular  Disease  Com- 
mittee is  scheduled  to  meet  with  the  Board  of  the 
Nebraska  Heart  Association  at  noon  in  Lincoln  on 
Febmary  11,  1950,  to  determine  whether  or  not 
the  Heart  Association  is  willing  to  support  this  de- 
centralized teaching  program  with  speakers  and 
funds. 

It  may  be  that  the- teaching  program  has  need- 
lessly been  complicated  by  corx’espondence  with  the 
Federal  Security  Agency  and  other  organizations. 
This  we  should  know  within  the  next  three  weeks. 
If  the  other  organizations,  which  we  have  ap- 
proached, do  not  wish  to  support  Heart  Meetings 
in  outstate  centers,  we  believe  that  this  type  of 
teaching  program  should  be  put  into  effect  anyhow. 

Respectfully  submitted, 

ARTHUR  L.  SMITH,  JR.,  Chairman. 


REPORT  OF 

MENTAL  HYGIENE  COMMITTEE 

J.  C.  Nielsen.  M.D.,  Chairman.  Hastings  ; H.  A.  Wigton, 
M.D..  Omaha  : R.  J.  Stein,  M.D.,  Lincoln. 

The  committee  met  at  St.  Joseph’s  Hospital,  Sep- 
tember 14,  1949.  Present:  Drs.  Robert  S.  Wigton 
and  Juul  C.  Nielsen. 

The  work  so  far  accomplished  is  that  outlined  in 
paragraphs  1 and  3 in  that  a list  of  speakers  has 
been  made  available  on  psychiatric  subjects  to 
County  Medical  Societies  as  well  as  to  lay  groups. 

At  the  present  time  work  is  being  performed  in 
the  reactivation  and  fonnation  of  the  Association 
for  the  Advancement  of  Mental  Health  in  the  State 
of  Nebraska,  which  has  been  thought  to  be  a more 
desirable  name  than  the  State  Society  for  Mental 
Hygiene. 

The  following  program  was  adopted: 

1.  The  request  that  one  month's  publication  of  the  Nebras- 
ka State  Medical  Journal  be  entitled  Mental  Hygiene  Volume 
to  include  papers  written  by  psychiatrists  of  our  state. 

2.  To  make  available  to  the  speakers’  bureau  a list  of 
speakers  willing  and  able  to  speak  on  certain  psychiatric  sub- 
jects. 

3.  To  make  available  a list  of  speakers  on  Mental  Hygiene 
subjects  to  civic  clubs,  etc.  This  list  to  be  circulated  to  the 
State  Health  Department,  to  the  Speakers  Bureau,  and  to  the 
secretaries  of  all  county  medical  societies. 

4.  To  energize,  whenever  possible,  the  work  of  Mental  Hy- 
giene groups. 

5.  To  work  diligently  through  any  and  all  agencies  to  fa- 
cilitate advancement  of  Mental  Health  in  the  State  of  Ne- 
braska. 

6.  To  initiate  foundations  for  research  in  Mental  Health. 

Respectfully  submitted, 

JUUL  C.  NIELSEN,  M.D.,  Chairman. 


REPORT  OF 

PLANNING  COMMITTEE 

F.  L.  Rogers.  M.D.,  Chairman.  Lincoln  : Morris  Nielsen,  M.D., 
Blair;  A.  J.  Offerman.  M.D.,  Omaha:  A.  B.  Anderson,  M.D., 
Pawnee  City ; Fay  Smith.  M.D.,  Imperial. 

Our  committee  has  been  mindful  of  their  duties 
as  outlined  in  the  expanded  program  of  our  as- 
sociation, mainly  that  of  economic  research.  We 
have  kept  in  touch  with  our  numerous  activities 
and  will  suggest  to  the  House  of  Delegates  the 
broad  plan  of  the  activities  of  the  coming  year  at 
their  meeting  in  May.  We  have  every  reason  to 
feel  that  we  will  recommend,  to  a very  large  ex- 
tent, the  continuation  of  our  present  activities.  In 
addition  to  this,  the  Planning  Committee  had  been 
referred  several  matters  by  our  President.  These 
will  be  discussed  briefly. 

FEE  SCHEDULE 

Our  President  several  months  ago  suggested  that 
the  fee  schedule  be  reviewed  and  reprinted.  The 
House  of  Delegates  at  its  last  meeting  left  the  mat- 
ter of  the  fee  schedule  with  the  Planning  Commit- 
tee for  another  year.  We  have  contacted  all  the 
groups  of  specialists  within  the  state,  as  well  as 
general  practitioners,  in  regard  to  changes  which 
were  desired.  These  suggestions  will  be  carefully 
considered  and  undoubtedly  some  changes  will  be 
made,  although  in  all  likeliness  there  will  be  no 
marked  changes.  Apparently  there  needs  to  be  some 
further  explanatory  remarks  in  regard  to  the  use 
of  this  schedule.  We  believe  we  will  have  this 
ready  for  the  House  of  Delegates  but  regret  that 
it  is  impossible  to  have  it  complete  at  this  time. 

FEES  FOR  LIFE  INSURANCE  EXAMINATIONS 

Our  association  has  received  communications  from 
other  states  in  regard  to  an  effort  to  have  life  in- 
surance examination  fees  increased.  Many  com- 
panies have  already  increased  their  usual  fee  from 
$5.00  to  $7.50.  We  have  made  contact  with  an  in- 
surance group  in  Nebraska  and  expect  to  have  a 
meeting  with  them  shortly. 

HEALTH  COUNCILS 

On  a national  level  there  has  been  a feeling  that 
health  councils  should  be  established  on  county  or 
district  levels.  Our  President  requested  the  Plan- 
ning Committee  to  develop  a plan  for  establishing 
such  health  councils  in  Nebraska.  Attached  is  our 
recommendation  as  to  establishing  these  councils. 

REDISTRICTING 

The  House  of  Delegates  at  their  meeting  in  1948 
and  again  in  1949  requested  the  Planning  Commit- 
tee to  bring  in  a report  as  to  redistricting  the  state. 
During  1948  we  gave  the  matter  considerable  con- 
sideration and  were  unable  to  come  to  any  con- 
clusion as  to  just  how  it  could  best  be  done.  During 
1949  we  communicated  first  with  all  the  county 
medical  society  presidents  as  to  their  reaction  in 
regard  to  the  matter.  We  later  communicated  with 
all  the  doctors  in  some  districts,  some  councilors, 
and  further  communicated  with  other  groups.  It 
seems  that  there  is  quite  a difference  of  opinion  in 
regard  to  this  matter  but  in  general  there  seems  to 
be  a feeling  that  the  state  should  be  redistricted.  Our 
communications  indicate  that  there  is  a desire  for 
what  might  be  called  trade  area  districts.  In  re- 
sponse to  this,  we  have  prepared  a map  indicating 
a method  of  redistricting  the  state.  This  we  offer 
for  your  consideration. 
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REI*OKT  OF  THE  PLANNING  COMMITTEE 

RELATIVE  TO  THE  ESTABLISHMENT  OF 
HEALTH  COUNCILS  IN  NEBRASKA 

(To  Be  Initiated  and  Sponsored  by  the 
Nebraska  State  Medical  Association) 

The  Planning  Committee  of  the  Nebraska  State 
Medical  Association,  in  the  establishment  of  health 
councils  throughout  the  state,  recognizes  that  there 
is  a particular  need  for  strong  leadership  and  co- 
operation with  lay  groups  who  would  participate  in 
this  movement.  Your  committee  believes  that  other- 
groups  who  have  worked  in  this  field  should  be 
brought  together;  that  their  achievements  be  cor- 
related and  extended,  that  their  various  resources 
be  retained  and  continued  in  use;  and  that  their 
accomplishments  be  publicly  recognized. 

STATE  HEALTH  COUNCIL 

Your  committee  recommends  that: 

1.  The  Nebraska  State  Medical  Association  es- 
tablish an  eight‘member  State  Health  Council,  the 
personnel  to  consist  of  the  Chairman  of  the  Public 
Health  Committee,  the  Chairman  of  the  Rural  Med- 
ical Sei-rdce  Committee  and  six  other  members  to 
be  appointed  by  the  President  of  the  Nebraska  State 
Medical  Association  two  for  terms  of  three,  two  and 
one  year.  All  future  appointments  are  to  be  for 
three  years.  The  Chainnan  of  this  council  shall 
be  one  of  the  members,  who  shall  be  designated  as 
Chairman  by  the  President  of  the  Nebraska  State 
Medical  Association. 

2.  The  six  other  members  of  the  council  shall 
be: 

A.  One  who  is  a member  of  the  Nebraska  State  Medical 
Association  (in  addition  to  the  previously  designated 
physicians). 

B.  One  who  is  a member  of  the  Nebraska  State  Dental 
Association,  to  be  appointed  by  the  President  of  the 
Nebraska  State  Medical  Association  with  the  consent 
and  advice  of  the  Nebraska  State  Dental  Association. 

C.  One  who  is  a member  of  the  Nebraska  State  Veterinary 
Association,  to  be  appointed  by  the  President  of  the 
Nebraska  State  Medical  Association  with  the  consent 
and  advice  of  the  Nebraska  State  Veterinary  Associa- 
tion. 

D.  One  who  shall  represent  all  rural  groups  in  the  state, 
to  be  appointed  by  the  President  of  the  Nebraska  State 
Medical  Association  with  the  consent  and  advice  of 
the  Dean  of  the  University  of  Nebraska  College  of 
Agriculture. 

E.  One  who  shall  represent  all  urban  groups  in  the  state, 
to  be  appointed  with  the  consent  and  advice  of  the 
Governor  of  Nebraska. 

F.  One  who  shall  represent  the  schools  in  the  state,  to 
be  appointed  by  the  President  of  the  Nebraska  State 
Medical  Association  with  the  consent  and  advice  of  the 
Superintendent  of  the  Department  of  Public  Instruc- 
tion. 

3.  The  Director  of  the  State  Department  of 
Health  and  the  Director  of  the  State  Department 
of  Agriculture  shall  be  requested  to  act  in  an  ad- 
visory capacity.  The  Council  may  also,  on  occa- 
sion, select  others  to  serve  in  an  advisory  capacity. 

4.  The  schedule  of  meetings  shall  be  determined 
by  the  council. 

5.  The  duties  of  the  State  Health  Council  shall 
be  to: 

A.  Activate  local  health  councils  in  all  important  trade 
areas  throughout  Nebraska. 

B.  Cooperate  with  and  advise  local  health  councils  on 
local  and  state  health  problems. 

C.  Collect  and  correlate  information  regarding  the  ac- 
tivities of  local  health  councils  throughout  the  state. 

D.  Actively  deal  with  health  problems  now  present  and 
which  may  arise  on  a state  level. 

E.  Consider  and  aid  in  advancing  and  having  enacted 
needed  legislation  pertaining  to  improving  the  health 
of  the  citizens  of  the  state. 

F.  Cooperate  with  other  committees  of  the  Nebraska  State 
Medical  Association  having  similar  purposes. 

G.  Keep  abreast  of  the  activities  of  national  and  other 
state  health  councils. 

H.  Further  develop  voluntary  health  care  plans. 


LOCAL  HEALTH  COUNCILS 
Local  health  councils  shall  be  established  in  all 
important  trade  areas  in  the  state.  They  shall  have 
as  Chairman  a local  physician  appointed  by  the 
State  Health  Council.  The  local  council  shall  be 
formed  under  his  chairmanship  and  shall  consist 
of  representatives  of  all  interested  local  groups. 
Meetings  and  activities  shall  be  arranged  on  local 
levels. 

The  duties  of  the  local  council  shall  be  to: 

A.  Recognize  local  health  needs. 

B.  Educate  public  as  to  public  health  problems. 

C.  Cooperate  and  assist  public  health  departments  in  local 
health  problems. 

D.  Assist  in  needed  state  legislative  changes. 

E.  Deal  with  needed  local  legislative  changes. 

F.  Cooperate  with  the  Public  Health  Committee  of  the 
Nebraska  State  Medical  Association. 

G.  Cooperate  and  report  to  the  State  Health  Council. 

H.  Further  develop  voluntary  health  plans. 

Respectfully  submitted, 

F.  L.  ROGERS.  M.D..  Chairman. 


REPORT  OF 

PREPAYMENT  MEDICAL  CARE  COMMITTEE 

Donald  J.  Wilson.  M.D.,  Chairman.  Omaha ; Orvis  Neely. 
M.D..  Lincoln  ; H.  A.  Jakeman,  M.D.,  Fremont. 

Subsequent  to  the  comprehensive  report  of  this 
committee  to  the  Council  and  House  of  Delegates  in 
1949,  with  certain  recommendations,  and  its  accept- 
ance by  them,  the  approved  recommendations  have 
been  carried  out. 

BOARD  OF  DIRECTORS 

The  medical  members  of  the  Board  of  Directors 
of  the  Nebraska  Medical  Service  (Blue  Shield)  have 
been  very  conscientious  and  diligent  in  the  per- 
formance of  their  duties  during  the  past  year.  It 
is  impossible  to  find  any  fault  with  their  work  and 
they  are,  in  our  opinion,  to  be  highly  complimented. 
It  is  recommended  that  they,  or  some  men  of  equal 
ability  and  desire,  be  continued  on  the  Boai’d. 

SERVICE  CONTRACT 

Your  committee  last  year  recommended  that  the 
upper  limits  of  the  low  income  group  be  raised 
from  $1800  to  $2000  for  the  single  person  and  from 
$2600  to  $3000  for  families.  At  the  time  the  report 
was  written  this  recommendation  seemed  advisable. 
One  month  later  at  the  time  of  the  Council  meet- 
ing it  seemed  ill  advised  because  of  a decided  drop 
in  the  index  of  the  cost  of  living.  The  Council,  there- 
fore, did  not  see  fit  to  accept  that  recommendation. 
Today,  the  index  of  the  cost  of  living  is  again  high 
and  there  seems  little  chance  that  it  will  soon  drop 
as  it  did  last  year.  While  your  committee  does  not 
desire  to  recommend  raising  the  upper  limits  of 
the  low  income  group  at  this  time — it  does  recom- 
mend that  this  subject  be  considered  and  definite 
recommendation  be  made  next  year. 

EDUCATION 

Last  year,  your  committee  recommended,  and  both 
the  Council  and  House  of  Delegates  accepted,  an 
educational  meeting  in  Omaha  under  the  auspices 
of  the  Nebraska  Medical  Seiwice  to  which  a se- 
lected representative  of  each  county  and  disti-ict 
society  would  be  invited.  This  meeting  was  held 
at  the  Paxton  Hotel  in  Omaha  November  17,  1949. 
Thirty  of  the  fifty  societies  sent  representatives. 
Those  in  attendance  learned  much  and  it  is  be- 
lieved their  societies  profited  by  their  attendance. 
It  is  recommended  that  at  least  one  and  preferably 
tw-o,  such  meetings  be  held  during  the  present  year. 
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The  Nebraska  Medical  Service  has  expressed  its 
willingness  to  again  be  host.  It  is  further  recom- 
niended  that  each  society  be  urged  to  name  dele- 
gates who  will  make  every  effort  to  attend. 

POPULATION  COVERAGE 
During  the  past  year,  the  Nebraska  Blue  Shield 
deviated  from  its  established  practice  of  selling  con- 
tracts only  to  groups  of  employees  and  pioneered 
in  launching  an  individual  contract,  carrying  all  the 
benefits  of  the  established  contract.  This  contract 
was  featui-ed  in  a four-month  selling  campaign  for 
35"^  increased  premium.  A large  sale  for  this  con- 
tract was  anticipated,  however,  only  about  1000  of 
these  individual  contracts  were  sold.  Realizing  that 
the  widest  possible  population  coverage  should  be 
provided  by  the  Nebraska  Medical  Seiwice,  the  com- 
pany is  continuing  the  individual  contract  although 
special  effort  is  not  now  being  made  to  sell  it  at 
35 9r  above  the  group  contract  premium. 

Many  Nebraska  citizens,  patients  of  the  members 
of  our  association,  however,  do  not  yet  know  that 
individual  contracts  can  be  purchased. 

It  is  therefore  recommended  that  each  physician 
inform  his  patients,  whenever  occasion  might  arise, 
that  individual  contracts  are  available. 

RESERVES 

The  Blue  Shield  now  has  resei-ves  of  $225,000.00. 
This  looks  like  a sizable  reserve.  The  Insurance 
Commissioner,  however,  has  ruled  that  a safe  re- 
serve for  such  a company  would  be  seven  times  the 
average  monthly  payments  by  the  company.  Dur- 
ing November  1949,  the  payments  were  $70,000.00. 
During  the  entire  year  total  payments  amounted 
to  about  $660,000.00  which  is  an  average  of  about 
$55,000.00  per  month.  Thus,  a safe  reserve  would 
be  about  $385,000.00.  This  represents  an  increase 
of  approximately  709^  of  the  present  reseiwes. 

POLICY  OF  THE  COMPANY 
The  Board  of  Directors  of  the  Blue  Shield  is  con- 
stantly trying  to  increase  the  benefits  to  the  policy 
holders,  just  as  rapidly  as  actuarially  sound.  It  is 
believed  by  the  majority  of  your  committee  that  the 
plan  of  the  company,  to  increase  the  reserves  to  a 
safer  level  before  trying  to  increase  the  benefits 
to  the  policy  holders,  is  sound. 

Some  of  our  members  are  anxious  to  see  the  Blue 
Shield  benefits  increased  to  the  equivalent  of  the 
Fee  Schedule  for  Governmental  Agencies.  The 
Board  of  Directors  of  the  Blue  Shield  is  anxious  to 
do  the  same  thing  but  this  is  impossible  at  the  pres- 
ent time  because  of  increased  costs  to  the  company 
which  would  result  from  such  action. 

GENERAL  INFORMATION 
Some  dissatisfaction  has  been  expressed  by  some 
of  our  members  because  they  believe  the  allowance 
for  short  term  cases  is  too  low.  It  is  believed  that 
these  members  are  not  familiar  with  the  provisions 
of  the  contract  and  do  not  realize  that  the  con- 
tract does  not  cover  the  first  three  days  of  hos- 
pitalization. The  attending  physician  is  therefore 
permitted  to  set  his  own  charges  to  the  patient  for 
these  three  days. 

COMPLAINTS 

One  letter  of  complaint  to  the  Blue  Shield  Plan 
accusing  a Nebraska  physician  of  overcharging  the 
patient  when  it  was  learned  he  had  a Blue  Shield 
contract,  was  referred  to  your  committee  by  the 


company.  Your  committee  investigated  and  found 
the  complaint  entirely  groundless.  In  fact,  it  was 
found  that  the  physician  did  not  even  know  the 
patient. 

Your  committee  not  only  welcomes  such  com- 
plaints from  the  company  but  it  also  welcomes 
complaints  and  letters  of  inquiry  from  physicians. 

RECOMMENDATIONS 

1.  It  is  recommended  that  the  House  of  Dele- 
gates nominate  to  the  Board  of  Directors  of  the 
Nebraska  Medical  Seiwice  the  same  physicians  now 
seiwing  on  the  Board  or  men  of  equal  qualifications. 

2.  That  the  Prepayment  Medical  Care  Commit- 
tee make  definite  recommendations  regarding  the 
upper  limits  of  the  low  income  group  for  the  con- 
sideration of  the  Council  and  House  of  Delegates 
in  1951. 

3.  It  is  strongly  recommended  that  at  least  one 
and  preferably  two  educational  meetings  be  held 
during  1950  with  the  Blue  Shield  as  hosts.  It  is 
further  recommended  that  every  effort  be  made  to 
have  at  least  one  representative  of  each  county 
medical  so'ciety  in  attendance. 

4.  It  is  recommended  that  each  physician  in- 
form his  patients  whenever  occasion  arises,  that  in- 
dividual contracts  are  still  available  although  they 
are  not  now'  being  featured  by  the  company. 

5.  It  is  recommended  that  physicians  and  the 
company  feel  free  to  w'rite  the  Prepayment  Medical 
Care  Committee  regarding  any  complaints  or  ques- 
tions they  may  have. 

Respectfully  submitted, 

DONALD  J.  WILSON,  M.D.,  Chairman. 


REPORT  OF 

PUBLIC  HEALTH  COMMITTEE 

Fred  P.  Long.  M.D.,  Chairman.  Lincoln  ; S.  I.  Fuenning, 
M.D.,  Lincoln  ; H.  C.  Stewart.  M.D.,  Pawnee  City ; G.  R.  tin-  ^ 
derwood,  M.D.,  Lincoln  ; A.  E.  Harrington,  M.D.,  Hastings  ; 
John  R.  Schenken,  M.D.,  Omaha  ; W.  E.  Holmes.  M.D.,  Gering. 

The  Public  Health  Committee  began  the  year 
w'ith  three  members.  The  committee  w'as  asked  to 
submit  a proposed  program  for  the  year  ending 
May  1,  1950  at  thq  annual  meeting  in  Omaha. 

A meeting  of  the  committee  was  held  April  28 
at  w'hich  time  some  of  the  desirable  ends  to  be 
sought  w'ere  discussed.  The  senior  member  w^as  in- 
stimcted  to  prepare  a tentative  program  to  present 
at  the  “committee  session”  of  the  state  convention. 

The  chairman  of  the  committee  prepared  such  a 
tentative  program  in  accordance  with  the  discus- 
sion at  the  committee  meeting.  This  w^as  presented 
at  the  Omaha  session.  The  proceedings  of  this 
meeting  were  mimeographed  and  distributed. 

Public  health  is  one  of  the  subjects  to  be  empha- 
sized in  the  expanded  pi’ogram  of  the  Nebraska 
State  Medical  Association.  In  order  to  bring  about 
wider  representation  the  Public  Health  Committee 
w^as  expanded  to  seven  members.  Two  meetings  of 
the  committee  were  held  in  September.  A defini- 
tion of  public  health  to  be  used  by  the  committee 
in  its  activities,  was  adopted.  The  members  agreed 
to  speak  to  as  many  of  the  county  societies  of  the 
state  as  possible  and  present  the  problem  of  pub- 
lic health  to  them.  A speaking  outline  w'as  de- 
veloped and  a questionnaire  on  public  health  prob- 
lems for  the  physicians  to  complete  was  mimeo- 
graphed and  passed  out  by  the  speakers.  The  in- 
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tent  of  the  questionnaire  was  to  draw  the  attention 
of  the  doctors  to  public  health  problems  in  tbeir 
community  and  to  gather  some  information  regard- 
ing such  problems  so  that  we  might  have  some  facts 
with  which  to  work. 

The  county  societies  were  requested  to  furnish 
speaking  dates  for  members  of  the  committee.  Up 
to  January  1,  1950  ten  county  or  councilor  meet- 
ings had  been  visited.  One  or  two  more  are  sched- 
uled. 

The  minutes  of  the  committee  meetings  have 
been  reproduced  and  distributed.  No  additional 
recommendations  have  been  made  by  the  committee. 

Respectfully  submitted, 

FRED  P.  LONG.  M.D.,  Chairman. 


REPORT  OF 

PUBLIC  RELATIONS  COMMITTEE 

Harold  S.  Morgan,  M.D..  Chairman,  Lincoln  ; John  McGreer, 
M.D..  Lincoln  ; Harold  N.  Neu,  M.D.,  Omaha ; Leroy  W.  Lee, 
M.D.,  Omaha  : H.  F.  Elias,  M.D.,  Beatrice : J.  P.  Gilligan, 
M.D..  Nebraska  City  ; D.  B.  Wengert,  M.D.,  Fremont. 

The  field  of  public  relations  and  the  part  that 
good  public  relations  plays  in  work-a-day  life  has 
been  well  recognized  by  business  and  industry.  It 
has  only  been  brought  to  the  attention  of  the  en- 
tire medical  profession  since  the  drive  for  compul- 
sory health  insurance  has  been  inaugurated  by  the 
present  administration. 

The  American  Medical  Association  has  main- 
tained a public  relations  staff  for  a number  of  years 
but  it  has  only  been  during  the  past  year  that  com- 
ponent state  societies  have  endeavored  to  improve 
the  relationship  between  physicians  and  the  general 
public  through  an  educational  campaign  carried  to 
the  grass  roots  of  America. 

Every  member  of  the  Public  Relations  Committee 
of  the  Nebraska  State  Medical  Association  has  felt 
and  responded  to  the  call  of  duty  in  a way  that  is 
traly  remarkable.  Guided  by  the  advice  of  Pres- 
ident J.  D.  McCarthy  and  our  Executive  Secretai’y 
M.  C.  Smith,  meetings  were  set  up  on  a monthly 
basis  since  April  1949.  There  have  been  two 
months  since  that  time  when  meetings  were  not 
held  due  to  conflicts  with  important  public  rela- 
tion meetings  of  national  significance.  Two  meet- 
ings of  statewide  scope  replaced  one  other  regular 
meeting  of  the  committee. 

In  the  beginning  it  was  felt  by  the  committee 
that  there  was  a definite  need  for  improved  rela- 
tions between  the  medical  profession  and  the  press 
and  radio.  To  that  end,  a conference  was  called 
and  held  in  Omaha  between  the  editors,  publishers 
and  radio  men  of  the  state  and  representatives  of 
the  profession.  The  outgrowth  of  this  conference 
was  the  formation  of  a liaison  committee  to  draw 
up  a Code  of  Cooperation  between  medicine  and 
the  communication  facilities.  This  code  was  adopted 
September  16,  1949. 

To  implement  the  Code  of  Cooperation  and  to 
make  it  function  smoothly.  Dr.  McCarthy  asked  each 
county  society  to  submit  a list  of  names  of  men 
to  be  representatives  of  their  society  in  handling 
matters  pertaining  to  local  public  relations.  This 
group  of  men  was  appointed  to  the  “extended  pub- 
lic relations  committee”  and  have  become  a neces- 
sary and  vital  part  of  the  entire  public  relations 
program. 


Meetings  have  been  held  during  the  year  in  both 
Omaha  and  North  Platte  to  acquaint  the  members 
of  the  extended  P.R.  committee  with  the  problems 
of  public  relations  and  more  particularly  with  the 
part  that  the  extended  committee  will  play  in  the 
functioning  of  the  Code  of  Cooperation. 

It  is  felt  by  your  committee  that  the  Code  of 
Cooperation  is  the  most  significant  piece  of  work 
that  it  has  accomplished  this  year.  Already  a more 
friendly  press  and  radio  attitude  is  manifest.  Since 
April  1st,  30  news  releases  have  been  issued  from 
the  central  office  to  the  daily  and  weekly  press 
and  to  the  radio  stations.  We  have  no  means  of 
knowing  how  many  of  these  releases  have  been 
used  by  radio,  but  we  have  reason  to  believe  that 
the  response  has  been  most  satisfactory — at  least 
from  the  metropolitan  stations.  We  do  have  a 
method  of  checking  the  results  of  the  releases  to 
the  press  through  subscription  to  a clipping  service. 
As  of  January  1st,  we  have  received  more  than  475 
clippings  from  the  press  of  the  state.  These  clip- 
pings have  been  preserved  in  scrapbooks  and  your 
committee  feels  that  it  will  be  worth  the  time  of 
the  members  of  the  Council  to  scan  through  these 
books. 

The  distribution  of  education  literature  has  been 
another  and  important  part  of  the  committee  work. 
Starting  with  the  public  relations  booth  at  the  last 
Annual  Session,  your  committee  has  aided  in  the 
selection  of  literature  (aside  from  the  Whitaker 
and  Baxter  pamphlets)  to  be  brought  to  the  atten- 
tion of  the  doctors  and  the  citizens  of  the  state. 
News  releases,  either  of  general  form  or  in  the  na- 
ture of  spot  releases,  regular  bulletins  to  the  mem- 
bership, and  literature  made  available  from  other 
sources  (Nebraska  State  Medical  Association  com- 
mittees or  outside  source)  have  been  read  and  ap- 
proved for  distribution.  Nebraska  physicians  have 
received  over  251,346  pieces  of  literature  beamed 
at  either  the  lay  public  or  for  the  personal  in- 
formation of  the  physician. 

Members  of  the  committee  have  felt  the  re- 
sponsibility of  their  assignment  to  the  extent  that 
nearly  900  man  hours,  or  nearly  8%  months  of 
8-hour  days,  have  been  devoted  to  P.R.  committee 
work  since  April  1,  1949.  This  is  exclusive  of  the 
hours  spent  by  the  headquarters  staff.  The  chair- 
man of  the  committee  has  attended  two  meetings 
at  his  own  expense — one  in  Chicago  and  one  in 
Minneapolis — to  gather  information  that  would  be 
of  help  in  formulating  a full  realization  that  if  the 
educational  campaign  is  to  succeed  many  more  hours 
and  a great  deal  more  effort  will  have  to  be  ex- 
pended in  the  future. 

In  conclusion,  may  we  state  again  that  it  is  our 
well  considered  opinion  that  the  success  or  failure 
of  the  medical  profession’s  dilve  against  socialized 
medicine  and  a socialized  nation  depends  entirely 
upon  the  individual  physician’s  willingness  to  sell 
the  glorious  story  of  the  accomplishments  of  medi- 
cine under  a system  of  free  enterprise  to  the  man 
on  the  street,  by  personal  contact  and  by  personal 
example.  It  depends  to  a like  degree  on  the  willing- 
ness of  groups  of  physicians  through  their  county 
societies  to  see  that  this  story  is  read  and  heard 
at  every  opportunity  and  by  every  means. 

Tc  these  principles  your  committee  stands  dedi- 
cated. 

Respectfully  submitted, 

HAROLD  S.  MORGAN,  M.D.,  Chairman. 
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REPORT  OF  NATIONAL  CONFERENCE 
OF  PHYSICIANS  AND  SCHOOLS 

Fred  Long.  M.D.,  Delegate 

The  second  National  Conference  of  Physicians 
and  Schools  sponsored  by  the  American  Medical 
Association  was  held  at  Highland  Park,  Illinois, 
October  13-15,  1949. 

The  final  tabulation  of  attendance  at  the  con- 
ference is  not  at  hand,  but  preliminary  releases 
were  approximately  as  follows: 


Total  persons  attending 162 

State  Department  Public  Instruction  represented 33 

State  Health  Departments  represented 23 

State  Medical  Association  represented 22 


National  organizations  interested  in  education  and  health 
sent  some  50  delegates. 

In  all.  35  states  were  represented  by  one  or  more  persons. 

There  were  the  usual  welcoming  speeches,  din- 
ners and  after-dinner  speeches.  There  were  four 
working  sessions,  and  a summary  session  of  the 
conference.  Four  discussion  teams  were  organized 
beforehand,  and  leaders  and  consultants  were  ap- 
pointed. The  delegates  were  divided  into  four 
groups  and  in  rotation  each  group  sat  around  the 
table  with  each  of  the  leader  and  consultant  teams. 
In  this  manner  all  delegates  were  able  to  attend 
all  sessions  of  the  conference  on  a small  group 
basis. 

The  general  subjects  discussed  were  as  follows: 

I.  The  Family  Physician  and  School  Health  Services. 

II,  The  School  Physician  and  School  Health  Services. 

III.  Interrelationships  of  Health  Departments,  Departments 
of  Education  and  Medical  Societies  in  School  Health 
Services. 

IV.  Implementation  of  School  Health  Services  at  the  State 
and  Local  Levels. 

The  discussions  were  not  held  rigid  and  each  and 
every  delegate  felt  free  to  speak  his  or  her  mind. 
Your  delegate  asked  on  more  than  one  occasion 
for  a definition  of  “School  Health  Services.”  No 
concerted  attempt  was  made  to  define  any  of  the 
programs  discussed.  One  team  leader  gave  the 
definition  of  “School  Health  Seiwices”  as  “all 
things  done  for  the  health  of  the  pupils.” 

A great  deal  of  time  was  spent  on  discussing  the 
physical  examination  of  school  children.  The  chil- 
dren, gi-ades  to  be  examined,  who  was  to  do  it,  and 
the  rate  of  pay  were  included  in  the  discussions. 
In  all,  I believe,  more  time  was  spent  on  this  phase 
of  school  health  than  its  part  in  an  overall  school 
health  program  warrants. 

The  school  physician,  part  or  full  time,  was  given 
an  important  place  in  the  school  health  program. 
It  was  urged  that  the  practicing  physician  recog- 
nize the  important  contribution  of  these  doctors  to 
the  health  of  our  future  citizens. 

It  was  the  opinion  of  the  delegates  as  a whole 
that  the  schools  and  the  medical  profession  should 
feel  a “joint  responsibility”  for  a definite  school 
health  program.  This,  it  was  pointed  out,  is  more 
than  “joint  cooperation”.  Some  delegates  ex- 
pressed the  opinion  that  medical  students  should 
receive  some  instruction  in  their  future  responsi- 
bility to  community  health. 

A comprehensive  report  of  the  conference  will  be 
compiled,  printed  and  distributed  by  the  A.M.A.  It 
is  urged  that  the  report  be  read  as  an  important 
part  of  the  present  day  thinking  on  medical  pro- 
grams. 

Federal  legislation  on  this  subject  was  not  dis- 
cussed in  the  conference  sessions.  However,  in  view 
of  the  bills  that  have  been  introduced  in  both 
houses  of  Congress  on  school  health  programs,  it 


might  be  well  for  the  Nebraska  State  Medical  As- 
sociation to  consider  the  appointing  of  a committee 
to  deal  with  this  one  phase  of  health  planning  and 
action. 

Respectfully  submitted, 

FRED  LONG.  M.D. 

Delegate  to  The  Second  National 

Conference  on  Physicians  and  Schools. 


REPORT  OF 

RURAL  MEDICAL  SERVICE  COMMITTEE 

E.  F.  Leininger,  M.D..  Chairman,  McCook ; R.  L.  Cassel, 
M.D..  Fairbury  : N.  P.  McKee.  M.D..  Atkinson  : E.  T.  Zikmond, 
M.D.,  Central  City ; R.  S.  Wycoff.  M.D.,  Lexington  ; R.  E. 
Penry,  M.D..  Hebron. 

Your  committee  on  Rural  Medical  Service  is  slow- 
ly but  surely  making  progress  in  setting  up  what 
we  believe  will  be  a workable  organization. 

We  have  held  three  meetings  this  year.  One  on 
September  23,  1949;  one  on  October  27,  1949;  and 
one  on  December  17,  1949. 

The  meeting  of  September  23,  1949,  was  held  in 
the  offices  of  the  Nebraska  State  Medical  Associa- 
tion in  Lincoln  and  the  following  members  were 
present:  E.  F.  Leininger,  M.D.,  Chainnan,  McCook; 
R.  L.  Cassel,  M.D.,  Fairbuiy;  R.  E.  Penry,  M.D., 
Hebron;  R.  B.  Adams,  M.D.,  Lincoln.  Also  present 
were  Mr.  M.  C.  Smith,  Executive  Secretary,  Lin- 
coln, and  Mr.  Sidney  R.  Bradley,  Executive  As- 
sistant, Lincoln. 

At  the  September  meeting  an  attempt  was  made 
to  set  up  a tentative  program  and  after  some  dis- 
cussion it  was  decided  that  each  committee  mem- 
ber would  put  his  ideas  in  writing  and  at  the  meet- 
ing which  was  to  be  held  October  27,  1949,  definite 
policies  would  be  worked  out. 

The  October  27,  1949,  meeting  was  held  at  the 
Paxton  Hotel  in  Omaha,  with  the  following  mem- 
bers present:  E.  F.  Leininger,  M.D.,  Chairman;  R. 

L.  Cassel,  M.D.,  R.  E.  Penry,  M.D.;  N.  P.  McKee, 

M. D.;  J.  D.  McCarthy,  M.D.;  R.  B.  Adams,  M.D. 
Also  present  were  Mr.  M.  C.  Smith  and  Mr.  Sidney 
R.  Bradley. 

The  minutes  of  the  September  23,  1949,  meeting 
were  approved  and  a discussion  of  a tentative  pro- 
gram was  brought  up.  The  program  outlines  of 
Dr.  Cassel,  Dr.  Penry,  and  Dr.  Leininger  were  sub- 
mitted and  discussed.  It  was  decided  the  following 
Rural  Health  Program  be  adopted:  Health  coun- 

cils over  the  state  on  a county  or  district  basis  was 
a prerequisite  to  the  successful  operation  of  any 
rural  health  program.  Mr.  Smith  advised  commit- 
tee members  that  Dr.  McCarthy  had  given  the  Plan- 
ning Committee  the  responsibility  of  forming  such 
health  councils  throughout  the  state.  It  was  de- 
cided that  the  health  councils  must  be  given  a 
definite  program  to  carry  out  or  they  would  be  in- 
effectual. It  was  suggested  the  representatives  of 
the  medical  profession,  nursing  profession,  dental 
profession,  schools,  clergy,  county  commissioners, 
farm  organizations,  chambers  of  commerce,  sendee 
organizations,  radio  and  press,  woman’s  clubs, 
P.T.A.,  war  service  organizations,  and  county 
agents  should  make  up  the  committee.  As  chair- 
man, I was  instmeted  to  write  Dr.  Floyd  Rogers 
as  to  our  action. 

Further  discussion  at  our  meeting  took  place  on 
the  nursing  problems  in  rural  areas.  It  was  decid- 
ed there  was  a definite  place  for  more  “bedside 
nurses”  and  Mr.  Smith  suggested  the  term  “gen- 
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eral  practice  nurse”  be  used  instead  of  “practical 
nurse”. 

The  subject  of  news  releases  on  medical  sub- 
jects was  discussed  and  it  was  decided  to  investi- 
gate this  further.  Some  suggestions  were  made  as 
to  the  subjects  certain  members  of  the  medical, 
dental,  and  nursing  profession  should  write  on  if 
such  policies  were  decided.  After  considerable  dis- 
cussion the  four  major  points  were  tentatively 
adopted.  It  was  decided  that  each  member  of  the 
committee  was  to  study  this  tentative  program  and 
return  suggestions  to  the  headquarter  office  for 
a final  draft  which  was  to  be  adopted  at  a later 
meeting.  The  four  major  points  were:  (1)  Estab- 
lishment of  local  health  councils;  (2)  distribution 
of  medical  care;  (3)  health  education;  (4)  prepay- 
ment voluntary  health  insurance. 

On  December  14,  1949,  a meeting  was  held  in 
the  Yancey  Hotel,  in  Grand  Island,  Nebraska.  The 
following  committee  members  were  present:  Dr.  E. 
F.  Leininger,  ChaiiTnan;  Dr.  R.  E.  Penry;  Dr.  R. 
S.  Wycoff.  Also  present  were  Mr.  M.  C.  Smith 
and  Mr.  Sidney  R.  Bi-adley. 

The  minutes  of  the  October  27,  1949  meeting 
were  read.  Dr.  Leininger  read  two  letters  from 
Dr.  F.  S.  Crockett,  Chairman  of  the  A.M.A.  Com- 
mittee on  Rural  Health,  and  a letter  from  Miss 
Margaret  Fedde,  ChaiiTnan  of  the  Health  Commit- 
tee of  the  NortheiTi  Great  Plains  Health  Council. 
Dr.  Crockett  asked  for  the  list  of  health  councils 
in  Nebraska  and  announced  that  the  annual  Rural 
Health  Conference  sponsored  by  the  A.M.A.  would 
be  held  at  Kansas  City,  Missouri  on  Febniary  3-4, 
1950.  Miss  Fedde  offered  her  assistance  in  study- 
ing health  councils  in  Nebraska.  Mr.  Smith  stated 
the  Planning  Committee,  headed  by  Dr.  Floyd 
Rogers,  had  held  a meeting  at  which  health  coun- 
cils were  discussed.  It  was  decided  we  would  wait 
until  we  received  a report  from  the  Planning  Com- 
mittee. 

The  question  of  news  releases  was  discussed  and 
it  was  decided  I should  write  Dr.  Frank  Ryder  in- 
forming him  of  our  plans  to  avoid  a misunder- 
standing or  conflicts.  The  meeting  of  Rural  Health 
Conference  in  Kansas  City  was  discussed  and  I 
informed  the  committee  I intended  to  attend  this 
meeting.  The  date  of  our  next  committee  was  set 
for  February  16,  1950. 

Respectfully  submitted, 

E.  F.  LEININGER.  M.D.,  Chairman. 

RECOMMENDATIONS  OF  THE  RURAL 
MEDICAL  SERVICE  COMMITTEE  TO 
THE  BOARD  OF  COUNCILORS 

1.  Practicing  rural  physician  be  placed  on  en- 
trance committees  of  the  University  of  Nebraska 
and  Creighton  medical  schools. 

2.  Offer  the  Rural  Medical  Seiwice  Committee’s 
assistance  and  cooperation  to  the  medical  schools 
in  establishing  a preceptorship  plan. 

3.  Careful  study  and  consideration  should  be 
given  to  the  method  by  which  general  practitioners 
are  selected  as  a preceptor  for  senior  medical  stu- 
dents. 

4.  Only  five  to  ten  students  be  sent  to  pre- 
ceptors during  the  first  year. 

5.  Physicians  selected  to  receive  students  should 
attend  short  course  at  the  medical  schools  to  ac- 
quaint themselves  with  the  program. 


6.  Arrange  for  rural  medical  practitioners  to 
appear  before  senior  medical  school  students  on  ro- 
tating basis.  These  appearances  should  be  requested 
by  the  Dean  of  the  medical  schools  at  two-week 
intervals  when  feasible. 

Respectfully  submitted, 

E.  F.  LEININGER,  M.D.,  Chairman. 


REPORT  OF  EDITOR 

To  the  Council  of  the  Nebraska  State  Medical 

Association: 

The  year  1949  was  uneventful  for  the  Editorial 
side  of  the  Joumal.  Copy  has  been  plentiful  and 
of  good  quality.  Many  of  our  papers  have  been 
abstracted  in  other  publications.  While  our  great- 
est source  for  manuscripts  is  from  the  Annual  Ses- 
sions of  our  Association  and  the  Omaha  Mid- West 
Clinical  Assembly,  more  and  more  good  material 
has  been  coming  in  from  individual  contributors. 

The  Journal  has  averaged  thirty-five  pages  per 
issue.  In  view  of  the  increasing  activities  of  our 
Association,  it  is  becoming  increasingly  necessary 
to  devote  more  space  to  the  editorial  section  in 
order  that  our  members  may  be  informed  of  what 
is  going  on  on  the  medical  economic  front.  Ten 
years  ago  the  editorial  section  occupied  around  ten 
per  cent  of  the  total  column  inches.  Last  year 
this  section  took  46%  of  the  total  space. 

The  editor  has  enjoyed  full  cooperation  from  the 
executive  office.  The  publishers,  as  in  previous 
years,  have  been  most  courteous  and  accommodating 
in  every  way. 

Respectfully  submitted, 

HERMAN  M.  JAHR,  M.D.,  Editor. 


REPORT  OF  SPEAKERS  BUREAU 

O.  V.  Calhoun,  M.D.,  Chairman,  Lincoln  ; H.  F.  Elias,  M.D., 
Beatrice ; Percy  Carroll,  M.D.,  Omaha ; H.  C.  Lueth.  M.D., 
Omaha ; W.  Allen  Campbell,  M.D.,  Lincoln  ; E,  G.  Brillhart. 
M.D.,  Columbus. 

During  the  past  year,  questionnaires  were  sent 
to  all  the  secretaries  of  the  county  medical  societies 
for  their  needs  as  speakers  for  their  professional 
meetings  during  the  year.  An  excellent  response 
was  received  from  all  of  them  and  we  have  a fairly 
good  evaluation  of  their  needs. 

Questionnaires  were  also  sent  to  all  the  members 
of  the  Nebraska  State  Medical  Association  during 
the  past  year  requesting  them  to  prepare  a paper 
for  delivery  to  local,  state  and  regional  professional 
meetings  and  ask  them  to  list  their  various  sub- 
jects. We  have  had  a fair  response.  There  are 
about  two-hundred  subjects  of  general  medicine, 
surgery  and  other  specialties  in  that  list.  There 
are,  in  the  neighborhood  of  70  individual  physicians 
who  have  been  willing  to  present  these  papers  in 
distances  up  to  three-hundred  miles  from  their  lo- 
cation. These  speakers  and  their  subjects  are  being 
tabulated  with  the  idea  that  the  publication  will 
be  available  for  the  secretaries  of  the  county  med- 
ical society  at  about  the  time  of  the  Annual  Ses- 
sion. It  is  hoped  that  the  list  can  be  increased 
during  that  time  with  a wider  range  of  subjects. 

Efforts  have  been  made  to  secure  “lay  speakers” 
to  present  the  subject  of  socialized  medicine  to 
various  and  interested  non-professional  groups  over 
the  state.  The  list  has  been  very  acceptable  so  that 
this  also  will  be  published  in  a pamphlet  form  and 
sent  to  the  various  secretaries  over  the  state  for 
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speakers  and  the  subjects  in  the  field  of  socialized 
medicine.  It  is  believed  that  this  can  be  a very 
effective  insti-ument  to  help  the  profession  to  sem- 
inate  knowledge  regarding  the  socialization  of  med- 
icine. 

I should  be  glad  to  have  your  comments  and 
criticisms  regarding  our  plans  and  policies  on  this 
committee.  It  is  hoped  that  in  early  Febiaiary  the 
entii'e  committee  will  meet  and  formulate  the  pub- 
lication of  this  Speakers  Rostrum. 

Respectfully  submitted, 

O.  V.  CALHOUN,  M.D.,  Chairman. 


NEBRASKA  MEDICAL  SERVICE 
INCOME  AND  EXPENSE 
February  28,  1950 

Month  of  Two  Months 

Income  February  to  Date 

From  dues $96,080.47  $189,396.83 

From  enrollment  fees 1.961.00  3,935.00 


Expenses 

Claims  

Administrative  expense 

Regular  

Advertising  (50-50)  

Bonuses  

Secretarial  fees  

Medical  Director  

Advertising  

Printing  

Conferences  and  meetings 

Collection  expenses  

Reserve  for  collection  losses. 

Taxes  and  licenses 

Dues  

Miscellaneous  


$98,041.47 


$70,767.00 


8,816.07 

1,263.75 

333.33 

416.67 

250.00 

119.80 

1,128.77 

612.78 

6.50 


6.25 

89.09 

24.39 


$193,331.83 

$144,366.00 


17,859.57 

2.425.19 

666.66 

833.34 

500.00 

149.80 

1,165.52 

1,081.83 

168.45 

1,500.00 

12.50 

167.98 

30.49 


$83,834.40  $170,927.33 


Net  Gain $14,207.07  $ 22,404.50 

NEBRASKA  MEDICAL  SERVICE 
BALANCE  SHEET 
February  28,  1950 


Assets 

Cash  in  banks  $116,057.04 

Premiums  in  process  of  collection 14,345.45 

U.  S.  Bonds  (cost  plus  accrued 
interest)  301,575.19 


$431,977.68 

$ 10.079.82 
1,192.87 

131.00 

58.274.00 

4.950.00 
10.000.00 

100,311.12 

$184,938.81 
$ 10.000.00 
666.66 

1.500.00 
234,872.21 


$431,977.68 

NEBRASKA  MEDICAL  SERVICE 
ENROLLMENT  SUMMARY— February,  1950 


Groups  enrolled  during  Februai-y 87 

Groups  cancelled  during  February 12 


Number  of  active  groups,  March  1,  1950 2470 

Subscribers  Dependents  Participants 
Membership,  February  1,  1950 — 45,899  63,800  109,699 

Additions  2,639 

Less  terminations  579 

Net  gain 2,060 

Membership.  March  1,  1950 47,959  66,663  114,622 


Liabilities 

Accounts  payable.  Blue  Cross 

Accounts  payable,  monthly  invoices 

Accrued  payroll  taxes 

Claims  payable,  unreported 

Pending  

Contingent  

Unearned  premiums  


Reserve  for  maternity  care-_ 

Reserve  for  bonuses 

Reserve  for  collection  losses 
Unassigned  surplus  


NEBRASKA  MEDICAL  SERVICE 
CASE  REPORT— February,  1950 


Number  of  cases  paid 1,976 

Number  of  services  rendered 2,339 

Females  1,378 

Males  961 

Subscribers  876 

Dependents  1,463 


DEATHS 

Carl  W.  Sherfey,  M.  D.,  Lincoln.  Born  in  Ken- 
tucky, 1878.  Graduated  from  Cottner  University 
medical  college  in  1917.  Served  in  the  Spanish- 
American  War.  Located  in  Lincoln  in  1918  and 
remained  in  practice  there  until  1933  when  he  be- 
came physician  at  the  soldiers  and  sailors  home  in 
Grand  Island.  During  the  war  he  was  chosen  to 
the  Cornhusker  ordnance  plant  in  Grand  Island.  In 
1946,  he  returned  to  Lincoln,  but  because  of  ill 
health  did  not  resume  his  practice.  Dr.  Sherfey 
served  as  president  of  the  Hall  County  Medical 
association  and  the  Tri-County  Medical  association. 
Died,  Febmary  26,  1950.  Suiwiving  are  a daugh- 
ter and  three  sisters. 


John  Holst,  M.  D.,  Omaha.  Born  in  Illinois,  in 
1885.  Graduated  from  Creighton  University  School 
of  Medicine  in  1913.  Did  post-graduate  work  in 
Nonvay,  Berlin,  and  Vienna.  Served  as  a captain 
in  the  Medical  Corps  of  the  United  States  Army  in 
World  War  I.  In  addition  to  his  activities  in  organ- 
izing medicine,  he  was  a member  of  the  Omaha- 
Douglas  County  Medical  Society,  the  Nebraska 
State  Medical  Association,  and  the  American  Medi- 
cal Association.  Dr.  Holst  was  vice-consul  for  Den- 
mark from  1935  to  1949.  He  received  decorations 
including  a knighthood  from  King  Frederick  of 
Denmark  and  in  1948  he  was  made  an  honorary 
member  of  the  Norwegian  Ophthalmological  Society 
of  Oslo.  Died,  January  11,  1950. 


EXPERIMENTAL  STATUS  OF  HORMONE  DRUGS 
MAKES  GENERAL  USE  UNDESIRABLE 

Widespread  use  of  ACTH  and  cortisone  in  the 
routine  practice  of  medicine  would  be  extremely 
undesirable  at  present,  according  to  the  American 
Medical  Association’s  Council  on  Pharmacy  and 
Chemistry. 

A report  of  the  council  appearing  in  the  Feb.  4 
Journal  of  the  A.M.A.  says  in  part: 

“In  the  present  state  of  our  knowledge  it  would 
be  extremely  undesirable  to  permit  widespread  use 
of  these  potent  preparations  in  the  routine  practice 
of  medicine,  and  it  is  perhaps  fortunate  that  neither 
drug  is  now  available  in  unlimited  quantities. 

“Because  of  the  limited  amounts  of  both  dmgs 
presently  available,  their  use  must  be  restricted 
to  those  instances  where  they  will  aid  in  under- 
standing the  mechanism  of  a disorder.” 

The  report  points  out  that  while  prompt  and 
dramatic  relief  has  been  provided  in  arthritis,  gout 
and  other  diseases,  the  improvement  usually  is 
maintained  only  as  long  as  the  administration  of 
the  dmg  is  continued.  The  report  adds: 

“Although  chronic  toxicity  studies  are  far  from 
complete,  it  has  already  been  established  that  the 
continuous  administration  of  either  preparation 
over  a long  period  often  cannot  be  tolerated. 

“When  the  administration  of  these  drags  is  dis- 
continued there  may  be  a rebound  effect,  the  initial 
symptoms  of  the  disease  recurring  with  even  great- 
er severity  than  before. 

“Another  hazard  in  the  use  of  either  cortisone  or 
ACTH  is  the  general  pituitary-adrenal  disturbance 
which  occurs  during  prolonged  administration  or 
with  a relatively  high  dosage  schedule.  ACTH  ap- 
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pears  to  have  a depressant  effect  on  the  insulin- 
producing  cells  of  the  pancreas  when  used  in  high 
doses  or  for  long  periods. 

“There  is  some  evidence  that  continued  adminis- 
tration of  ACTH  might  result  in  irreversible  dia- 
betes mellitus  (sugar  diabetes)  of  a high  insulin- 
resistant  type.  Hypei-tension  (high  blood  pressure) 
has  been  noted  in  persons  treated  with  ACTH. 

“Both  agents  have  been  responsible  for  the  de- 
velopment of  psychotic  states.” 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  Ill  So.  39th,  Omaha. 


A new  associate  of  Dr.  Paul  Bancroft  in  Lincoln, 
is  Dr.  Robert  S.  Grant. 

Dr.  E.  R.  Slavik,  formerly  of  Fullerton,  has 
moved  to  Platte  Center. 

Dr.  Frank  H.  Sisler,  formerly  of  Kearney,  has 
opened  an  office  in  Sumner. 

Dr.  and  Mrs.  W.  J.  Arrasmith  returned  to  Grand 
Island  after  a vacation  in  California. 

Doctors  Fay  Smith  and  E.  E.  Yaw  of  Imperial, 
announced  the  association  with  them  of  Dr.  R.  H. 
Mclntire. 

Dr.  George  Robertson  of  Omaha,  spoke  before  the 
Rotary  Club  in  J^'ebi'uary.  His  subject  was  “Pedi- 
atrics as  a Medical  Specialty.” 

Dr.  Louis  E.  Moon  of  Omaha,  was  guest  speaker 
at  the  Mid-South  Post  Graduate  Medical  Assembly 
at  Memphis,  Tenn.,  in  February. 

Drs.  W.  R.  Hamsa  and  John  R.  Nilson  of  Omaha, 
attended  the  Committee  on  Trauma,  American  Col- 
lege of  Surgeons  meeting  at  Kansas  City  in  Janu- 
ary. 

Dr.  Johnson  was  also  on  the  program  of  the 
American  Academy  of  Orthopaedic  Surgeons  at  the 
Waldorf,  New  York  City,  .during  the  week  of  Febni- 
ary  13th. 

Drs.  E.  W.  Bantin,  N.  J.  Everitt  and  A.  J.  Offer- 
man,  all  of  Omaha,  attended  the  National  Confer- 
ence of  Blue  Shield  Medical  Care  Plans  at  Montreal, 
Quebec,  Febimary  27-28,  and  March  1. 

Dr.  Herman  Johnson  was  guest  speaker  at  the 
100th  anniversary  of  the  Chicago  Medical  Society, 
Annual  Clinical  Conference  held  during  the  week 
of  February  27th.  He  spoke  on  :“The  Management 
of  Extremity  Trauma  in  Multiple  Injuries.” 

Recent  honors  bestowed  by  members  of  the  Asso- 
ciation included  (a)  Dr.  R.  A.  Davies  of  Arlington, 
who  is  approaching  his  completion  of  50  years  prac- 
tice in  the  community;  (b)  Dr.  E.  J.  Latta,  who 
celebrated  his  80th  birthday  in  Febiniary  has  been 
in  practice  55  years,  30  years  of  which  were  spent 
in  Hastings;  (c)  Dr.  Rudolph  Decker  of  Bryon,  was 
honored  by  the  Thayer  county  chapter  of  the  Red 
Cross,  for  over  33  years  of  volunteer  serviced  to 
the  chapter. 


Tuberculosis  Abstracts 

With  the  tuberculosis  death  rate  dropping 
so  rapidly,  the  question  is  sometimes  asked 
why  larger  amounts  are  needed  each  year 
for  the  control  of  this  disease.  The  answer, 
in  a nutshell,  is  that  eradication  of  tubercu- 
losis in  this  country  within  a relatively  few 
years  is  now  the  goal.  In  the  past  the  best 
that  one  could  attempt  was  to  keep  the  dis- 
ease under  control.  It  now  appears  that 
with  the  concentrated  effort  of  all  interested 
groups,  tuberculosis  may  be  conquered  in 
most  communities  in  the  foreseeable  future. 

TB— THE  COSTLY  DISEASE 

If  tuberculosis  is  to  be  eradicated,  ade- 
quate facilities  must  be  made  available  for 
chest  X-rays  of  all  apparently  healthy 
adults,  for  suitable  follow-up  of  all  cases 
needing  further  study,  and  for  medical  care. 

Sufficient  hospital  beds  must  be  made 
available  to  insure  care  and  isolation  for  all 
persons  with  active  disease ; adequate  fi- 
nancial provision  must  be  made  for  the  fam- 
ilies of  hospitalized  patients;  funds  must  be 
at  hand  to  insure  the  rehabilitation  of  ex- 
patients. Above  all,  health  education  must 
be  carried  to  a far  greater  proportion  of  the 
population.  Medical  research  must  continue 
on  many  fronts.  Pensions  must  be  provided 
for  tuberculous  veterans.  All  these  facilities 
and  activities  require  vast  sums  of  money 
both  from  official  and  voluntary  sources. 

Best  estimates  indicate  that  in  1948  the 
tuberculosis  control  program  in  the  United 
States  cost  approximately  350  million  dol- 
lars. This  amount  makes  no  allowance  for 
hospital  construction,  for  depreciation  of 
hospital  buildings,  or  for  the  training  of 
professional  personnel. 

The  Public  Health  Service  appropriation 
for  tuberculosis  control  is  now  about  ten 
million  dollars  annually;  the  Christmas  Seal 
Sale  is  more  than  20  million  dollars;  state 
health  department  funds  for  tuberculosis 
work  have  increased  materially  in  the  past 
decade.  The  Veterans  Administration  is 
now  spending  much  more  on  hospitalization 
and  rehabilitation  of  the  tuberculous.  Pen- 
sions for  veterans  whose  major  disability  is 
tuberculosis  amounted  to  86  million  dollars 
in  the  calendar  year  1947. 

Not  only  are  official  and  voluntary  health 
agencies  spending  huge  amounts  on  com- 
munitywide X-ray  surveys,  but  industrial 
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firms  and  labor  unions  are  financing  proj- 
ects of  this  type.  Moreover,  in  recent  years 
it  has  become  necessary  to  devote  large 
sums  to  the  recruitment  and  training  of  ex- 
ecutive and  professional  health  workers. 

In  addition  to  the  estimated  annual  cost 
of  approximately  350  million  dollars,  so- 
called  “hidden  costs”  of  tuberculosis  run 
well  into  the  hundreds  of  millions.  Among 
these  costs  are  the  potential  annual  losses 
in  wages,  in  production,  and  in  net  future 
earnings  incurred  by  those  persons  who  die 
or  are  incapacitated  by  tuberculosis.  Since 
these  estimates  overlap  to  some  extent,  no 
total  can  be  shown  for  potential  losses  of 
this  type. 

A study  made  in  1943  estimated  that  the 
potential  loss  of  wages  in  that  one  year  by 
those  who  were  ill  or  who  died  of  tubercu- 
losis was  nearly  200  million  dollars.  The 
potential  loss  of  goods  and  services  which 
might  have  been  produced  in  that  year  was 
350  million  dollars.  There  is,  in  addition,  a 
potential  loss  in  the  net  future  earnings  of 
those  who  died  in  1943  which  came  to  more 
than  200  million  dollars. 

None  of  these  estimates  makes  any  allow- 
ance for  the  cost  of  the  many  thousands  of 
new  beds  needed.  This  cost  would  come  to 
approximately  200  million  dollars  for  about 
40,000  new  beds;  if  the  80,000  beds,  said  by 
certain  authorities  to  be -needed,  were  to  be 
built,  the  estimated  cost  would  be  400  mil- 
lion dollars.  Such  an  enormous  outlay  may 
be  considered  justified,  even  in  the  face  of 
a rapidly  falling  tuberculosis  death  rate, 
since  at  the  end  of  a decade  or  two  the  hos- 
pitals would  be  available  for  chronic  disease 
patients.  Such  facilities  will  become  in- 
creasingly necessary  since  our  population  is 
aging  rapidly.  Moreover,  in  view  of  ac- 
celerated world  travel,  it  will  still  be  neces- 
sary some  years  hence  to  appropriate  a 
moderate  amount  to  maintain  hospital  and 
other  facilities  for  tuberculosis  control. 

The  tuberculosis  death  rate  has  now 
dropped  to  30  per  100,000  population  in  the 
country  as  a whole,  compared  with  a rate 
of  194  in  1900.  The  sensational  decline  in 
the  over-all  mortality  rate  from  this  dis- 
ease during  the  past  five  decades  has  tended 
to  obscure  the  fact  that  the  death  rate 
varies  widely  according  to  sex,  age,  color, 
economic  status,  and  locality.  Thus,  the 
death  rate  of  30  must  be  accepted  as  an  av- 
erage only. 


Mortality  from  tuberculosis  is  twice  as 
high  among  men  as  among  women.  It  in- 
creases directly  with  age  and  is  especially 
high  among  older  men.  The  death  rate 
among  Negroes  is  three  times  as  high  as 
among  white  people.  In  one  state,  the  death 
rate  is  still  100,  while  one  or  two  states  now 
have  rates  of  less  than  10.  Similarly,  a few 
of  our  large  cities  have  outstandingly  high 
rates.  Mortality  is  seven  times  as  high 
among  unskilled  laborers  as  among  profes- 
sional persons.  Thus  it  is  evident  that  in 
numerous  groups  a great  deal  of  concen- 
trated effort  must  be  exerted  if  the  disease 
is  to  be  brought  under  control  at  any  time 
in  the  near  future. 

For  all  these  reasons,  the  cost  of  tubercu- 
losis control  cannot  be  lessened  in  any  com- 
munity until  its  tuberculosis  death  rate 
reaches  a level  of  less  than  10  per  100,000. 
When  that  goal  is  attained,  it  is  possible 
that  much  of  the  available  funds  may  be  di- 
verted to  other  phases  of  health  work.  Until 
then,  no  let  up  can  be  planned. 

Editorial.  Mary  Dempsey.  Statistician,  National  Tuberculosis 
Association.  Bulletin  of  the  National  Tuberculosis  Association, 
December.  1949. 


WARN  AGAINST  IMPROPEl?  USE  OF 
THYROID  EXTRACT  FOR  REDUCING 

Thyroid  extract  is  a potent  medicament  which  is 
dangerous  if  improperly  used,  warns  an  editorial 
in  the  current  (Jan.  28)  Journal  of  the  American 
Medical  Association. 

Excessive  doses  of  thyroid  extract  may  cause 
nervousness,  insomnia,  loss  of  weight,  heart  dis- 
turbances, damage  to  the  liver  and  even  pi-oti-uding 
eyeballs,  the  editorial  points  out. 

“Unfortunately,  some  of  the  laity,  particularly 
obese  women,  have  learned  that  the  di-ug  can  cause 
a reduction  in  weight,”  the  editorial  says.  “Some 
of  these  women  were  treated  originally  with  proper 
doses  by  physicians  but  have  increased  their  daily 
intake  without  their  physicians’  knowledge  and 
consent. 

“Others  have  heard  of  the  weight-reducing  prop- 
erty of  the  medicine  and  have  purchased  it  without 
a doctor’s  advice  either  as  thyroid  or  concealed  un- 
der some  fancy  name  in  patent  medicine. 

“None  of  the  persons  who  resort  to  self  medica- 
tion realize  that  the  reduction  in  weight  is  due  to 
disturbances  in  metabolism  and  is  not  a directly 
selective  action. 

“There  are  several  procedures  that  would  aid  in 
correcting  the  over-use  of  thyroid  extract:  Laws 

in  all  states  prohibiting  the  sale  of  this  medicament 
except  on  a physician’s  prescription;  general  recog- 
nition that  thyroid  treatment  should  be  begun  with 
minimal  doses,  as  thyroid  acts  slowly  and  cumu- 
lativeljs  and  education  of  the  public  against  the 
dangers  of  this  potent  substance.” 
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THE  NEBRASKA  MEDICAL  FOUNDA- 
TION CAMPAIGN 

In  accordance  with  a resolution  recently 
passed  by  its  Board  of  Trustees,  the  Ne- 
braska Medical  Foundation,  Inc.  this  month 
will  inaugurate  a campaign  to  solicit  funds 
among  the  members  of  the  medical  profes- 
sion in  this  State.  The  Foundation,  it  will 
be  recalled  was  organized  in  1948  under  the 
stimulus  and  effort  of  the  Nebraska  State 
jMedical  Association  to  actively  promote  ed- 
ucation and  research  in  medicine  and  public 
health,  and  through  scholarships  and  loans 
to  aid  worthy  students  in  financial  stress, 
toward  a medical  career.  The  plan  was  to 
raise  a basic  sum  from  contributions  by 
physicians  in  Nebraska,  a fund  which  is  to 
serve  as  evidence  of  practical  interest  in  the 
project  by  the  physicians  themselves,  and 
with  this  initial  contribution  as  a nucleus  to 
enlist  support  among  lay  individuals  or 
groups  sympathetic  to  this  laudable  cause. 

It  is  not  necessary  here  to  dwell  on  the 
merits  of  the  Foundation  or  to  list  the  bene- 
fits which  will  accrue  to  its  success.  We  do 
wish  to  stress  the  importance  of  this  in- 
stitution to  the  cultural  and  professional 
aspects  of  medicine  in  Nebraska.  Numerical- 
ly we  constitute  less  than  1%  of  the  state’s 
population.  As  a profession,  however,  we 
not  only  foster  projects  to  directly  advance 
the  welfare  of  our  people  without  federal 
hand-outs,  but  indeed  we  can  serve  as  an 
incentive  to  other  groups  toward  analogous 
ventures. 

The  Foundation  calls  upon  every  physi- 
cian to  contribute.  It  makes  no  assessments, 
nor  does  it  ask  for  a stipulated  amount  to 
be  pledged  by  any  one  physician.  It  is  ap- 


preciative of  the  fact  that  some  of  our 
younger  colleagues  now  in  the  process  of 
building  a practice  cannot  contribute  large 
sums.  What  the  institution  asks  is  that  each 
doctor  set  his  own  figure  in  accordance  with 
his  conscience  and  his  annual  income.  The 
immediate  objective  is  not  so  much  in  terms 
of  dollars  as  it  is  in  terms  of  numbers  of 
physicians  who  sign  the  pledge.  The  goal 
is  100  per  cent. 

Dr.  Harold  Morgan,  the  president  of  the 
Nebraska  Medical  Foundation,  rightly  be- 
lieves that  in  order  to  create  enthusiasm  in 
behalf  of  this  project  among  laymen,  its 
founders,  the  medical  profession  itself  must 
show  adequate  support.  This  is  a challenge 
we  accept  in  the  spirit  in  which  it  is  made, 
and  we  feel  that  every  physician  practicing 
in  Nebraska  will  be  proud  to  meet  it  with 
his  signature  on  the  pledge  card. 


SURVEY  OF  PHYSICIAN’S  INCOME 
In  April  the  Office  of  Business  Economics 
of  the  U.  S.  Department  of  Commerce  and 
the  Bureau  of  Medical  Economic  Research 
of  the  American  Medical  Association  started 
a joint  survey  of  physicians’  income.  Or- 
iginally the  survey  was  to  be  conducted  by 
the  Department  of  Commerce  alone,  but  the 
Board  of  Trustees  of  the  American  Medical 
Association  interested  as  it  logically  is  in  the 
results  authorized  the  Bureau  of  Medical 
Economic  Research  to  take  an  active  part 
in  the  project.  Dr.  Frank  Dickinson,  the 
Director  of  the  AMA  Bureau,  informs  us 
that  this  is  a most  important  undertaking 
requiring  the  honest  cooperation  of  every 
medical  graduate  in  the  United  States.  Simi- 
lar joint  surveys  have  already  been  com- 
pleted by  the  Commerce  Department  with 
the  American  Bar  and  the  American  Dental 
Associations.  There  is  no  relation  what- 
ever, we  are  assured,  between  this  survey 
and  the  U.  S.  Bureau  of  Internal  Revenue. 
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In  fact  there  is  no  way  by  which  the  De- 
partment of  Commerce  can  obtain  such  in- 
formation from  the  Bureau  of  Internal 
Revenue,  hence  the  necessity  for  the  survey. 

One  hundred  and  twenty-five  thousand 
physicians  will  be  canvassed.  Due  to  tech- 
nical features  of  carrying  on  the  survey 
some  will  receive  short  blanks,  others  long 
ones.  Every  other  physician  in  the  United 
States  will  receive  a form.  All  replies  are 
important.  Dr.  Dickinson  assures  us  that 
recording  of  data  will  be  done  on  IBM  ma- 
chines from  the  questionnaire  which  will  be 
identified  through  a serial  number  only.  The 
envelope  bearing  the  sender’s  code  number 
will  be  destroyed  at  the  time  the  contents 
are  removed. 

Students  of  medical  economics  have  long 
been  suspicious  that  there  is  a good  deal  of 
misrepresentation  on  what  people  actually 
spend  annually  in  physicians’  fees.  Here  is 
an  opportunity  to  arrive  at  a truthful  figure. 
The  vast  majority  of  physicians  derive  their 
income  from  fees  paid  to  them  for  service 
to  their  patients.  The  combined  income  from 
all  such  fees  will  therefore  represent  the 
total  sum  spent  by  all  paying  patients.  This 
figure  should  constitute  the  true  cost  of 
medical  care  as  distinguished  from  the  pop- 
ular definition  embracing  all  expenditures 
incident  to  the  care  of  the  sick  and  injured 
such  as  hospitalization,  drugs  and  appli- 
ances; items  which  make  the  physician’s 
fees  picayunish  by  comparison. 

We  appeal  particularly  to  physicians  with 
smaller  practices  to  send  in  their  replies.  Dr. 
Dickinson  is  of  the  opinion  that  “the  physi- 
cian with  a small  practice  who  does  not  em- 
ploy a bookkeeper  has  been  consistently  un- 
derrepresented in  the  replies  to  all  previous 
surveys  of  physicians’  incomes.’’ 

BOOST  BLUE  SHIELD 

There  is  a unanimous  belief  in  Washing- 
ton that  this  year’s  elections  will  decide 
whether  the  present  system  of  private  med- 
ical practice  will  survive  or  whether  it  will 
be  replaced  by  a system  of  compulsory  tax- 
ation under  federal  control.  It  is  generally 
conceded  by  the  proponents  of  socialization 
that  in  the  event  of  large  scale  progress  by 
the  voluntary  pre-payment  plans,  notably 
Blue  Shield,  the  Administration’s  campaign 
for  compulsory  insurance  will  stand  a poor 
chance  of  success.  The  corollary  is  self-evi- 
dent. 


Every  physician  who  holds  dear  the  prin- 
ciples of  freedom  from  bureaucratic  inter- 
ference will  take  it  upon  himself  to  promote 
the  interests  of  Blue  Cross  - Blue  Shield. 
Those  who  feel  they  have  insufficient  knowl- 
edge of  the  voluntary  plans  will  do  well  to 
acquire  that  information,  and  promptly  so. 
Those  who  maintain  they  have  no  time  to 
“fool  with  medical  politics’’  should  stop  (and 
not  for  too  long,  for  the  time  is  short)  to 
think  things  over  very  carefully.  Medical 
politics  is  not  nearly  as  complicated  as  the 
Washington  variety.  We  understand,  and 
we  hope  it  is  true,  that  it  is  not  yet  too  late, 
though  it  is  very  late. 

The  task  has  gotten  too  strenuous  for 
George  to  do  it  alone  successfully. 

CORRECTION 

In  the  April  issue  of  the  Journal  — the 
Article  entitled  “Gaucher’s  Disease’’,  page 
106  (Staff  Meeting  Children’s  Memorial 
Hospital),  the  sixth  paragraph  — 1st  line 
reads:  “A  splenectomy  was  perfomaed  from 
which  the  patient  made  a satisfactory  recov- 
ery.’’ This  should  read:  A recession  of  the 
right  external  rectus  muscle  was  per- 
formed, etc. — . 


MEDICINE  AND  POLITICS 

The  year  1950  presents  a paradox. 

“Politics  and  medicine  don’t  mix!” 

Statements  like  this  frequently  are  employed  by 
many  doctors  to  justify  their  failure  to  register, 
failure  to  vote  and  failure  to  take  part  in  the  po- 
litical decisions  of  the  local  community,  the  state 
and  the  nation. 

Added  to  this  viewpoint  is  the  indisputable  and 
somewhat  extenuating  fact  that  the  best  doctors 
are  extremely  busy  people,  engaged  in  the  night- 
and-day  task  of  preserving  health  and  saving  life. 

Nevertheless,  this  year  of  decision,  1950,  presents 
American  doctors  with  an  undeniable  paradox:  doc- 
tors either  must  enter  the  political  arena  or  see 
politics  enter  medicine. 

For  this  is  not  just  another  election  year.  It  is 
a year  in  which  medicine  itself  will  be  one  of  the 
big  clay  pigeons  on  the  political  shooting  ranges. 
The  question  of  Compulsory  versus  Voluntary 
Health  Insurance — embodying  the  future  not  only 
of  the  medical  profession  but  of  all  the  American 
people — will  be  one  of  the  principal  issues  in  the 
1950  Congressional  elections. 

It  is  imperative,  therefore,  that  every  doctor  ex- 
ercise his  franchise  this  year — his  right  as  an  in- 
dividual citizen  to  register,  to  vote,  and  to  help  in- 
fluence the  political  direction  of  his  nation. 

Failure  to  do  so,  this  year,  may  mean  the  ulti- 
mate termination  of  his  traditional  medical  fran- 
chise— the  right  to  practice  medicine  according  to 
ethical  professional  and  scientific  standards  — not 
political  standards. 


TRESIDENT’S  TAGE 


YOU 


In  retrospect  thi'ee  hundred  and  sixty-five  days  do  not  give  sufficient 
time  to  one  actively  engaged  in  the  practice  of  medicine  to  complete  the  projects 
inherited  as  incoming  President  of  the  State  Medical  Association  and  those 
originated  during  the  year.  Out  of  this  experience,  however,  he  can  gain 
some  positive  knowledge  and  draw  some  conclusions. 

Although  in  a relatively  short  time  the  Nebraska  State  Medical  Associa- 
tion has  made  great  strides  in  getting  under  way  the  many  projects  under- 
taken during  the  past  two  years,  there  is  still  much  to  be  done.  We  have 
passed  the  planning  and  are  now  in  the  developmental  stage.  Committees  and 
subcommittees  at  the  county  level  have  been  appointed,  and  the  executive 
officers  have  acquainted  all  county  societies  with  the  plans  set  up  by  groups 
of  hard  working  committeemen.  What  is  needed  now  is  action. 

YOU,  the  individual  physician,  must  enlighten  yourself  as  to  what  the 
United  States  is  facing,  the  reasons  why  American  Medicine  is  waging  an  all 
cut  fight  against  pending  or  contemplated  national  and  state  legislation  which 
eventually  would  make  freemen  pawns  of  the  state,  and  see  to  it  that  your  fel- 
low townsmen  are  acquainted  with  the  facts  so  that  all  that  \ve  and  they 
should  be  fighting  for  will  not  be  lost. 

YOU  should  take  a personal  interest  in  maintaining  Nebraska’s  two 
Class  A medical  schools.  Arouse  sympathetic  public  sentiment  in  your  com- 
munity so  that  the  financial  aid  needed  to  keep  these  schools  independent  of 
federal  subsidy  will  be  forthcoming. 

The  American  Medical  Association,  your  state  and  local  societies  cannot  be 
stronger  or  wield  more  influence  than  YOU — the  all  important  link  in  the 
chain — will  generate  in  bringing  to  fruition  the  tasks  ahead. 

It  is  gratifying  to  know  that  a rapidly  increasing  number  of  members  of 
the  Nebraska  State  Medical  Association  have  demonstrated  their  will  to  take 
up  the  cudgel,  and  by  sa  doing  have  accomplished  much  for  YOU.  I am  con- 
fident, because  of  the  interest  already  displayed  by  your  incoming  officers  and 
key.  committees,  that  all  that  has  been  started,  and  more,  will  be  brought  to 
a successful  conclusion.  If  YOU  will  join  the  other  twelve  hundred  members 
of  the  Nebraska  State  Medical  Association  and  lend  a hand,  what  a tremen- 
dous impact  there  will  be  to  the  furtherance  of  our  purposes! 

It  is  an  honor  and  a pleasure  to  have  served  as  President  of  the  Nebras- 
ka State  Medical  Association,  and  I know  that  my  successor  will  have  your 
confidence  and  full  cooperation.  I would  like  to  express  my  deep  apprecia- 
tion to  those  who  have  given  to  me  and  the  Association  so  much  of  their  time 
and  good  counsel. 

Here’s  to  YOU,  who  will  see  to  it  that  the  practice  of  medicine  as  you 
inherited  it  will  be  continued — a service  to  mankind  under  free  enterprise 
and  the  American  way  of  life. 


The  Clinical  Importance  of  Congenital 
Anomalies  of  the  Urinary  Tract" 

EDGAR  BURNS,  M.D. 

Department  of  Urology,  Ochsner  Clinic  and  the 
Division  of  Urology,  Tulane  I’niversity  School  of  Medicine 
New  Orleans,  La. 


Through  a process  of  coordinated  develop- 
ment several  embryologic  cellular  structures 
unite  to  form  a normally  functioning  urinary 
tract.  Failure  to  follow  the  normal  develop- 
mental pattern  during  the  first  few  weeks 
of  embryonic  life  accounts  for  the  various 
types  of  congenital  anomalies  seen  clinically. 
Anomalies  of  position,  number,  form,  blood 
supply  and  structure  are  encountered. 

The  permanent  kidneys  originate  from  the 
metanephric  blastema,  a part  of  the  lateral 
cell  mass  in  the  region  of  the  pelvis,  and  as 
development  continues  they  ascend  and  ro- 
tate until  they  reach  their  normal  position 
in  the  lumbar  area.  This  process  is  usually 
complete  by  the  end  of  the  fifth  month  in 
embryo  at  which  time  the  renal  parenchyma 
is  lateral  and  the  pelvis  medial. 

ANOMALIES  OF  POSITION 

Arrest  in  the  ascent  of  one  or  both  kid- 
neys may  occur  at  any  place  between  the  pel- 
vis and  the  lumbar  area,  leaving  the  kidney 
permanently  in  an  ectopic  position.  Ectopic 
kidneys  are  always  incompletely  rotated. 
The  position  of  the  pelvis,  which  is  anterior 
to  the  parenchyma,  renders  it  incapable  of 
prompt  and  complete  emptying  in  the  major- 
ity of  cases.  Hydronephrosis,  infection  and 
stones  are  encountered  much  more  often  in 
ectopic  than  in  normally  situated  kidneys. 
Patients  with  ectopic  kidneys  commonly 
complain  of  pain,  even  in  the  absence  of  any 
demonstrable  evidence  of  hydronephrosis  or 
other  complicating  factors.  This  in  unques- 
tionably based  upon  intermittent  defective 
drainage  or  possibly  the  abnormal  relation- 
ship of  the  ectopic  kidney  to  the  neighboring 
organs.  An  ectopic  kidney  located  in  the 
pelvic  region  may  interfere  with  gestation. 
It  may  also  be  confused  with  pelvic  tumors 
and  not  infrequ'ently  has  been  removed  be- 
fore being  recognized  as  renal  tissue.  An 
ectopic  kidney  may  be  the  only  kidney  that 
the  individual  has,  a fact  which  emphasizes 
the  importance  of  identifying  the  true 
nature  of  any  mass  of  uncertain  character 
before  it  is  removed. 

♦Read  before  the  Omaha  Midwest  Clinical  Assembly,  Oct.  27, 
1949,  in  Omaha. 
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ANOMALIES  OF  NUMBER 

Congenital  absence  of  one  kidney  is  more 
common  than  is  indicated  by  reports  in  the 
medical  literature.  The  ease  with  which 
studies  of  the  urinary  tract  can  be  carried 
out  and  the  number  of  patients  subjected  to 
routine  examination  at  the  present  time 
show  congenital  absence  of  one  kidney  to  be 
not  an  uncommon  occurrence. 

Duplication  is  one  of  the  commonest 
anomalies  of  the  upper  urinary  tract.  Dupli- 
cation may  inyolve  only  the  pelves  and  upper 
ureters,  although  one  or  both  ureters  may 
be  completely  duplicated.  If  the  ureters 
open  at  their  normal  position  at  the  lateral 
angle  of  the  trigone,  the  anomaly  is  of  no 
clinical  importance.  If,  on  the  other  hand, 
a duplicated  ureter  opens  in  an  ectopic  posi- 
tion, hydronephrosis  of  the  corresponding 
segment  of  the  kidney  will  occur.  If  the 
ectopic  opening  is  into  the  posterior  urethra, 
the  condition  usually  goes  unrecognized 
until  the  hydronephrotic  sac  becomes  infect- 
ed and  even  then  some  of  these  patients  are 
subjected  to  all  sorts  of  procedures  before 
an  accurate  diagnosis  is  made.  If,  on  the 
other  hand,  the  ectopic  opening  is  into  the 
anterior  urethra  or  into  the  vagina,  there  is 
constant  dribbling  of  urine,  which  in  the 
majority  of  cases  will  lead  to  an  early  and 
accurate  diagnosis.  Occasionally,  the  open- 
ing may  be  into  the  rectum,  which  as  a rule 
is  less  readily  recognized. 

ANOMALIES  OF  FORM 

Of  the  anomalies  of  farm,  the  horseshoe 
kidney  is  of  greatest  clinical  importance.  It 
results  from  fusion  of  the  two  kidneys 
across  the  midline  at  about  the  seventh 
week  in  embryo  before  they  ascend  from 
the  pelvis.  The  point  of  fusion  is  usually  at 
the  lower  poles  and  the  isthmus  in  the  ma- 
jority of  cases  is  made  up  of  renal  tissue 
and  only  rarely  is  a fibrous  connection  en- 
countered. Fusion  does  not  prevent  ascent 
of  the  kidneys  although  horseshoe  kidneys 
do  not  usually  rise  as  high  in  the  lumbar 
areas  as  do  normal  kidneys.  Fusion  does, 
however,  prevent  rotation  so  that  the  pelvis 
is  anterior  and  the  calices  point  toward  the 
midline.  Horseshoe  kidneys  produce  symp- 
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toms  referable  to  both  the  urinary  and  gas- 
trointestinal tracts.  The  urinary  symptoms 
are  those  produced  by  hydronephrosis,  in- 
fection and  stone  formation.  Early  recog- 
nition and  prompt  treatment  are  important 
from  the  standpoint  of  preserving  renal  tis- 
sue. The  gastrointestinal  symptoms  are  the 
result  of  pressure  of  the  isthmus  upon  mes- 
enteric vessels  and  nerves.  These  symptoms 
are  usually  of  long  duration  before  their 
cause  is  recognized.  It  would  seem  impor- 
tant, therefore,  to  consider  the  possibility 
of  horseshoe  kidneys  and  to  do  studies  of 
the  urinary  tract  in  patients  with  vague 
abdominal  discomfort  and  without  positive 
gastrointestinal  findings.  Symptoms  are 
promptly  relieved  by  severing  the  isthmus. 

ANOMALIES  OF  BLOOD  SUPPLY 
Anomalies  of  the  blood  supply  to  the  kid- 
neys are  common.  The  blood  supply  of  ec- 
topic kidneys  is  multiple,  follows  no  particu- 
lar pattern  and  is  obtained  from  the  neigh- 
boring vessels.  The  blood  supply  of  horse- 
shoe kidneys  is  extremely  varied,  a fact 
which  emphasizes  the  importance  of  careful 
dissection  in  carrying  out  operative  proce- 
dures. Accessory  arteries  and  veins  are 
commonly  encountered  in  otherwise  normal 
kidneys  and  are  usually  attached  to  the 
upper  and  lower  poles.  Those  at  the  upper 
pole  are  not  important  except  that  they  may 
be  the  source  of  troublesome  bleeding  in 
careless  dissection  of  this  area  during  oper- 
ations upon  the  kidney.  Those  at  the  lower 
pole,  however,  may  compress  the  uretero- 
pelvic  junction  and  act  as  a primary  cause, 
or  more  frequently,  are  associated  with 
other  lesions  in  this  area  in  the  production 
of  hydronephrosis. 

ANOMALIES  OF  STRUCTURE 
Anomalies  of  structure  are  chiefly  of  two 
types:  (1)  polycystic  disease  and  (2)  soli- 
tary cysts.  The  cause  of  polycystic  kidneys 
is  thought  to  be  imperfect  fusion  of  the 
ureteral  bud  with  the  metanephric  blastema. 
A few  think  that  the  cysts  may  be  of  inflam- 
matory origin.  The  disease  is  present  in 
both  kidneys  but  not  necessarily  to  the  same 
degree.  Occasionally,  polycystic  kidneys  are 
accompanied  by  similar  disease  in  the  liver, 
testis,  spleen  and  rarely  in  the  ovaries  and 
epididymes.  The  chief  clinical  importance 
of  polycystic  disease  lies  in  the  fact  that  it 
is  a progressive  and  incurable  disease  and 
is  apparently  hereditary.  The  latter  is  a 
factor  of  importance  regarding  the  advisa- 
bility of  marriage  and  child-bearing  in  this 


group  of  patients.  Polycystic  disease  is 
rarely  diagnosed  in  young  individuals.  It  is 
usually  not  suspected  from  symptoms  until 
late  in  the  third  or  early  in  the  fourth  dec- 
ade of  life.  Symptoms  range  from  a drag- 
ging or  aching  sensation  to  actual  pain. 
Hematuria  not  infrequently  occurs.  The 
general  symptoms  are  those  of  chronic  inter- 
stitial nephritis.  Hypertension  frequently 
occurs  in  the  later  stages  of  the  disease  and 
vascular  accidents  in  that  group  of  patients 
are  common.  The  kidneys  can  be  palpated 
as  large  irregular  masses,  often  extending 
from  the  diaphragm  down  into  the  lower 
abdominal  quadrants.  The  urine  is  dilute; 
it  always  contains  albumin  and  usually  casts 
and  red  blood  cells.  The  diagnosis  is  sus- 
pected from  these  findings  and  confirmed 
by  urograms  which  show  the  characteristic 
pyelographic  pattern.  The  treatment  in  the 
majority  of  cases  is  that  of  chronic  Bright’s 
disease.  Surgical  intervention  may  be  justi- 
fied under  three  conditions.  First,  in  a care- 
fully selected  group  of  patients  exposure  of 
the  kidney  and  puncture  of  all  available 
cysts  after  the  method  of  Rovsing  is  war- 
ranted. The  purpose  of  this  procedure  is  to 
reduce  pressure  on  whatever  remains  of  nor- 
mal renal  tissue  and  to  relieve  pain.  The 
chief  danger  of  the  operation  is  hemorrhage, 
but  if  the  coagulating  electrode  is  used  to 
puncture  the  cysts,  this  danger  • is  largely 
avoided.  We  have  done  this  in  a few  pa- 
tients without  complications.  The  size  of  the 
renal  mass  was  reduced  in  some  patients  as 
much  as  50  per  cent  and  the  relief  of  symp- 
toms seemed  to  justify  the  procedure.  Sec- 
ondly, operation  is  indicated  if,  as  a result 
of  strain  or  slight  trauma,  superficial  cysts 
rupture  with  the  formation  of  a large  peri- 
renal hematoma.  Finally,  the  cysts  may 
become  infected  and  rupture  into  the  peri- 
renal space  with  the  production  of  a perire- 
nal abscess.  The  kidney,  except  for  unusual 
reasons,  should  not  be  removed.  The 
majority  of  these  patients  die  of  renal  fail- 
ure, vascular  accidents  or  both  by  the  time 
they  reach  the  age  of  55  years  although  a 
few  may  live  a normal  span  of  life. 

Solitary  cysts  are  usually  unilateral.  They 
are  located  chiefly  at  the  two  poles  but  may 
be  centrally  situated.  Their  cause  is  un- 
known. HeplerU)  produced  single  cysts  of 
the  kidney  in  rabbits  by  fulgurating  the 
renal  papillae  and  ligating  a branch  of  the 
renal  vein ; his  experiments  suggest  that 
these  may  be  retention  urinary  cysts.  They 
are  usually  symptomless  unless  large  enough 
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to  produce  pain  by  dragging  on  the  renal 
pedicle.  The  diagnosis  is  based  upon  roent- 
genographic  study  of  the  urinary  tract.  A 
soft  tissue  shadow  can  usually  be  seen  in 
plain  roentgenograms  and  the  pyelogram 
shows  elongation  and  distortion  of  the  ad- 
joining calices.  The  chief  importance  of 
solitary  cysts  lies  in  their  differentiation 
from  neoplasms  of  the  renal  cortex.  Differ- 
ential diagnosis  between  the  two  is  not  often 
easy,  as  they  are  both  found  in  the  same  age 
group  and  produce  the  same  disturbance  of 
the  pyelographic  pattern. 

Two  forms  of  treatment  of  solitary  cysts 
of  the  kidneys  are  recognized.  First,  in  a 
few  carefully  selected  cases  aspiration, 
which  is  both  diagnostic  and  therapeutic,  is 
indicated.  It  should  be  emphasized,  how- 
ever, that  aspiration  should  be  confined  to 
those  patients  in  whom  one  can  be  quite  cer- 
tain that  neoplasm  does  not  exist,  and  who, 
for  one  reason  or  another,  are  not  candi- 
dates for  open  surgical  procedures.  The 
other  method  is  surgical  exposure  of  the 
kidney  in  order  to  differentiate  definitely 
between  tumor  and  cyst  and  to  remove  the 
cyst,  which  can  usually  be  accomplished 
without  sacrificing  the  kidney.  Large,  cen- 
trally located  cysts  sometimes  require  neph- 
rectomy. 

Another,  anomaly  of  structure  is  congeni- 
tal hypoplasia.  Hypoplastic  kidneys  have  a 
thin,  cicatricial  cortex  and  are  not  of  any 
functional  value.  They  do  not  produce  symp- 
toms unless  they  become  infected  in  which 
case  they  should  be  removed.  Their  chief 
importance  lies  in  their  recognition.  If  the 
opposite  kidney  should  become  diseased,  it 
must  be  treated  conservatively  regardless  of 
the  nature  of  the  lesion. 

CONGENITAL  OBSTRUCTIVE  LESIONS 

Congenital  obstructive  lesions  are  found 
at  the  ureteropelvic  and  ureterovesical  junc- 
tions, occasionally  in  the  body  of  the  ureter, 
and  at  the  neck  of  the  bladder  in  both  male 
and  female.  Dilatation  of  the  urinary  tract 
above  the  point  of  obstruction  produces  re- 
tention of  urine,  and  incident  to  that,  infec- 
tion and  varying  degrees  of  reduced  renal 
function.  Residual  urine  and  infection  consti- 
tute favorable  conditions  for  the  develop- 
ment of  stones,  which  is  not  an  uncommon 
complication  in  this  group  of  cases.  Con- 
genital obstructions  at  the  ureteropelvic 
junction  are  of  three  general  types:  (1)  high 
insertion  of  the  ureter  above  the  most  de- 
pendent portion  of  the  pelvis,  preventing 


prompt  and  complete  emptying,  (2)  narrow 
uj-eteropelvic  junction  with  or  without 
valves  and  (3)  aberrant  blood  vessels  run- 
ning across  to  the  lower  pole  of  the  kidney 
and  compressing  this  area.  Congenital  fi- 
brous bands  may  also  accompany  the  aber- 
rant vessels  or  in  some  cases  may  be  an  inde- 
pendent contributing  factor.  Any  combina- 
tion of  these  anomalies  may  occur  in  a single 
patient. 

Obstructions  at  the  ureteropelvic  junction 
of  clincal  importance  may  occasionally  be 
encountered  in  children.  In  the  majority  of 
cases,  however,  there  are  not  enough  abnor- 
mal changes  in  the  kidney  to  produce  symp- 
toms before  young  adult  life.  Pain  in  the 
renal  area,  chills  and  fever,  and  persistent 
urinary  infection  are  the  usual  signs  and 
symptoms  which  lead  to  investigation.  An 
adequate  examination  of  the  urinary  tract 
will  determine  the  nature  of  the  lesion, 
whether  or  not  it  is  bilateral  and  any  other 
associated  lesions  that  may  be  present.  If 
the  obstruction  is  unilateral,  the  diagnostic 
procedures  should  be  directed  toward  de- 
termination of  whether  or  not  the  kidney 
possesses  enough  function  to  permit  per- 
formance of  a conservative  procedure.  As  a 
general  rule,  if  the  affected  kidney  possesses 
less  than  25  per  cent  of  its  function,  the 
other  kidney  has  usually  undergone  com- 
pensatory hypertrophy  and  nephrectomy 
will  be  required.  Final  decision,  however, 
cannot  always  be  made  until  the  kidney  is 
exposed  at  the  operating  table.  Border-line 
cases  in  young  individuals  should  perhaps 
be  given  the  advantage  of  a conservative 
operative  trial.  Secondary  nephrectomy  in 
such  cases  is  better  than  primary  removal  of 
a kidney  which  might  prove  to  have  some 
functional  value.  The  various  operative 
technics  by  which  plastic  repair  of  the  ure- 
teropelvic junction  may  be  accomplished  are 
fully  described  in  the  literature.  No  single 
procedure  is  applicable  to  all  cases  and  it  is 
often  necessary  to  combine  two  or  more 
methods  in  the  successful  repair  of  an  indi- 
vidual case. 

The  clinical  importance  of  bilateral  ob- 
structions at  the  ureteropelvic  junction 
needs  no  emphasis.  The  majority  of  such 
patients  who  have  come  under  our  care  have 
already  suffered  considerable  loss  of  renal 
function  and  the  condition  is  usually  compli- 
cated by  infection.  In  the  treatment  of  such 
patients  the  side  having  the  greatest 
amount  of  renal  damage  should  be  operated 
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upon  first  and  the  second  side  operated  upon 
without  unusual  delay,  preferably  within 
the  first  three  months.  Once  the  obstruc- 
tion on  one  side  is  relieved,  the  function  of 
the  opposite  kidney  fails  at  a more  rapid 
rate  and  if  left  untreated  will  become  a func- 
tionless, hydronephrotic  or  pyonephrotic  sac. 

Of  the  congenital  obstructive  lesions  of 
the  ureter  those  at  the  ureterovesical  junc- 
tion are  second  in  frequency  of  occurrence. 
These  are  of  two  general  types.  The  first 
consists  in  narrowing  of  the  ureteral  orifice 
involving  the  mucosa  only,  the  orifice  being 
frequently  little  more  than  a pinpoint  open- 
ing. The  resistance  to  pressure  generated 
by  ureteral  peristalsis  produces  a ballooning 
out  of  the  mucosa  at  this  area,  commonly 
referred  to  as  intravesical  cyst  of  the  ureter 
or  ureterocele.  The  amount  of  dilatation  of 
the  ureter  and  kidney  above  is  proportional 
to  the  degree  of  obstruction  at  the  ureteral 
orifice.  On  cystoscopic  obseiwation,  the 
cyst  is  seen  to  fill  when  ureteral  peristalsis 
expels  urine  into  its  cavity  and  empties  and 
disappears  with  ureteral  diastole.  The  ure- 
terocele may  be  large  enough  to  obstruct  the 
internal  vesical  orifice  and  produce  acute 
retention  of  urine  and  occasionally  in  the 
female  it  may  be  extruded  through  the  ure- 
thra. Most  patients  are  treated  simply  by 
transurethral  resection  of  the  mucosal  wall 
of  the  cyst.  In  children  with  small  urethras 
and  especially  if  the  ureterocele  is  extremely 
large  suprapubic  excision  may  be  necessary. 

The  second  and  perhaps  less  common  type 
of  congenital  obstruction  of  the  ureter  at  the 
ureterovesical  junction  involves  the  entire 
intramural  portion.  This  type  in  our  experi- 
ence has  been  encountered  entirely  in  chil- 
dren, is  more  often  bilateral  and  is  associ- 
ated with  pronounced  dilatation  of  the  upper 
urinary  tract.  There  are  three  methods  by 
which  this  lesion  can  be  treated.  The  first 
is  cystoscopic  ureteral  dilatation,  which 
from  our  standpoint  is  unsatisfactory.  The 
urethra  in  these  small  children  will,  as  a 
rule,  not  accommodate  instruments  of  suffi- 
cient size  to  make  any  real  impression  upon 
the  obstruction,  general  anesthesia  is  re- 
! , quired  and  treatment  has  to  be  given  at  too 
frequent  intervals  to  be  practical.  The  sec- 
ond method  consists  in  freeing  the  bladder 
posteriorly,  exposing  the  ureters  at  the  en- 
trance into  the  wall  of  the  bladder,  severing 
the  ureters  at  this  point  and  reimplanting 
them  into  the  bladder.  A third  method  is 
ureteral  meatotomy,  which  may  be  done 


transurethrally  if  the  size  of  the  child’s 
urethra  is  large  eonugh  to  accommodate  an 
operating  type  of  child  cystoscope.  Other- 
wise, the  operation  should  be  performed 
through  the  open  bladder.  An  incision  is 
made  from  the  orifice  through  the  strictured 
area  and  the  ureteral  mucosa  sutured  to  the 
bladder  mucosa  after  which  ureteral  cathe- 
ters are  left  in  place  for  a period  of  five  to 
seven  days.  This  method,  in  our  hands,  has 
been  quite  satisfactory. 

It  should  be  recognized  that  obstruction 
at  the  neck  of  the  bladder  is  not  an  uncom- 
monly associated  lesion.  Preoperative 
studies  should  include  a careful  examination 
for  residual  urine  as  well  as  endoscopic  ex- 
amination of  the  neck  of  the  bladder.  Any 
obstruction  at  this  area  should  be  removed 
to  prevent  further  damage  to  the  upper 
urinary  tract.  It  is  a common  observation 
that  a severely  dilated  upper  urinary  tract 
in  these  patients  rarely  returns  to  normal 
after  the  obstruction  has  been  removed.  On 
the  other  hand,  the  urine  can  usually  be 
rendered  sterile  and  further  loss  of  renal 
function  prevented.  Congenital  obstructive 
lesions  at  the  neck  of  the  bladder  are  due  to 
elevation  of  the  posterior  internal  sphinc- 
teric  area  simulating  a prostatic  bar  in 
adults,  contracture  of  the  internal  vesical 
orifice,  congenital  prostatic  valves,  and  rare- 
ly hypertrophy  of  the  prostatic  lobes.  The 
symptoms  in  these  cases  follow  the  pattern 
of  those  produced  by  obstruction  of  the  neck 
of  the  bladder  in  older  men,  that  is,  fre- 
quency, difficulty,  straining  and  finally  acute 
urinary  retention.  Apparently  earlier  and 
more  progressive  dilatation  of  the  urinary 
tract  is  observed  in  children  than  in  adults. 
The  residual  urine  predisposes  to  infection 
and  once  infection  occurs  it  is  persistent  and 
increases  the  rapidity  with  which  the  renal 
function  is  destroyed.  These  factors  em- 
phasize the  importance  of  early  recognition 
and  removal  of  obstruction  of  the  neck  of  the 
bladder  in  children. 

Operative  removal  of  obstructions  at  the 
neck  of  the  bladder  in  children  may  be  ac- 
complished by  one  of  two  methods.  Trans- 
urethral resection,  in  the  majority  of  cases, 
will  be  found  satisfactory.  In  a selected 
group  of  children  with  small  urethras,  which 
would  be  severely  traumatized  by  trans- 
urethral procedures,  we  have  been  able  to 
remove  the  obstruction  easily  through  a 
modified  retropubic  approach.  Patients 
whose  upper  urinary  tract  is  decopipensated 
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and  in  whom  prolonged  drainage  is  desirable 
should  be  treated  by  open  excision  of  the  ob- 
struction and  a suprapubic  cystostomy  tube 
should  be  left  in  place  for  prolonged  drain- 
age in  order  to  allow  the  kidneys  the  maxi- 
mum opportunity  to  regain  their  function. 

EXSTROPHY  OF  THE  BLADDER 

Exstrophy  is  a common  and  important 
anomaly  the  cause  of  which  is  unknown.  The 
anterior  wall  of  the  bladder  and  overlying 
abdominal  wall  are  absent;  this  allows  the 
trigone  and  whatever  remains  of  the  poste- 
rior wall  of  the  bladder  to  bulge  forward 
and  rest  on  the  surface  at  the  level  of  the 
symphysis.  It  appears  as  a red  irregular 
mass  covered  with  mucosa  and  the  ureteric 
orifices  can  be  clearly  seen  ejecting  rhythmic 
spurts  of  urine.  The  lower  ends  of  the  rectus 
muscles  with  their  sheath  are  widely  sepa- 
rated, leaving  only  the  peritoneum  and  a 
thin  layer  of  intervening  fascia  between  the 
bladder  and  the  peritoneal  cavity.  The 
symphysis  and  pubic  rami  are  absent.  The 
external  genitalia  are  altered  in  both  sexes 
and  there  is  complete  absence  of  the  vesical 
sphincter.  In  the  male  the  testes  are  fre- 
quently undescended  and  in  the  female  the 
labia  appear  as  folds  of  skin  on  either  side 
and  do  not  unite.  The  clitoris  is  bifid.  The 
vagina  appears  as  a small,  shallow  depres- 
sion and  there  is  often  a double  uterus.  The 
skin  of  the  surrounding  area  is  excoriated 
by  the  constant  dribbling  of  urine  and  there 
is  a disagreeable  ammoniacal  odor.  The  di- 
agnosis is  obvious  at  a glance. 

Complete  absence  of  the  vesical  sphincter 
precludes  any  possibility  of  constructing  the 
anterior  wall  of  the  bladder  and  urethra  with 
restoration  of  normal  urinary  function. 
Numerous  attempts  at  such  procedures  have 
been  made  but  they  have  all  resulted  in  com- 
plete failure.  Transplantation  of  the  ureters 
into  the  rectosigmoid  is  the  only  treatment 
that  has  given  any  degree  of  satisfaction. 
The  rectum  develops  a remarkable  tolerance 
to  urine  and  these  patients  are  usually  able 
to  hold  the  urine  for  normal  intervals  with- 
out discomfort. 

The  two  complications  of  importance  are 
(1)  dilatation  of  the  ureters  and  kidneys  as 
a result  of  constricting  scar  tissue  at  the  site 
of  anastomosis  and  (2)  infection  and  stone 
formation  secondary  to  residual  urine  in  the 
kidneys.  Improved  operative  technics  have 
decreased  the  danger  of  a constricted  anas- 
tomosis and  the  currently  available  chemo- 
therapeutic agents  have  minimized  the 
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complications  caused  by  infection.  After 
the  patient  has  completely  recovered  from 
the  ureterosigmoidostomy,  the  bladder  is  re- 
moved, the  hernia  repaired  and  the  denuded 
area  covered  with  a skin  graft.  The  epi- 
spadias is  repaired  at  the  same  time;  this 
is  of  importance  in  males  as  regards  repro- 
duction. As  to  the  time  that  operation 
should  be  performed  we  agree  with  Hig- 
gins^^)  and  others  that  better  results  will 
most  likely  be  obtained  if  done  within  the 
first  year  of  life.  The  operation  is  easily 
performed.  These  infants  stand  the  pro- 
cedure well  and  during  the  first  year  the 
flora  of  bacteria  in  the  bowel  is  less  varied 
and  pathologic. 

HYPOSPADIAS 

Hypospadias  is  characterized  by  a con- 
genital defect  in  the  anterior  part  of  the 
urethra,  the  ectopic  opening  being  posterior 
to  the  normal  position  of  the  meatus.  Three 
general  types  are  recognized:  (1)  glandular, 
which  is  located  about  the  level  of  the 
frenum,  (2)  penile,  which  may  be  anywhere 
from  this  point  to  the  penoscrotal  junction 
and  (3)  scrotoperineal.  The  glandular  type 
is  not  of  clinical  importance  unless  the  ori- 
fice is  stenosed  enough  to  make  urination 
difficult.  In  such  cases  dilation  of  the  meatus 
is  the  only  treatment  indicated.  Treatment 
of  the  other  t3T)es  is  surgical  and  involves 
two  problems.  First,  there  is  usually  a 
ventral  deformity  of  the  penis  produced  by 
a band  of  fibrous  tissue  acting  like  a bow 
string.  The  first  step  is  correction  of  this 
deformity  by  removal  of  these  bands.  The 
second  problem  is  to  construct  the  anterior 
urethra.  This  is  accomplished  by  one  of 
the  various  plastic  surgical  procedures  now 
in  common  use.  At  the  present  time  we  are 
using  the  one  devised  by  Mr.  Denis 
Browne^^>  of  the  Hospital  for  Sick  Children 
in  London.  It  seems  to  us  simpler  and  more 
satisfactory  than  any  of  the  others.  After 
the  straightening  operation  is  done,  this  is 
a one-stage  procedure  and  the  majority  of 
these  patients  are  out  of  the  hospital  with- 
in two  weeks. 

EPISPADIAS 

Epispadias  is  a rare  congenital  anomaly 
seen  more  often  in  men  than  in  women  in 
which  the  urethra  lies  aboVe  the  corpora 
cavernosa.  The  meatus  may  be  at  any  point 
posterior  to  its  normal  termination.  The 
cause  is  unknown.  The  disturbances  of 
urinary  and  generative  function  are  in  pro- 
portion to  the  severity  of  the  lesion.  In  the 
complete  type  there  is  partial  or  total  in- 
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continence  of  urine  and  there  may  be  some 
degree  of  exstrophy  of  the  bladder. 

Minor  degrees  of  epispadias  may  be  re- 
paired along  the  same  surgical  principles 
utilized  in  constructing  the  urethra  in  hypo- 
spadias. Severe  degrees  of  epispadias  with 
incontinence  of  urine  present  a much  more 
difficult  problem.  Plastic  procedures  on  the 
neck  of  the  bladder  may  cure  the  inconti- 
nence in  some  patients;  if  this  is  unsuccess- 
ful the  ureters  should  be  transplanted  into 
the  sigmoid. 


In  conclusion,  the  frequency  with  which 
one  congenital  lesion  is  associated  with  an- 
other serves  to  emphasize  the  importance  of 
studying  the  urinary  tract  in  patients  who 
are  admitted  for  the  treatment  of  such  ob- 
vious lesions  as  undescended  testes,  cleft 
palates  and  club  feet. 
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Carcinoma  of  Cervix  Uteri, 
Evaluation  of  Radiation  Therapy* 

HOWARD  B.  HUNT,  M.D.,  and  ROBERT  .M.  COLEMAN,  M.D. 
l^niversity  of  Nebraska  and  Nebraska  Methodist  Hospitals 


We  propose  to  review  a series  of  323  con- 
secutive unselected  cases  of  carcinoma  of 
the  cervix  uteri  treated  by  us  between  1931 
and  1944  at  the  University  of  Nebraska  and 
at  the  Nebraska  Methodist  Hospital  for 
evaluation  of  various  factors  relevant  to  re- 
sponse from  radiation  therapy.  Since  1944 
an  additional  200  cases  have  been  treated, 
but  data  on  five  year  follow-up  are  not  yet 
available.  Of  the  323  cases,  313,  or  97  per- 
cent were  followed  five  years  or  more.  Sur- 
vivals have  been  expressed  in  terms  of  ab- 
solute percentages,  counting  only  known 
survivors  without  regard  to  status  of  the 
carcinoma.  About  10  percent  of  survivors 
succumbed  to  their  disease  during  the  sub- 
sequent five  years.  All  lost  cases  and  cases 
dead  from  causes  other  than  cancer,  as  well 
as  dead  from  cancer,  have  been  counted  as 
nonsurvivors. 

The  case  material  divides  itself  roughly 
into  four  groups,  three  drawn  from  the  Uni- 
versity of  Nebraska  Hospital  and  one  from 
the  Nebraska  Methodist  Hospital.  The  char- 
ity group  at  the  University  Hospital  com- 
prises (1),  73  relatively  advanced  cases 
treated  by  radiqm  alone  from  1931  through 
1936,  (2),  a group  of  121  earlier  cases  treat- 
ed by  combined  radium  and  roentgen  irradi- 
ation from  1937  through  1941,  and  (3)  an 
older  and  more  advanced  group  of  cases 
similarly  treated  during  the  war  years,  1942- 
1944.  The  fourth  group  comprised  69  pa- 
tients seen  in  private  practice  primarily 
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from  1937  through  1944.  We  have  endeav- 
ored to  analyze  the  varying  levels  of  re- 
sponse in  these  different  groups  from  the 
standpoint  of  methods  of  treatment,  stage 
of  disease,  and  various  other  aspects. 

Figure  I shows  a graphic  analysis  of  cases 
treated  at  the  University  Hospital.  The 
relatively  low  five  year  survival  rate  of  20.5 
percent  attained  in  the  1931-36  group  seems 
attributable  to  two  factors.  First,  there 
were  relatively  few  early  cases,  only  one  out 
of  73  cases  being  listed  as  stage  I.  Further- 
more, the  five  year  survivals  for  stages  II 
and  HI  were  disproportionately  low,  which 
is  attributable  to  delivery  of  insufficient 
peripheral  dosage  for  control  of  the  outlying 
extensions  of  disease  by  radium  alone. 

The  percentage  of  five  year  survivals  at- 
tained during  1937-1941,  when  high  voltage 
roentgen  radiation  was  combined  with  ra- 
dium therapy,  increased  from  20.5  percent 
to  42.1  percent.  During  this  latter  period 
the  case  material  was  more  favorable,  the 
percentage  of  stage  IV  having  reduced  from 
27.4  percent  to  about  17.4  percent  with  a 
relative  increase  in  stage  I cases  from  1.4 
percent  to  6.6  percent.  It  is  also  quite  sig- 
nificant that  five  year  survivals  for  the 
stage  I and  II  cases  increased  from  36.8  per- 
cent upward  to  over  60  percent  and  that  the 
stage  HI  survivals  increased  from  23.5  per- 
cent to  40.7  percent,  or  nearly  doubled. 
These  improved  five  year  survival  rates  are 
attributed  primarily  to  the  peripheral  radia- 
tion added  by  high  voltage  roentgen  rays. 
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The  University  Hospital  cases  treated 
during  the  war  time  period,  1942-1944, 
showed  a disturbing  deterioration  of  total  five 
year  survival  rate  from  42.1  down  to  31.6 
percent.  There  was  relatively  little  modifi- 
cation of  the  radium  and  roentgen  therapy 
delivered  during  this  time.  The  paramet- 
rial  radiation  delivered  by  roentgen  rays 
was  reduced  slightly,  while  there  was  a 


in  the  application  of  roentgen  and  radium 
therapy.  It  is  seen  that  17.4  percent  of  this 
group  are  stage  I cases  and  only  8.7  percent 
are  stage  IV  cases.  On  the  other  hand,  the 
five  year  survival  rate  in  the  private  prac- 
tice group  is  higher  at  all  stages  of  disease 
than  in  the  non-pay  group.  We  believe 
these  better  results  are  related  to  more  in- 
dividualization in  the  administration  of 
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Fig.  1.  Comparative  response  of  carcinoma  of  cervix  to 
ment  and  status  of  patient. 

slight  increase  in  radium  dosage.  The  pri- 
mary cause  for  deterioration  of  results  dur- 
ing this  war  time  period  is  found  in  the  re- 
curringly  high  percentage  of  stage  IV  cas- 
es, which  rose  from  17.4  up  to  30  percent  of 
cases  seen.  Furthermore,  it  is  noted  that  the 
average  age  of  patients  rose  from  48.7  to 
51.8  years.  The  general  health  and  stamina 
of  patients  receiving  charity  during  this 
period  fell  to  a lower  level  of  competence 
since  nearly  anyone  could  qualify  for  some 
war  time  job. 

The  private  case  group  of  69  cases  yielded 
an  absolute  five  year  survival  rate  of  66.7 
percent.  This  particularly  improved  re- 
sponse is  attributable  to  more  favorable 
case  material  and  greater  individualization 


radiation  therapy  according  to  stage  of  disease,  method  of  treat- 

roentgen  rays  and  particularly  in  the  place- 
ment of  radium  sources  in  keeping  with  the 
distribution  of  disease,  and  adjustment  of 
dosage  in  accordance  with  the  patient’s  age, 
health  and  general  tolerance  of  radiation. 
The  earlier  stage  of  disease  is  met  in  the 
private  practice  group  is  attributable  to  the 
intelligence  and  initiative  of  the  patient  in 
seeking  medical  advice,  as  well  as  to  the 
alertness  and  sense  of  responsibility  in  the 
private  practitioner. 

Individualization  is  essential  in  the  effi- 
cient application  of  roentgen  and  radium 
therapy  to  carcinoma  of  the  cervix.  A dis- 
criminating clinical  examination  relevant  to 
the  extent  of  disease,  individual  pelvic  anat- 
omy and  general  tolerance  of  the  patient  is 
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essential  for  evaluation  of  the  specific  prob- 
lem and  planning  of  the  individual  treat- 
ment. There  are  certain  general  principles 
applicable  to  all  cases,  but  no  routine  of  dos- 
age and  placement  of  radiation  sources  will 
properly  irradiate  all  cases.  Individualiza- 
tion of  therapy  is  indicated  in  keeping  with 
variations  in  the  disease  and  in  the  patient. 
The  plan  and  distribution  of  irradiation 
must  be  adapted  according  to  the  exophytic 


as  well  as  by  such  complications  as  anemia, 
hemorrhage  and  infection.  Obesity  not  on- 
ly reduces  the  effective  depth  dosage  de- 
livered by  roentgen  rays,  but  lowers  skin 
tolerance  to  radiation. 

Homogeneity  of  irradiation  is  most  satis- 
factorily attained  by  the  combined  applica- 
tion of  high  voltage  roentgen  therapy  to  the 
parametrial  areas  and  lateral  pelvic  wall  and 
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3.  BLADDER,  or 

4.  VAGINA.  ENTIRE 
LENGTH.  OR 

5.  PERINEUM  AND  GROIN. of 

6.  PERITONEUM.  OR 
7 DISTANT  REGIONS. 


Fig.  2.  Classification  of  carcinoma  of  cervix  uteri  by  stage  according  to  League  of  Nations  and  Schmitz  systems. 


or  infiltrative  nature  of  the  lesion,  differ- 
ing distributions  of  the  disease  along  the 
vagina  or  into  the  parametria,  distortions 
by  previous  surgery,  and  individual  varia- 
tions in  the  pelvic  anatomy  and  spaciousness 
of  the  vaginal  vault.  Total  dosage  of  radia- 
tion will  be  modified  by  all  these  factors  and 
also  by  individual  variations  in  tolerance  of 
radiation  as  related  to  age,  general  health, 
nutrition  and  mental  attitude  of  the  patient, 


by  the  application  of  multiple  radium  sourc- 
es along  the  cervical  and  uterine  canals  and 
across  the  vaginal  vault.  Failure  to  control 
carcinoma  of  the  cervix  uteri  most  com- 
monly results  from  falling  off  of  peripheral 
dosage  to  below  the  cancerocidal  level.  There 
are  various  means  whereby  the  dosage  de- 
livered to  the  outlying  parametrial  regions 
and  nodes  along  the  lateral  pelvic  wall  can 
be  increased,  such  as  by  direction  of  roent- 
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gen  rays  to  those  regions  primarily  and  the 
placement  of  radium  as  far  laterally  in  the 
fornices  as  possible,  (and  yet  at  a distance 
of  8 or  more  millimeters  from  the  mucosal 
surface).  The  introduction  of  radium  needles 
interstitially  through  the  parametrial  areas 
will  effectively  raise  the  dosage  level 
through  those  regions,  but  the  higher  inci- 
dence of  complications  causes  us  to  limit 
this  method  to  cases  with  persisting  pal- 
pable parametrial  masses.  Obliquely  direct- 
ed transvaginal  X-ray  therapy  has  limited 
usefulness  in  increasing  parametrial  dosage. 

Preliminary  determination  of  the  extent 
of  the  disease,  width  of  the  vaginal  vault 
and  establishment  of  patency,  direction  and 
length  of  the  uterine  canal  is  done  prepara- 
tory to  the  planning  and  preparation  of  ra- 
dium applicators.  Width  of  the  vaginal  vault 
is  measurable  by  a modified  DeLee  internal 
pelvimeter,  thereby  indicating  the  size,  num- 
ber and  distribution  of  applicators  required. 
Such  prior  selection  and  preparation  of  in- 
dividualized applicators  expedites  the  intro- 
duction of  radium  and  reduces  the  exposure 
of  personnel  incident  to  the  loading  and 
application  of  radium.  The  cervix  should 
be  dilated  to  adequate  diameter  and  a reten- 
tion catheter  placed  before  radium  is  re- 
moved from  its  shield  and  brought  to  the 
operating  table.  The  desirability  for  exclud- 
ing all  unnecessary  exposure  to  radium  is 
convincingly  emphasized  by  a Geiger  coun- 
ter in  the  vicinity  of  operation. 

Anteroposterior  and  lateral  radiographic 
studies  show  the  placement  of  radium  sourc- 
es, thereby  indicating  inadequacies  in  irra- 
diation of  the  cancer,  as  well  as  possible  de- 
leterious over-irradiation  of  the  rectum  and 
bladder  and  other  uninvolved  areas.  Frac- 
tionation permits  compensatory  adjustments 
in  the  distribution  of  radium  at  subsequent 
applications.  The  proposed  course  of  ther- 
apy is  modified  also  by  unanticipated  compli- 
cations and  variations  in  response  of  the 
lesion  to  therapy.  For  example,  the  un- 
yielding persistence  of  an  exophytic  tumor, 
a parametrial  mass  or  an  outlying  vaginal 
implant  may  require  additional  irradiation 
by  interstitial  radium,  transvaginal  roent- 
gen therapy  or  even  reconsideration  of  the 
entire  radiotherapeutic  program. 

Evaluation  of  special  radiotherapeutic 
methods  is  aided  by  comparison  of  results 
obtained  by  conventional  200  kilovolt  roent- 
gen ray  and  individualized  radium  therapy 
with  suiwival  rates  reported  by  proponents 


of  certain  of  these  newer  and  more  unusual 


therapeutic  procedures. 

Transvaginal  and  External  X-ray,  Survivals 

Caulk,  1949 35  % 5 yr.  Abs. 

800  Kv.  X-ray  and  Radium, 

Schmitz,  1948  43.4%  5 yr.  Rel. 

Interstitial  Radium  and  X-ray, 

Waterman,  1947 44.4%  5 yr.  Rel. 


Each  of  these  various  special  radiothera- 
peutic procedures  enumerated  above  does 
provide  advantages  in  individually  selected 
cases,  however,  the  over-all  survival  rates 
do  not  surpass  those  achieved  through  more 
conventional  application  of  X-ray  and  ra- 
dium therapy,  as  listed  below.  Chronological 
improvements  have  been  entered  as  indices 
of  progress: 


Methods 
Radium  alone 
Radium,  200  Kv.  X-ray 
Radium  alone 
Radium  and  X-ray 
Radium  and  X-ray 
Radium  and  X-ray 
Radium  alone 
Radium  and  X-ray 
Radium  and  X-ray 


Author 

Dresser,  Mass. 
Dresser,  Mass. 
Heyman,  Sweden 
Heyman,  Sweden, 
Lampe,  Mich. 
Lampe,  Mich. 
Hunt,  free  cases 
Hunt,  free  cases 
Hunt,  private  cases 


Year  Surv.  Abs. 
1924-28  25  % 5 yr. 
1934-38  46  % 5 yr. 
1914-31  21.6%  5 yr. 
1932-41  39.9%  5 yr. 
1932  23.2%  5 yr. 

1938  48.8%  5 yr. 

1931- 36  20.5%  5 yr. 
1937-41  42.1%  5 yr. 

1932- 44  66.7%  5 yr. 


The  best  surgical  statistics  based  on 
League  of  Nations  stage  I and  II  cases  do 
not  surpass  nor  equal  the  results  of  radia- 
tion therapy  in  comparable  stages.  This 
conclusion  is  supported  by  the  statistical 
facts  presented  below : 


Method,  Author 
Radium  and  X-ray 
Lampe.  1947 

Radium  and  X-ray,  69  private  cases 
Hunt,  1950 

Radical  panhysterectomy 
Bonney,  1941 

Panhysterectomy  and  node  resection 
Meigs,  1949 


Stage 

Survivals 

I.  Mich. 

87%  5 

yr. 

II.  Mich. 

62%  5 

yr. 

Ill,  Mich. 

56%  5 

yr. 

I,  Smtz. 

91%  5 

yr. 

II.  Smtz. 

78%  5 

yr. 

Ill,  Smtz. 

56%  5 

yr. 

All  cases 

25%  5 

yr. 

Operable 

41%  5 

yr. 

Selected  | 
Early  J 

77%  3 

yr. 

Mon’is  and  Meigs  in  their  most  recent 
publication  (1950),  state  as  follows:  “The 

value  of  radiation  has  been  proved  and  this 
should  be  the  treatment  for  cancer  of  the 
cervix,  except  in  institutions  equipped  for 
investigative  radical  surgery.  We  deplore 
the  number  of  total  hysterectomies  being 
done  under  the  guise  of  the  radical  opera- 
tion for  cancer  of  the  cervix.”  Few  sur- 
geons are  qualified  to  properly  execute  a 
radical  panhysterectomy  and  extensive  re- 
section of  nodes  with  maintenance  of  a low 
mortality  and  avoidance  of  serious  compli- 
cations. Much  harm  results  from  the  per- 
formance of  a totally  inadequate  hysterec- 
tomy for  carcinoma  of  the  cervix  uteri. 


SUMMARY 

Radiation  therapy,  combining  multiple  ra- 
dium sources  and  high  voltage  roentgen 
rays,  is  still  the  most  effective  treatment 
for  carcinoma  of  the  cervix  uteri. 

(Bibliography  in  reprints) 
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The  present  antibiotic  era  in  the  treat- 
ment of  bacterial  endocarditis  has  so  greatly 
improved  the  rate  of  survival,  that  it  should 
stimulate  an  increased  interest  on  the  part 
of  all  physicians  in  this  disease.  In  vie^v  of 
this,  the  treatment  of  bacterial  endocarditis 
is  of  more  than  usual  interest  not  only  to 
the  investigators  at  the  medical  centers,  but 
also  to  the  practitioners  who  look  after  the 
health  of  the  people  in  the  outlying  areas. 

While  bacterial  endocarditis  may  be  found 
in  greater  frequency  in  the  larger  communi- 
ties, still  it  prevails  in  all  localities.  There- 
fore, we  should  all  be  encouraged  to  recog- 
nize this  entity  early.  It  is  probably  true 
that  the  diagnosis  of  bacterial  endocarditis 
is  more  frequently  established  in  the  larger 
diagnostic  centers  because  of  a greater  alert- 
ness for  its  detection  assisted  by  the  bac- 
teriological laboratories  in  such  centers. 
However,  the  laboratory  facilities  in  your 
office  will  aid  you  very  well,  and  the  blood 
for  cultures  can  be  forwarded  to  the  bac- 
teriologist if  you  wish  to  obtain  that  in- 
formation. Positive  blood  cultures  are  not  a 
prerequisite  for  diagnosis  when  the  symp- 
toms and  findings  support  this  diagnosis. 
The  literature  indicates  that  it  is  not  un- 
usual for  cases  with  negative  blood  cultures 
to  show  definite  lesions  when  these  cases 
have  gone  to  autopsy.  Because  of  this,  we 
should  not  feel  uncertain  in  our  diagnosis  of 
bacterial  endocarditis  when  we  have  not  es- 
tablished the  presence  of  a bacteremia.  The 
latter  may  be  due  to  one  of  several  reasons : 

1.  Lack  of  bacteriological  facilities  in  the 
community  for  obtaining  cultures,  or  mis- 
carriage in  the  processes  of  culturing  speci- 
mens obtained. 

2.  The  vegetations  of  the  endocardium 
may  not  be  feeding  the  organisms  into  the 
blood  stream,  or  the  blood  is  drawn  at  an  in- 
opportune time. 

3.  Often  these  cases  have  already  re- 
ceived treatment  through  the  administra- 
tion of  sulfonamides  or  antibiotic  drugs. 

Since  subacute  bacterial  endocarditis  rath- 
er than  the  acute  form  is  most  frequently 
encountered  in  our  work,  I believe  it  woi’th 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 


while  to  briefly  review  the  diagnostic  cri- 
teria. The  subacute  form  is  a localized  in- 
fection of  the  endocardium,  and  usually  in- 
volves one  or  more  valves.  Generally  the 
infection  superimposes  itself  upon  an  area 
that  has  previously  been  damaged  by  other 
disease,  such  as  rheumatic  fever,  arterio- 
sclerosis, or  syphilis;  or  the  lesion  may  be 
in  a congenital  defect.  However,  since  often 
patients  are  not  themselves  aware  of  such 
previous  affections  of  the  heart  the  history 
may  be  negative  in  this  respect;  but  when  a 
patient  presents  the  complaints  of  fatigue, 
lassitude,  and  pallor  over  a period  of  time 
along  with  an  intermittent  fever,  then  one 
should  think  of  subacute  bacterial  endocar- 
ditis. If  your  physical  examination  of  this 
patient  discloses  a heart  murmur,  clubbing 
of  fingers  when  the  complaint  is  of  long  du- 
ration, petechiae  or  embolic  phenomenon, 
and  splenomegalia  a diagnosis  of  subacute 
bacterial  endocarditis  is  justified.  Of 
course  bacteremia  would  complete  the  car- 
dinal findings  and  confirm  the  diagnosis. 
Careful  history  taking  will,  as  a rule,  also 
bring  out  the  fact  that  an  infection  had  been 
present.  This  may  have  been  a simple  cold, 
sinusitis,  tonsillitis,  pharyngitis,  intestinal 
infection,  infected  teeth,  etc.  Usually  the 
blood  count  will  indicate  an  anemia  and  an 
increase  in  the  leukocyte  count,  though  the 
latter  is  not  always  increased.  The  sedi- 
mentation rate  will  be  elevated. 

Any  organism  may  be  responsible  for  this 
disease,  but  the  streptococcus  viridans  pre- 
dominates in  from  70%  to  80%  of  the  cases. 
Less  frequently  the  streptococcus  hemolyti- 
cus,  staphylococcus,  meningococcus,  pneumo- 
coccus, influenza  bacillus.  Brucella  organism, 
B.  tularense,  actinomyces,  or  mixed  infec- 
tions will  be  found. 

Related  to  the  treatment  of  subacute  bac- 
terial endocarditis  is  prophylaxis.  Emphasis 
must  be  placed  upon  this  aspect,  since  bac- 
teremia not  infrequently  follows  operative 
procedures  such  as  extraction  of  teeth  and 
tonsillectomy.  The  administration  of  anti- 
biotics well  in  advance  of  the  operation  and 
continued  postoperatively  will  guard  the  in- 
dividual against  the  complication  of  bac- 
terial endocarditis.  A high  blood  level  is 
essential.  In  the  prophylactic  care  penicil- 


149 


150 


BACTERIAL  ENDOCARDITIS:  PLEISS 


Nebr.  S.  M.  Jour. 
May,  1950 


lin  should  be  administered  every  two  or 
three  hours  in  doses  of  not  less  than  100,000 
units.  This  therapy  should  also  be  followed 
in  treating  any  infectious  condition,  particu- 
larly those  previously  mentioned  as  contrib- 
uting to  the  disease.  Such  care  will  keep 
many  hearts  free  of  endocarditis  and  the 
subsequent  damage  to  the  endocardium.  It 
should  be  remembered  that  such  damage  to 
the  heart  is  not  reversible,  and  in  a great 
many  cases  continues  on  to  cardiac  failure 
after  the  infection  has  been  controlled.  The 
long  term  complications  even  after  the  active 
phase  of  the  disease  has  been  subdued 
should  further  intensify  our  efforts  in  pro- 
phylactic care  of  our  patients. 

Therapeutic  measures  through  which  sub- 
acute bacterial  endocarditis  was  treated 
prior  to  1939  were  most  discouraging.  This 
was  the  presulfonamide  era,  and  it  was  more 
or  less  on  an  imperical  basis  and  almost 
always  uniformly  fatal.  Autogenous  vac- 
cines, typhoid  vaccine,  arsenicals,  metaphen, 
sodium  cacodylate,  transfusions,  salicylates, 
fever  therapy,  etc.,  all  proved  worthless. 
After  the  sulfonamide  drugs  were  intro- 
duced, a wave  of  encouragement  was  experi- 
enced. From  1939  to  1944,  some  reduction 
in  the  mortality  of  subacute  bacterial  endo- 
carditis was  seen.  The  methods  used  during 
this  period  were  the  sulfonamides  alone  or 
in  conjunction  with  typhoid  vaccine,  heparin, 
and  mechanical  heat.  Reports  include  cures 
up  to  15.5%.  This  still  presented  a very 
poor  prognosis,  and  a more  effective  means 
of  eradicating  this  infection  had  to  be  found. 
This  more  successful  therapy  lay  in  the  anti- 
biotic drugs  which  were  made  available  for 
clinical  use  in  1944. 

When  penicillin  was  first  used  in  the 
treatment  of  subacute  bacterial  endocarditis 
the  results  were  not  too  encouraging.  This 
was  probably  due  to  several  reasons.  A lack 
of  uniformity  in  the  potency  of  the  drug  may 
have  contributed  to  this.  Inexperience  re- 
garding its  dosage,  methods  of  administra- 
tion, and  length  of  time  the  patient  should 
be  kept  under  treatment  had  not  as  yet  been 
studied.  In  addition  to  this,  new  laboratory 
methods  had  to  be  introduced.  Since  1944, 
much  success  has  been  attained  in  reducing 
the  mortality  of  this  disease.  Many  investi- 
gators have  contributed  invaluably  to  the 
present  day  knowledge  of  treating  subacute 
bacterial  endocarditis,  and  all  of  these  work- 
ers merit  our  appreciation.  Penicillin  ther- 
apy under  the  direction  of  different  groups 


of  investigators  records  cures  from  55%  to 
89%. 

The  following  outline  presents  the  present 
day  opinions  for  the  therapeutic  handling  of 
subacute  bacterial  endocarditis: 

1.  Early  diagnosis  is  very  important  since  the 
degree  of  response  to  treatment  is  materially  af- 
fected by  the  length  of  time  the  disease  has  been 
present. 

2.  Identify  the  organism  by  isolation  from  the 
blood  stream  if  possible  before  treatment  is  started, 
but  do  not  withhold  treatment  too  long  pending 
positive  culture. 

3.  Detennine  sensitivity  of  the  isolated  organ- 
ism to  pencillin  when  this  is  possible. 

4.  Determine  in  vivo  serum  levels  of  penicillin 
which  should  be  maintained  at  least  twenty  times 
greater  than  that  of  the  invitro  sensitivity.  Re- 
striction of  fluids  during  the  day  hours  will  prevent 
wide  fluctuations  in  the  penicillin  level.  It  is  better 
to  increase  the  dose  of  penicillin  in  order  to  main- 
tain a higher  semm  level  rather  than  to  use  para- 
aminohippuric  acid  or  diodrast  to  lessen  the  loss  of 
penicillin  through  kidney  function. 

5.  Continuous  intravenous  drip  is  the  best  method 
of  administering  penicillin  for  proper  serum  levels. 
However,  w’hen  necessary  intramuscular  injections 
or  continuous  intramuscular  infusion  may  be  sub- 
stituted. 

6.  The  daily  recommended  dose  of  penicillin 
varies  up  to  5,000,000  units  in  continuous  intrave- 
nous drip  prepared  in  1,000  cc  of  isotonic  solution 
of  sodium  chloride.  A number  twenty-three  needle, 
one  inch  long,  is  satisfactory.  When  given  by  intra- 
muscular injection  divide  the  daily  total  number  of 
units  evenly  and  inject  one  dose  every  two  hours. 
When  sensitivity  cannot  be  established  give  not  less 
than  5,000,000  units  daily. 

7.  Streptomycin,  sulfonamides,  aureomycin,  Chlo- 
romycetin should  be  used  alone  or  in  combination 
with  penicillin  in  penicillin  resistant  cases  and 
where  the  organism  specifically  indicates  their  use 
after  in  vitro  sensitivity  determination  has  been 
made. 

8.  Anticoagulants  are  not  necessaiy  in  the  treat- 
ment of  subacute  bacterial  endocarditis. 

9.  Duration  of  treatment  is  dependent  upon  the 
response  of  the  patient,  and  may  have  to  be  carried 
on  as  long  as  twelve  months. 

10.  Every  case  considered  cured  should  be  fol- 
low'ed  up  each  month  for  at  least  one  year. 

11.  Supportive  treatment  should  accompany  the 
antibiotic  therapy. 

12.  All  foci  of  infection  must  be  eliminated  and 
complications  must  constantly  be  kept  in  mind. 

In  my  own  practice  the  above  regimen  has 
been  followed.  During  the  past  year  we  suc- 
cessfully treated  a boy  of  ten  years  where 
the  diagnosis  of  subacute  bacterial  endocar- 
ditis was  established  without  obtaining  a 
positive  culture.  He  was  given  3,500,000 
units  of  penicillin  per  day  for  forty-four 
days  by  continuous  intravenous  drip  during 
the  daytime  twelve  hours,  and  intramuscu- 
lar injections  every  two  hours  during  the 
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night.  This  was  followed  by  100,000  units 
every  two  hours  by  intramuscular  injections 
for  an  additional  forty-eight  days  making  a 
total  of  ninety-two  days  of  treatment.  He 
has  been  regularly  checked  during  the  nine 
months  following  cure,  and  he  has  remained 
well  to  the  present  time,  and  is  now  back  in 
school. 

The  criteria  for  adequate  treatment  are 
as  follows: 

1.  Clinical  improvement. 

2.  Reduction  in  leukocyte  count. 

3.  Reduction  in  sedimentation  rate. 

4.  Negative  blood  culture  is  again  con- 
firmatory evidence  only  and  is  not  alone  con- 
clusive of  cure. 

Although  the  infection  may  have  been 
successfully  eliminated,  the  damage  inflicted 
upon  the  heart  before  the  bacterial  endocar- 
ditis was  brought  under  control  may  cause 
impaired  cardiac  function.  Then  a new  dis- 
ease entity  must  be  treated. 

In  summary  let  me  emphasize  that  all 
physicians  become  mindful  of  the  constant 
vigilance  necessary  for  early  detection  of 
this  disease.  Tliat  the  diagnosis  of  subacute 
bacterial  endocarditis  is  justified  without 
first  establishing  the  presence  of  a bacter- 
emia when  the  findings  outlined  above  are 
present.  That  not  less  than  3,000,000  to 
5,000,000  units  of  penicillin  be  used  daily, 
alone  or  in  conjunction  with  the  other  drugs 
mentioned.  That  the  duration  of  treatment 
be  determined  by  the  criteria  mentioned 
above. 
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RICE  DIET  FAILS  TO  REDUCE  BLOOD  PRESSURE 


The  rice  diet  did  not  effect  any  significant  re- 
duction in  blood  pressure  during  a trial  on  12  pa- 
tients, according  to  a report  by  a group  of  New  York 
doctors. 

The  doctors  are  Herbert  Chasis,  William  Gold- 
ring, Ernest  S.  Breed,  George  E.  Schreiner  and  Al- 
fred A.  Bolomey,  of  the  New  York  University  Col- 
lege of  Medicine.  Their  report  appears  in  the 
March  11  Journal  of  the  American  Medical  Associ- 
ation. 

Twelve  patients  with  essential  hypertension  were 
selected  from  the  Hypertension  and  Nephritis  Clinic 
of  the  New  York  University  Clinic  and  from  the 
Third  Medical  Division  of  Bellevue  Hospital,  the 
doctors  say. 

These  patients  were  maintained  on  a balanced 
diet  for  14  to  79  days  to  stabilize  their  blood  pres- 
sures. They  were  then  placed  on  the  rice  diet  for  14 
to  98  days.  Observations  of  four  patients  were  con- 


tinued during  a second  period  on  the  balanced  diet 
after  discontinuance  of  the  rice  diet. 

“The  change  in  blood  pressure  observed  in  these 
patients  did  not  exceed  the  random,  spontaneous 
variations  to  be  anticipated  from  the  control  data 
on  these  patients  and  from  the  variations  in  pres- 
sure observed  in  other  patients  kept  in  the  hospital 
under  similar  conditions  without  restriction  of  diet,” 
the  doctors  point  out. 

During  the  latter  part  of  the  rice  diet,  five  pa- 
tients were  given  daily  doses  of  sodium  chloride. 

“A  prompt  and  signifcant  increase  in  pressure 
occurred  in  four  of  the  five  patients,”  the  doctors 
say,  adding: 

“Although  the  cause  for  this  rise  in  blood  pres- 
sure is  unknown,  the  phenomenon  suggests  that  salt 
restriction  may  be  more  important  than  dietary  re- 
striction in  effecting  such  reductions  in  blood  pres- 
sure as  have  been  reported  by  others  on  the  low 
salt,  rice  diet.” 


Perennial  Nasal  Allergy" 

EARL  C.  MONTGOMERY,  M.D. 
Omaha,  Nebr. 


Since  a large  proportion  of  patients  con- 
sulting a rhinologist  are  allergic  or  have  an 
allergic  background,  it  may  be  of  general 
interest  to  discuss  some  of  the  syndromes 
and  symptoms  of  perennial  nasal  allergy. 

Nasal  allergy  respects  no  race,  creed,  color, 
or  age.  The  very  young  and  the  very  old 
may  suffer  from  this  disease.  The  age  of 
onset  of  symptoms  is  determined  largely  by 
hereditary  factors.  The  greater  the  degree 
of  inheritance  of  allergy,  the  earlier  the  on- 
set of  manifestation  of  symptoms  and  also 
the  more  severe  the  symptoms.  In  a classi- 
fication with  both  parents  having  an  allergy, 
sixty-five  per  cent  of  their  children  manifest 
symptoms.  In  a classification  when  one  par- 
ent has  an  allergy,  thirty-five  per  cent  of 
their  children  develop  the  condition.  With 
children  under  five  who  develop  symptoms, 
both  father  and  mother  generally  have  some 
type  of  allergy  or  an  allergic  background. 

Experience  has  shown  that  allergy  should 
be  considered  as  an  etiological  factor  in 
many  symptoms  formerly  attributed  to  in- 
fections. Even  when  infection  is  an  impor- 
tant factor  an  edematous  allergic  mucous 
membrane  is  a perfect  culture  media  upon 
which  secondary  infections  become  superim- 
posed. It  is  impossible  to  treat  an  infection 
of  the  sinuses  with  obstruction  of  the  ostia 
due  to  edema  of  the  mucous  membranes. 
There  can  be  very  little  drainage  and  prac- 
tically no  aeration  of  cavities  under  such 
circumstances.  Consequently  when  anti- 
biotic therapy  and  nasal  decongestants  are 
discontinued,  there  is  a return  of  symptoms. 
Allergic  attention  is  necessary  to  decrease 
the  edema  of  the  mucous  membranes  before 
control  of  the  infection  can  be  obtained. 

It  is  especially  important  to  recognize 
symptoms  of  allergy  in  children  before 
chronic  irreversible  changes  have  taken 
place  such  as  polypoid  degeneration  of  the 
mucous  membranes  and  facial  and  palatine 
deformities.  Many  of  the  deformities  at- 
tributed to  hypertrophied  adenoids  are 
caused  by  allergy.  If  care  be  instituted 
when  symptoms  are  first  manifest,  many  of 
these  conditions  can  be  prevented. 

“Sinus  trouble  for  many  years”  is  a com- 
mon complaint  of  patients.  Upon  questioning 
them  concerning  their  condition,  nasal  block- 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 
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age,  large  quantities  of  mucopurulent  post 
nasal  discharge,  itching  of  nose  or  throat, 
and  an  allergic  background  are  the  chief 
complaints.  Examination  reveals  turgescence 
of  the  mucous  membrane  of  nose  and  sinus- 
es. Over  a period  of  years  these  patients 
have  had  nose  drops,  nasal  packs,  sulfanom- 
ide  drugs,  penicillin,  and  many  operative 
procedures  with  no  relief.  The  failure  in 
these  cases  to  obtain  results  is  attributed  to 
poor  or  incomplete  surgery,  to  insufficient 
local  treatment  or  inadequate  treatment 
with  antibiotics.  The  general  belief  still 
persists  that  the  great  preponderance  of 
nasal  symptoms  are  secondary  to  infections 
of  nasal  mucosa  and  nasal  sinuses.  Certainly 
all  chronic  cases  with  this  group  of  symp- 
toms should  be  examined  with  allergy  in 
mind. 

Frequent  headcolds  with  watering  from 
nose,  itching  of  eye,  nose  or  throat,  and 
nasal  blockage  are  often  due  to  an  allergic 
condition.  As  a rule  these  patients  have  had 
the  run  of  decongestant  nasal  drops  and  ^ 
“cold  shots”  with  little  relief.  Many  are 
treated  in  a general  therapeutic  manner  to 
im  p r o V e their  resistance  to  infections. 
Debilitating  diseases  should  not  be  consid- 
ered the  cause  for  repeated  headcolds. 

Upper  respiratory  condition  in  children 
when  one  cold  follows  after  another,  attacks 
of  noisy  and  difficult  breathing,  filling  up 
with  mucous,  all  of  these  may  fall  in  the 
allergic  category. 

Patients  complaining  of  frequent  attacks 
of  hoarseness  with  post  nasal  drip  and 
throaty  cough  are  often  found  to  be  allergic. 

Another  distressing  syndrome  is  charac- 
terized by  coughing  and  clearing  of  the 
throat.  Especially  in  the  morning  they  are 
always  hacking  and  blowing  to  remove  se- 
cretions from  nose  and  throat.  On  examina- 
tion, congestion  and  edema  of  mucous  mem- 
brane of  nose  and  sinuses  are  present. 
Patients  may  not  admit  that  they  have  itch- 
ing of  nose  but  friends  notice  allergic  man- 
nerisms such  as  scratching  and  rubbing  or 
wrinkling  the  nose.  Allergy  is  frequently 
responsible  for  this  chronic  condition. 

Fullness  of  ears  with  decrease  in  hearing 
are  symptoms  of  obstruction  of  the  eusta- 
chian  tubes.  Usually  there  have  been  long 
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periods  of  time  spent  by  careful  treatment 
of  the  tube  itself  by  inflation  and  dilatation 
with  no  relief.  T,his  is  frequently  caused  by 
an  edematous  condition  of  mucous  mem- 
branes of  the  nose  and  throat  due  to  nasal 
allergy. 

Another  large  group  complain  about  being 
“sensitive  to  drafts.”  They  are  unable  to 
have  windows  open  even  in  the  heat  of  sum- 
mer for  fear  of  “catching  cold.”  If  driving 
in  a car,  windows  must  be  kept  closed.  Due 
to  this  protection  over  a long  period  of  time, 
a pathological  sensitivity  to  heat  and  cold 
has  been  developed.  This  group  is  not  aller- 
gic to  heat  and  cold  but  is  unable  to  tolerate 
certain  food  and  inhalant  allergens  to  which 
there  is  a sensitivity  when  exposed  to 
marked  changes  in  temperature.  The  same 
principle  is  found  during  hay  fever  season 
in  the  fall  of  the  year.  Foods  which  can  be 
taken  with  impunity  must  be  avoided  during 
ragweed  pollination  due  to  a comcomitant 
sensitivity.  An  allergic  factor  should  be 
suspected. 

Repeated  attacks  of  vertigo  whether  or 
not  accompanied  by  tinnitus  and  decrease  in 
hearing  should  be  examined  with  allergy  in 
view. 

Some  patients  have  headaches  which 
awaken  them  during  the  night  and  last  from 
twelve  to  thirty-six  hours  accompanied  by 
itching  of  nose  or  roof  of  mouth,  and  tired- 
ness. Between  these  attacks  they  are  free 
of  symptoms.  A second  type  of  patient  is 
one  who  is  never  free  of  headaches,  pruritus, 
and  tiredness.  This  person  has  superim- 
posed on  his  constant  level  of  symptoms, 
acute  exacerbations  lasting  two  or  three 
days.  Food  allergy  may  be  the  etiological 
factor. 

klany  patients  complain  of  nasal  blockage 
and  large  quantities  of  mucous  and  watering 
of  nose  in  the  fall  of  the  year  when  the 
doors  and  windows  are  closed  and  the  fur- 

* 

WOMEN  ARE  MORE 

Young  women  have  more  active  lacrimation  than 
young  men.  In  other  words,  the  female  of  the  spe- 
cies can  turn  on  the  tears  more  copiously. 

If  there  is  any  doubt  of  this  ability,  two  Rochester 
(Minn.)  ophthalmologists  have  proved  it  by  exam- 
ining the  eyes  of  114  males  and  117  females.  They 
report  their  findings  in  the  February  issue  of 
Archives  of  Ophthalmology,  published  by  the  Amer- 
ican Medical  Association. 

The  study  w'as  made  by  Dr.  John  W Henderson 
of  the  section  on  ophthalmology,  Mayo  Clinic,  and 


nace  is  turned  on  for  the  first  time.  During 
the  summer  months  these  people  have  con- 
siderable comfort  living  out  of  doors  most 
of  the  time  and  an  abundance  of  fresh  air  in 
the  home.  These  patients  have  a return  of 
symptoms  when  forced  to  live  indoors.  This 
is  many  times  the  history  of  a house  dust 
allergy. 

The  following  are  a few  of  the  symptoms 
of  Perennial  Nasal  Allergy: 

(a)  Chronic  cough  especially  at  night. 

(b)  Itching  of  eyes,  nose,  and  throat. 

(c)  Production  of  large  quantities  of  mucous  or 
watering  of  nose  anterior  or  posterior. 

(d)  Nasal  blockage  alternating  from  one  side 
to  the  other. 


(e) 

Sneezing. 

(f) 

Certain  types  of  headaches. 

(g) 

Deafness  due  to  edema  of  the 

eustachian 

tube. 

(h) 

Vertigo. 

' 

(i) 

Chronic  Conjunctivitis. 

(j) 

Anosmia. 

(k) 

Frequent  sore  throats. 

(1) 

Acute  and  chronic  laryngitis. 

(m) 

Fatigue. 

(n) 

Require  far  more  sleep  than  the 

average. 

Basis  of  treatment: 

(a) 

Attempt  to  eliminate,  avoid,  or 

minimize 

contact 

with  offending  allergens. 

(b) 

Restrict  or  stagger  foods  according  to  toler- 

ance. 

(c) 

Hyposensitization  to  the  offending  inhalant 

allergens. 

(d) 

Antihistamine  drug  therapy 

to  control 

symptoms. 

These  syndromes  and  symptoms  of  nasal 
allergy  are  in  the  field  of  the  rhinologist  and 
he  should  be  prepared  to  recognize  and  care 
for  these  conditions. 
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TEARFUL  THAN  MEN 

Dr.  Wendell  A.  Prough,  fellow  in  ophthalmology, 
Mayo  Foundation. 

“Sex  was  a factor  in  the  rate  of  flow  of  tears 
among  young  persons  (16  through  29  years  of  age),” 
the  doctors  said,  adding: 

“Females  exhibited  a definitely  greater  flow  of 
tear?  than  males.” 

The  normal  flow  of  tears  for  men  in  this  age 
group  seemed  to  be  slightly  more  than  half  that 
of  women  of  the  same  age  group,  accoixiing  to  the 
authors. 


Spinal  Neurofibroma 

staff  Meeting  Children’s  Memorial  Hospital 

Edited  by  DR.  J.  R.  SCHENKEN 


PRESENTATION  OF  CASE 

DR.  ALISTER  I.  FINLAYSON:  An  11  year  old 
boy  entered  the  hospital  on  July  20,  1948  because 
of  weakness  of  both  legs  and  numbness  of  the  right 
leg. 

About  three  weeks  before  admission  the  patient 
developed  gradually  progressive  weakness  of  the 
lower  extremities,  involving  first  the  right  leg  then 
the  left.  He  was  uncertain  as  to  the  time  of  onset 
of  the  numbness  in  the  right  leg,  but  it  was  thought 
to  be  of  about  three  weeks’  duration.  Intennittent 
pain  was  experienced  in  the  region  of  the  right  knee 
but  there  was  no  radiating  pain  characteristic  of 
radicular  involvement.  He  did  not  complain  of  nau- 
sea or  vomiting.  Prior  to  his  present  illness  the  pa- 
tient had  been  in  general  good  health,  with  no  his- 
tory of  trauma  or  infection.  No  sphincter  dis- 
turbances had  been  noted. 

Physical  examination  revealed  a spastic  ataxic 
gait.  The  lower  extremities  revealed  gross  ataxia 
with  definitely  diminished  position  sense,  and  re- 
duction in  light  touch  and  pain  senses  as  high  as 
the  fourth  thoracic  deimiatome  level  on  both  sides. 
The  Babinski  reflex  was  present  bilaterally,  and 
the  tendon  reflexes  were  equally  hyperactive.  There 
was  no  ankle  or  knee  clonus.  The  upper  extremities 
were  subjectively  normal;  the  patient  was  able  to 
perform  skilled  movements.  There  was  some  sug- 
gestion of  hypertonia  in  both  anus,  without  gross 
ataxia,  sensory  loss,  astereognosis,  pain,  or  loss  of 
touch  sensation.  Motor  power  was  good  and  the 
muscles  showed  no  evidence  of  atrophy.  The  fundi 
showed  no  evidence  of  papilledema  or  venous  con- 
gestion. There  was  no  evidence  of  increased  intra- 
cranial pressure.  There  was  questionable  nystag- 
mus with  lateral  gaze  in  either  direction.  No  other 
cranial  nerve  findings  were  noted.  There  was  no 
stiffness  of  the  neck. 

An  x-ray  film  of  the  thoracic  spine  showed  de- 
struction and  erosion  of  the  pedicles  of  the  fifth  and 
sixth  thoracic  vertebrae  on  the  right  and  a widening 
of  the  inteiwertebral  foramen  at  this  level. 

The  spinal  fluid  showed  an  initial  pressure  equiv- 
alent to  210  mm.  of  water,  which  fell  to  130  mm. 
with  removal  of  4cc.  of  clear,  colorless  fluid.  The 
slight  elevation  in  pressure  was  possibly  due  to  the 
position  of  the  patient  since  the  spinal  fluid  pres- 
sure did  not  increase  following  jugular  compression. 
Increased  abdominal  muscle  tension  as  a fear  re- 
action to  the  lumbar  puncture  may  also  have  been 
a contributing  factor. 

DR.  RALPH  MOORE:  The  x-ray  examination 

of  the  spine  revealed  the  area  of  erosion,  previous- 
ly mentioned  by  Dr.  Finlayson.  An  attempt  was 
made  to  visualize  a soft  tissue  tumor  mass  extend- 
ing out  into  the  mediastinum,  but,  if  there,  it  could 
not  be  seen  because  of  the  shadow  of  the  aorta  and 
the  heart.  The  pedicle  of  the  sixth  dorsal  vertebra 
was  not  visible  at  all,  indicating  almost  complete 
erosion.  A lateral  view  showed  a much  expanded 
posterior  vertebral  arch.  The  fact  that  the  erosion 
was  smooth  suggested  that  it  was  not  a malignant 
type  of  growth.  That  the  body  of  the  vertebra 


was  not  involved  and  that  there  was  no  definite 
mass  in  the  posterior  mediastinum  seemed  to  indi- 
cate that  it  was  not  an  infectious  process,  such  as 
osteomyelitis  with  abscess  formation.  The  findings 
indicated  rather  that  it  was  a benign  intraspinal 
tumor  emerging  from  the  root  canal  and  eroding 
the  inferior  border  of  the  pedicle  of  this  veiTebra. 
The  most  common  tumor  of  this  type  is  a neurofi- 
broma, whether  occuring  in  adults  or  children. 

DR.  ALISTER  FINLAYSON:  A preoperative 

diagnosis  of  neurofibroma  at  the  level  of  the  fifth 
and  sixth  thoracic  vertebrae  on  the  right  was  based 
on  the  finding  of  the  widening  of  the  interverte- 
bral foramen.  Extradural  involvement  was  antici- 
pated in  spite  of  the  absence  of  radicular  pain. 

A laminectomy  was  performed  on  the  third  hos- 
pital day.  The  posterior  laminae  of  the  fourth, 
fifth,  and  sixth  dorsal  vertebrae  were  removed.  An 
extradural  neurofibj;oma  was  found  lying  on  the 
dorsal  lateral  aspect  of  the  cord  toward  the  right 
side  with  an  extension  passing  through  the  fifth 
intercostal  foramen.  Only  the  intraspinal  portion 
of  the  tumor  was  removed  at  this  time.  The  dura 
was  not  opened  as  it  was  considered  an  unnecessary 
procedure  which  might  add  trauma  to  the  cord. 

The  patient  made  a satisfactory  postoperative  re- 
covery. He  voided  voluntarily  and  with  complete 
bladder  control.  There  was  no  significant  change 
in  sensory  or  motor  findings. 

Because  a portion  of  the  tumor  obviously  re- 
mained in  the  retropleural  space  by  extension 
through  the  intercostal  foramen,  the  patient  was  re- 
operated 4 days  later.  The  right  sixth  rib  was  re- 
sected and  a retropleural  dissection  carried  out, 
with  removal  of  the  thoracic  portion  of  the  tumor. 

The  patient  made  a satisfactory  recovery  and  was 
dismissed  from  the  hospital  on  the  eleventh  hos- 
pital day.  One  month  later  he  had  no  complaints. 
The  reflexes  of  the  right  lower  extremity  were 
slightly  more  active  than  of  the  left.  The  plantar 
reflexes  were  normal  bilaterally.  The  positive  Ba- 
binski reflexes  had  disappeared  and  the  patient 
had  nonnal  position  sense  bilaterally.  He  could 
identify  1.0  cm.  changes  in  the  skin  in  the  left  foot 
and  2.0  cm.  in  the  right.  No  impairment  of  pain 
or  touch  sense  could  be  demonstrated.  He  was  un- 
able to  tell  the  area  of  hypoalgesia,  resulting  from 
division  of  the  right  thoracic  fifth  nerve  root. 

This  particular  neurofibroma  was  one  of  the  so- 
called  dumbbell  type,  originating  in  the  fifth  thor- 
acic nerve  root  intraspinally  with  extension  along 
the  nerve  root  into  the  retropleural  space.  Often 
the  retropleural  tumor  will  grow  tremendously  in 
proportion  to  the  size  of  the  intraspinal  portion. 
Here,  the  retropleural  portion  was  perhaps  a little 
larger  than  the  intraspinal  part. 

In  general,  neurofibromas  are  benign  tumors. 
They  arise  from  the  nerves  themselves.  There  is 
some  argument  as  to  whether  they  arise  from  the 
sheaths  of  Schwann  or  from  perineural  connective 
tissue.  In  so  far  as  the  clinical  consideration  is 
concerned  this  is  unimportant. 
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A review  of  557  intraspinal  tumors  operated  at 
Mayo  Clinic  (the  largest  series  compiled  thus  far) 
was  reported  in  1940  by  Rasmussen,  Kernahan  and 
Adson.  Of  this  series,  neurofibromas  comprised  29 
per  cent,  meningiomata  25  per  cent,  intramedullary 
tumors,  most  of  which  were  gliomas,  11.5  per  cent, 
and  other  types  which  included  hemangiomas,  meta- 
static tumors,  lymphatic  tumors  in  the  epidural 
space,  etc.,  34.5  per  cent. 

The  neurofibromas  in  this  series  showed  the  fol- 
lowing distribution:  ceiwical  region  25  per  cent, 
thoracic  34  per  cent,  lumbar  33.5  per  cent,  and  sac- 
ral 1 per  cent.  Multiple  tumors  were  present  in 
0.5  per  cent  of  the  cases.  Intradural  neurofibromas 
(where  the  neurofibroma  arose  from  the  nerve  root 
and  remained  entirely  within  the  dura)  occurred  in 
67  per  cent  of  163  cases.  The  completely  extra- 
dural neurofibroma,  as  in  this  case,  comprised  16.5 
per  cent. 

'pathological  discussion 

DR.  J.  R.  SCHENKEN : Histiological  examina- 

tion of  this  tumor  revealed  a neurofibroma.  Syno- 
nyms which  are  present  in  the  literature  are  neuro- 
noma, Schwannoma,  and  perineural  fibroblastoma. 
The  variation  in  terminology  merely  reflects  the 
impression  of  each  author  as  to  the  origin  of  the 
cells. 

The  neurofibroma  is  a relatively  benign  tumor, 
but  it  may  do  one  thing  benign  tumors  seldom  do, 
it  may  destroy  bone.  Curiously  enough,  meningi- 
omata, which  are  also  benign  tumors,  rather  com- 
monly erode  bone  when  present  in  the  calvarium, 
but  rarely  does  this  occur  when  the  meningioma 
arises  in  the  spine.  Among  29  cases  of  intraspinal 
meningiomata,  reviewed  by  Cushing,  there  was  no 
instance  of  bone  erosion.  On  this  basis,  may  I ask 
whether  or  not,  in  your  experience,  the  presence  of 
bone  erosion  would  automatically  i-ule  out  a menin- 
gioma ? 

DR.  ALISTER  FINLAYSON:  The  one  case  of 

intraspinal  meningioma  that  I have  seen  showed  no 
evidence  of  bone  erosion. 

DR.  J.  R.  SCHENKEN:  What  are  the  chances 

that  this  child  might  have  other  neurofibromas, 
since  neurofibromas  are  not  infrequently  multiple? 

DR.  ALISTER  FINLAYSON:  This  boy  showed 

no  evidence  of  any  other  tumors.  They  would  most 


* > 


A course  in  Exfoliative  Cytology  for  the  diag- 
nosis of  cancer  by  the  smear  technique  will  be  of- 
fered at  the  University  of  Colorado  School  of  Med- 
icine for  pathologists  and  qualified  physicians.  The 
course  will  meet  daily  for  two  weeks,  beginning 
July  24  and  ending  August  5,  1950.  Material  from 
the  different  systems  of  the  body  will  be  available 
for  study  with  correlation  of  clinical.  X-ray,  and 
pathologic  findings.  Members  of  the  staff  of  the 


likely  be  multiple  in  von  Recklinghausen’s  disease. 
Histiologically,  I believe,  one  cannot  differentiate 
between  tumors  of  von  Recklinghausen’s  disease  and 
solitary  occurring  neurofibromas.  The  patient  has 
been  asked  to  report  at  yearly  intervals  for  ob- 
servation. 

DR.  J.  KAY  KEEGAN:  I should  like  to  make  a 
few  comments.  This  case  did  not  present  root  pain 
which  is  unusual  in  a tumor  of  this  type  and  in  this 
location.  Root  pain  in  spinal  cord  tumors  is  usually 
the  first  symptom  before  paralytic  signs  appear. 
Too  often  this  pain  leads  to  a clinical  interpreta- 
tion of  a focal  infection  or  other  pathology,  such 
as  an  abdominal  lesion  giving  rise  to  abdominal 
pain.  In  such  a case  the  abdominal  pain  is  in  the 
distribution  of  a lower  thoracic  nerve.  We  should 
constantly  be  on  guard  against  such  an  interpreta- 
tion of  root  pain  in  a possible  spinal  cord  tumor. 
A root  pain,  characteristically,  is  a radiating  type 
of  pain,  starting  in  the  perivertebral  or  vertebral 
region  and  running  in  a somewhat  oblique  fashion 
about  the  trunk  to  the  nerve  terminals,  where  most 
of  the  pain  is  felt. 

In  spinal  cord  tumors  it  is  also  important  to  rec- 
ognize paralytic  signs  before  the  patient  complains 
of  paralysis.  During  the  present  epidemic  of  polio- 
myelitis this  patient  emphasizes  the  fact  that  all 
paralysis  in  children  is  not  due  to  poliomyelitis. 
This  is  a different  type  of  paralysis — more  of  a 
spastic  rather  than  the  flaccid  type  seen  in  polio- 
myelitis. There  is  always  a tendency  however  to 
make  a diagnosis  of  a prevailing  disease  even  when 
confronted  with  signs  foreign  to  such  a diagnosis. 

The  final  point  I would  like  to  make  is  that  not 
all  ataxia  is  due  to  cerebellar  tumors.  This  child 
was  ataxic  because  he  had  a certain  degree  of  spas- 
tic paresis  of  his  lower  extremities.  This  is  often 
a misleading  finding  and  again  emphasizes  the 
necessity  for  neurological  examination  and  investi- 
gation in  order  to  locate  the  lesion. 

DR.  MICHAEL  CROFOOT:  Dr.  Keegan,  does 

herpes  zoster  ever  occur  with  the  involvement  of  the 
spinal  nerve  root  by  tumor? 

DR.  J.  JAY  KEEGAN:  Herpes  zoster  will  occur 

only  when  a ganglion  is  involved  by  an  inflamma- 
tory process.  I have  never  seen  it  in  compression 
of  nerve  roots,  either  by  herniated  discs  or  by  a 
tumor. 


Medical  School  and  associated  hospitals  will  co- 
operate in  the  conduction  of  the  course.  Tuition — 
$100.00. 

Physicians  interested  in  enrolling  in  the  course 
should  write  to  Walter  T.  Wikle,  M.D.,  Director  of 
Laboratoi-y  of  Exfoliative  Cytology,  University  of 
Colorado  School  of  Medicine,  4200  East  Ninth 
Avenue,  Denver  7,  Colorado. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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BRITISH  ELECTION  REACTION 

From  Dr.  Joseph  Lawrence,  Director  of 
the  A.M.A.’s  Washington  office,  comes  this 
interesting  analysis  of  the  recent  British 
election : 

“1.  The  ‘welfare  state’  was  not  an  issue  in  the 
election;  the  issue  was  whether  the  ‘welfare  state’ 
should  operate  with  or  without  government  owner- 
ship of  industries.  The  Labor  party’s  narrow  mar- 
gin of  victory  indicates  the  British  people  don’t 
want  any  more  nationalization  right  away.  More 
practically  Labor  would  risk  a major  policy  defeat 
in  Commons  if  it  pressed  for  more  nationalization. 

“2.  Socialized  medicine  was  never  made  an  issue 
in  the  election,  and  Labor  has  no  intention  of  mak- 
ing drastic  changes  in  the  program. 

“3.  The  election  result  is  certain  to  influence 
legislation  in  Washington  as  well  as  in  London.  The 
‘go  slow’  sign  hung  up  by  British  voters  is  legible 
to  American  lawmakers.  It  should  tend  to  slow  up 
expansion  of  federal  powers  and  controls.” 

The  effect  of  the  British  election  on  the 
politicians  in  Washington  has  already  been 
seen.  For  example.  President  Truman  failed 
to  include  the  reorganization  of  the  welfare 
services  in  the  reorganization  plans  he  re- 
cently sent  to  the  Congress.  You  will  re- 
call that  last  summer  his  plan  to  make  the 
Federal  Security  Agency  a new  Department 
of  Welfare,  with  Oscar  Ewing  as  chief,  was 
soundly  defeated  in  the  Senate. 

SOCIAL  SECURITY  AND  DISABILITY 

The  Senate  Finance  Committee  has  heard 
much  testimony  the  past  few  weeks  on  H.R. 
6000,  the  Social  Security  Extension  Act. 
Medical  spokesmen  have  opposed  the  bill  on 
the  basis  that  its  compulsory  total  and 
permanent  disability  insurance  clause  would 
pave  the  way  to  eventual  complete  socialized 
medicine. 

A recent  U.  S.  Public  Health  Service  sur- 
vey shows  that  at  the  present  time  there  are 
1,500,000  Americans  who  are  potential 
“qualifiers”  for«these  benefits.  The  report 
stated  that  there  are  about  1,695,000  citi- 
zens who  “consider  themselves  as  perma- 
nently disabled.” 

From  these  figures,  it  can  be  fully  rea- 
lized why  physician  witnesses  before  the 
committee  have  also  opposed  H.R.  6000  on 
the  basis  that  it  would  inevitably  strain 
physician-patient  relationships.  It  would  be 
the  doctor’s  responsibility  to  determine 
whether  or  not  an  applicant  should  receive 
total  disability  compensation. 
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PUBLIC  HEALTH  COMMITTEE 

A meeting  of  the  Public  Health  Committee  was 
held  Thursday  evening,  March  23,  1950,  at  the  Lin- 
coln University  Club.  Present  were  committee 
members  Drs.  George  Underwood,  Chainnan,  Lin- 
coln; Wm.  E.  Holmes,  Gering;  Val  C.  Verges,  Nor- 
folk; H.  C.  Stewart,  Pawnee  City;  A.  E.  Harring- 
ton, Hastings;  and  S.  I.  Fuenning,  Lincoln.  Also 
present  were  Dr.  R.  B.  Adams,  Secretary-Treasur- 
er; Mr.  M.  C.  Smith,  Executive  Secretary;  and  Sid- 
ney R.  Bradley,  Executive  Assistant,  Lincoln. 

The  minutes  of  the  meeting  held  Febraary  2, 
1950,  were  approved  as  read. 

Dr.  Undei'wood  said  that  48  of  the  public  health 
questionnaires  had  been  returned.  He  doubted  that 
the  information  contained  in  them  “has  much 
meaning”  to  the  committee,  particularly  since  many 
of  the  forms  listed  statements  that  are  of  question- 
able authenticity.  Dr.  Underwood  stated  that  the 
State  Department  of  Health  and  the  U.  S.  Depart- 
ment of  Agriculture  have  a good  deal  of  informa- 
tion which  he  hoped  to  secure  for  use  by  the  com- 
mittee. The  following  were  noted  as  common  prob- 
lems as  shown  by  the  questionnaires: 

1.  Rodent  extermination 

2.  Dirty  restaurants 

3.  Poor  sewage  and  garbage  disposal  systems 

Committee  members  agreed  that  the  primary  job 

was  still  the  education  of  the  profession  relative  to 
public  health  practices.  It  was  agreed  that  no  re- 
leases should  be  sent  out  until  this  phase  of  the 
work  is  further  advanced. 

A review  of  the  speaking  engagements  held  on 
public  health  showed  that  26  counties  have  been 
covered.  The  committee  agreed  that  these  appear- 
ances should  be  continued  and  that  an  effort  be 
made  to  get  speaking  engagements  before  the  rest 
of  the  county  societies.  Mr.  Smith  suggested  that 
another  letter  be  sent  to  county  society  secretaries 
in  this  regard. 

Mr.  Smith  explained  that  the  Planning  Commit- 
tee had  worked  out  a plan  for  the  establishment  of 
health  councils  in  Nebraska.  He  said  that  under 
this  plan  a State  Health  Council  would  be  formed 
first,  followed  by  the  formation  of  local  health 
councils  on  a trade  area  basis.  He  said  this  plan 
now  awaits  the  approval  of  the  House  of  Delegates 
at  the  1950  Annual  Session. 

Dr.  Undei’wood  related  that  he  had  been  invited 
to  read  a paper  at  the  Third  Annual  Conference  of 
County  Society  Presidents  and  Secretaries,  April  3, 
1950.  He  said  that  this  would  be  an  excellent 
time  to  get  the  proper  public  health  information 
to  the  county  society  secretaries  and  presidents.  It 
was  also  agreed  that  the  questionnaire  should  be 
changed  somewhat  and  then  distributed  at  this 
meeting  with  an  explanation  of  its  purpose. 

Another  plan  adopted  was  that  after  the  sub- 
committee members  are  chosen  they  be  given  the 
responsibility  of  collecting  the  information. 

Dr.  Harrington  emphasized  the  fact  that  “the 
big  job”  is  to  educate  the  doctors  as  to  what  public 
health  is.  He  asked  that  public  health  notices  be 
put  in  the  bulletin  at  regular  intervals.  Dr.  Under- 
wood asked  that  each  member  of  the  committee 
write  several  of  these  notices  for  approval  at  the 
next  meeting. 

Dr.  Harrington  also  suggested  that  a critique  of 
the  committee’s  experiences  be  written  and  pub- 


lished in  The  Nebraska  State  Medical  Journal. 
Committee  members  accepted  this  suggestion,  al- 
though no  formal  action  was  taken. 

Dr.  Underwood  believed  that  a moving  picture 
film  on  actual  public  health  practices  in  Nebraska 
would  have  the  greatest  educational  value  to  the 
committee.  The  chairman  said  he  would  investi- 
gate the  cost  of  such  a film  and  report  at  the  next 
meeting. 

A plan  was  also  approved  to  ask  for  time  on  the 
program  of  the  1951  Annual  Session. 

In  review,  the  committee’s  two  biggest  jobs  were 
considered  to  be: 

1.  Education  of  the  profession. 

2.  Gathering  of  information. 

It  was  the  concensus  of  the  committee  that  edu- 
cation of  the  laity  comes  under  its  scope,  although 
this  would  necessarily  follow  that  education  of  the 
profession. 

Meeting  adjourned. 


CEREBRAL  PALSY  COMMITTEE 


An  organizational  meeting  of  the  Cerebral  Palsy 
Committee  was  held  Wednesday  evening,  March  8, 
1950,  at  the  Omaha  Athletic  Club.  Present  were  com- 
mittee members  Drs.  Louis  Campbell,  Chairman, 
Omaha;  Fred  Ferciot,  Lincoln;  and  S.  L.  Walters, 
Lincoln.  Also  present  were  Dr.  J.  D.  McCarthy, 
President,  Omaha;  Mr.  M.  C.  Smith,  Executive  Sec- 
retary and  Sidney  Bradley,  Lincoln. 

Dr.  Campbell  stated  that  there  is  a new  move- 
ment nationally  in  cerebral  palsy  work  and  that 
this  committee,  the  first  of  its  kind  in  the  Nebras- 
ka State  Medical  Association,  was  an  outgrowth  of 
that  movement.  He  related  that  the  United  Cerebral 
Palsy  Association,  Inc.,  has  given  the  greatest  im- 
petus to  this  work.  This  organization  also  has  a 
well  defined  program  outlined  with  funds  available 
for  allocation  to  allied  groups. 

Dr.  McCarthy  reminded  that  the  activities  of  the 
Cerebral  Palsy  Committee,  along  with  those  of  all 
committees,  have  a definite  public  relations  aspect. 
He  believed  that  the  state  medical  association  must 
“perform”  in  these  various  fields  if  it  is  to  gain 
the  universal  friendship  of  the  Nebraska  people. 
This  work  must  be  done,  also,  he  added,  if  the 
various  levels  of  government  are  to  be  forestalled 
from  interfering  with  the  medical  profession’s  ac- 
tivities. 


Dr.  Campbell  said  that  the  greatest  problem  to 
be  faced  in  this  work  was  the  procurement  of  ade- 
quate personnel  to  train  and  educate  the  cerebral 
palsied.  He  said  that  such  persons  are  very  scarce. 
Dr.  McCarthy  related  that  a few  years  back  it  was 
impossible  to  get  technicians  and  specialists  for 
other  diseases.  He  said  that  adequate  personnel 
is  now  available  in  these  fields  by  making  them  at- 
tractive both  professionally  and  economically.  The 
same  thing  can  be  done  in  the  field  of  cerebral 
palsy,  he  added. 

Mr.  Smith  declared  that  the  expanded  program 
of  the  state  association  was  based  on  the  premise 
that  the  medical  profession  should  assume  leader- 
ship in  medical  afhiirs.  He  believed  that  this  com- 
mittee should  assume  that  responsibility  for  the 
cerebral  palsy  work  in  Nebraska. 


It  seemed  that  funds  would  be  made  available  to 
Nebraska  for  this  work.  Mr.  Smith  suggested  that 
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all  these  funds  be  administei’ed  by  the  Nebraska 
Medical  Foundation  at  the  direction  of  the  Cei’ebral 
Palsy  Committee.  Committee  members  agreed  that 
this  would  be  a sound  procedure. 

Dr.  Campbell  stated  that  the  first  project  of  the 
committee  should  be  a suiwey  of  the  state  to  de- 
termine the  number  of  cerebral  palsy  patients. 
After  considerable  discussion  of  the  methods  to 
make  this  suiwey,  the  following  plan  was  adopted: 
A news  release  will  be  sent  out  to  Nebraska  news- 
papers and  radio  stations  asking  that  all  cerebral 
palsy  cases  (names)  be  reported  to  a doctor  so  that 
he  can  report  them  to  the  Nebraska  State  Medical 
Association.  Preceding  this  release,  a letter  will  be 
sent  to  members  of  the  state  association  advising 
them  of  this  plan.  This  letter  is  to  be  sent  on 
colored  paper  over  the  signature  of  the  Cerebral 
Palsy  Committee.  The  news  release  will  also  state 
that  these  cases  can  be  reported  direct  to  the  state 
medical  association. 


PUBLIC  RELATIONS  COMMITTEE 

A meeting  of  the  Public  Relations  Committee  was 
held  Monday  evening,  March  13,  1950,  at  the  Lin- 
coln University  Club.  Present  were  committee 
members  Drs.  H.  S.  Morgan,  Chairman,  Lincoln; 
Harold  Neu,  Omaha;  D.  B.  Wengert,  Fremont;  H. 
F.  Elias,  Beatrice;  Leroy  Lee,  Omaha;  and  John 
McGreer,  Lincoln.  Also  present  were  Mr.  M.  C. 
Smith,  Executive  Secretary,  and  Sidney  R.  Brad- 
ley, executive  assistant,  Lincoln. 

The  chairman  stated  that  the  pressure  of  other 
state  association  activities  had  prevented  participa- 
tion in  the  1950  essay  contest,  as  previously  author- 
ized by  the  committee,  that  is  being  sponsored  by 
the  Association  of  American  Physicians  and  Sur- 
geons. After  discussion  of  future  participation  in 
the  contest.  Dr.  Neu  moved  that  the  matter  be 
tabled  until  one  of  the  fall  meetings.  His  motion 
stipulated,  however,  that  the  chairman  present  a 
request  at  the  next  meeting  of  the  Board  of  Tms- 
tees  for  sufficient  funds  to  sponsor  a contest  in 
Nebraska  next  year.  The  motion  was  seconded  by 
Dr.  Lee  and  carried. 

As  instracted  at  the  last  meeting,  samples  of  the 
material  to  be  used  by  the  extended  committee 
members  were  displayed;  i.e.,  question  and  answer 
material  and  medical  economics  papers.  The  com- 
mittee accepted  these  as  the  type  of  material  that 
should  be  sent  out  to  the  extended  public  relations 
committee. 

A discussion  followed  relative  to  the  best  means 
of  assuring  that  this  material  will  be  used  at  all 
types  of  medical  meetings,  including  county  society, 
hospital  staff  and  auxiliary  meetings.  Dr.  Elias 
also  urged  that  the  office  personnel  of  doctors  be 
activated.  It  was  agreed  that  suitable  information 
should  be  prepared  by  the  headquarters  office  for 
this  group. 

The  following  plan  for  reaching  all  these  sources 
was  agreed  upon: 

1.  Informational  material  will  be  prepared  for 
hospital  staff  and  county  medical  society  meetings. 
It  will  be  sent  to  extended  committee  members  for 
presentation. 

2.  Informational  material  will  be  prepared  for 
and  sent  to  the  office  personnel  of  doctors.  This 
material  will  be  sent  directly  from  the  headquarters 
office. 


Mr.  Smith  stated  that  Mr.  Bradley  would  soon 
begin  visiting  doctors  in  their  offices  as  directed 
by  the  committee  at  its  last  meeting.  It  was  gen- 
erally agreed  that  whenever  feasible  the  extended 
public  relations  committee  members  should  be  vis- 
ited first  in  each  county. 

Dr.  Morgan  said  that  there  had  been  some  talk 
concerning  the  advisability  of  correcting  misstate- 
ments appearing  in  the  newspapers.  He  though 
that  one  of  the  best  ways  to  do  this  was  to  hold 
another  meeting  with  the  press  and  radio  groups 
this  spring.  The  chairman  reminded  that  when 
the  Code  of  Cooperation  was  adopted  last  Septem- 
ber, it  was  agreed  that  periodic  meetings  should  be 
held  to  iron  out  the  difficulties  that  may  arise. 
Committee  members  agreed  that  such  a meeting 
should  be  held  later  this  spring. 

Dr.  Morgan  reported  on  the  National  Education 
Campaign  meeting  which  was  held  in  Chicago,  Feb- 
raai-y  12,  1950.  He  said  that  the  primaiy  emphasis 
of  the  campaign  this  year  would  be  placed  on  the 
promotion  of  voluntary  health  insurance. 

Committee  members  also  decided  to  send  a list 
of  Nebraska  organizations  on  record  against  so- 
cialized medicine  to  all  extended  public  relations 
committee  members  as  a stimulus  to  greater  ef- 
fort in  this  field. 

Meeting  adjourned. 


RURAL  IMEDICAL  SERVICE  COMMITTEE 

The  meeting  of  the  Rural  Medical  Service  Com- 
mittee was  called  to  order  at  3 p.m.  in  the  head- 
quarters office,  1315  Sharp  Building,  Lincoln,  by 
Dr.  E.  F.  Leininger,  Chairman.  Present  were  Drs. 
E.  F.  Leininger,  McCook;  R.  E.  Penry,  Hebron;  R. 
L.  Cassel,  Fairbury;  R.  S.  Wycoff,  Lexington;  R.  B. 
Adams  and  Mr.  M.  C.  Smith,  Lincoln. 

The  minutes  of  the  meeting  of  Febraary  17,  1950 
were  read  and  approved. 

Dr.  Leininger  reported  that  he  had  discussed 
with  Dr.  Harold  Lueth,  Dean  of  the  University  of 
Nebraska  College  of  Medicine,  the  matter  of  having 
a rural  physician  placed  on  the  acceptance  com- 
mittee of  the  university.  This  pi'oject  had  been  dis- 
cussed by  this  committee  at  a previous  meeting. 
Dr.  Leininger  said  that  Dean  Lueth  was  very 
favorable  to  such  a plan  with  the  thought  that  a 
rural  general  practitioner  would  be  in  a fine  posi- 
tion to  seiwe  as  an  advisory  member  of  such  a 
committee  in  selecting  first-year  students. 

No  definite  action  could  be  taken  at  this  time 
but  Dr.  Leininger  will  make  a later  report  as  any 
developments  are  made. 

There  was  general  discussion  regarding  the  mat- 
ter of  setting  up  and  methods  of  operating  health 
councils.  The  Planning  Committee  has  submitted 
a plan  to  the  Board  of  Councilors  which  received 
their  approval  at  the  mid-winter  session.  This  plan 
has  been  referred  to  the  House  of  Delegates  and 
will  be  acted  upon  at  the  Annual  Session  in  May. 
It  is  understood  that  the  matter  of  forming  health 
councils  on  a local  level  will  perhaps  be  given  as 
a duty  to  the  Rural  Medical  Seiwice  Committee. 
Plans  for  such  councils  were  discussed  but  since 
the  committee  has  not  yet  received  the  green  light 
to  go  ahead  with  organization  work,  no  definite 
action  was  taken. 

The  committee  referred  back  to  their  original 
outline  of  activities.  It  was  felt  that  certain  of 
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these  objectives  should  be  assigned  to  individual 
members  of  the  committee  for  further  study  and 
that  a report  should  be  submitted  at  the  next  meet- 
ing of  the  committee. 

Dr.  Wycoff  was  assigned  the  subject:  “Methods 
of  Nurse  Recruitment.” 

Dr.  Cassel  and  Dr.  Penry  were  assigned  the  sub- 
ject of  “Rural  Schools”  and  wherein  this  committee 
and  the  Nebraska  State  Medical  Association  might 
assume  certain  and  definite  activities  for  health 
programs  in  i-ural  schools. 

Dr.  Leininger  accepted  the  assignment  to  make 
a study  of  prepayment  health  insurance  as  it  might 
apply  to  this  committee  and  methods  by  which  it 
might  be  presented  and  promoted  to  the  rural  areas 
of  Nebraska. 

Meeting  adjourned. 


ANNOUNCEMENTS 


The  International  and  Fourth  American  Congress 
on  Obstetrics  and  Gynecology  will  meet  in  New 
York  May  14  to  19.  Meetings  will  be  held  at  the 
Hotel  Statler.  The  program  looks  most  attractive, 
including  as  it  does  many  of  the  famous  celebrities 
in  the  field. 


■ The  University  of  Illinois  college  of  Medicine  is 
offering  a course  in  Endocrinology  under  the  di- 
rection of  Dr.  W.  O.  Thompson  of  Chicago.  The 
course  will  be  given  in  association  of  the  American 
College  of  Physicians.  Meetings  will  be  held  at 
the  LaSalle  Hotel  in  Chicago  May  15  to  20. 


The  Sixteenth  Annual  Meeting  of  the  American 
College  of  Chest  Physicians  will  be  held  at  the  St. 
Francis  Hotel,  San  Francisco,  California,  June  22 
through  25,  1950.  An  interesting  scientific  program 
has  been  arranged  for  the  meeting. 


A.M.A.  GOLF  TOURNAMENT 
MONDAY,  JUNE  26 

C.  E.  Shannon,  M.D.,  Chicago,  president  of 
the  American  Medical  Golfing  Association, 
announces  that  the  34th  Tournament  will 
be  held  on  the  two  very  attractive  golf 
courses  of  the  Olympic  Golf  Club,  San  Fran- 
cisco, on  Monday,  June  26,  on  the  opening 
day  of  the  1950  A.M.A.  Annual  Session. 

Fellows  planning  to  participate  should 
send,  as  soon  as  possible,  their  name,  handi- 
cap, and  section  in  medicine  in  which  they 
will  register  to  Secretary  Bill  Burns,  2020 
Olds  Tower,  Lansing  8,  Michigan. 


A white  plastic  wall  plaque  with  Blue  Shield  em- 
blem and  lettering  in  royal  blue  is  available,  with- 
out charge,  to  all  participating  physicians  who  wish 
to  have  this  identification  for  their  reception  rooms. 
An  illustration  of  this  plaque,  with  an  order  card, 
has  been  sent  to  physicians. 


WOMAN'S  Aummy 


Ladies,  here  is  your  golden  opportunity  to 
visit  California.  A cordial  invitation  is  ex- 
tended to  all  members  of  the  Woman’s  Auxil- 
iary to  the  A.M.A.,  their  guests  and  guests 
of  physicians  attending  the  convention.  It 
is  to  be  held  in  San  Francisco  June  26th  to 
30th,  1950.  Headquarters  will  be  at  the 
Hotel  Fairmont. 

This  is  your  chance  to  “kill  two  birds 
with  one  stone’’ — not  only  to  learn  of  im- 
portant A.M.A.  activities  and  the  part  the 
auxiliary  is  playing,  but  also  to  have  FUN. 
Sightseeing  trips  have  been  arranged.  See 
Chinatown  and  Fisherman’s  Wharf.  Cross 
Golden  Gate  Bridge.  Take  a trip  to  Stan- 
ford University,  or  take  a trip  over  San 
Francisco-Oakland  Bay  Bridge  to  the  Uni- 
versity of  California  campus.  That’s  just 
a peek  into  what  is  in  store  for  you.  Ar- 
rangements have  also  been  made  for  golfing 
and  swimming.  The  general  sessions  of  the 
auxiliary  and  the  joint  meetings  with  the 
doctors,  promise  to  be  highly  informative 
and  interesting.  The  social  functions,  too, 
offer  everything  in  the  way  of  entertain- 
ment and  enjoyment. 

Come  see  for  yourself.  Nothing  seems  to 
have  been  overlooked  in  this  carefully- 
planned  program. 

MRS.  G.  KENNETH  MUEHLIG. 

State  Publicity  Chairman 


The  Auxiliary  to  the  Adams  County  Med- 
ical Society  heard  Mrs.  Myron  Youngblood 
review  “America  Through  Women’s  Eyes’’ 
by  Mary  Beard  at  its  meeting  Wednesday 
evening  at  the  Hastings  State  Hospital. 

Historian  Beard’s  book  deals  with  the  in- 
fluence of  women  in  shaping  the  history  of 
the  United  States,  and  mentions  several 
women  not  ordinarily  considered  as  influ- 
ential historical  characters. 

Mrs.  D.  W.  Kingsley  presided  at  a routine 
business  meeting  which  followed  dinner  with 
the  medical  society.  Handmade  baskets  of 
spring  flowers  decorated  the  table. 

Seventeen  members  and  guests  were  pres- 
ent. 

MRS.  L.  W.  RORK, 

Chairman  Press  and  Publicity 


The  Auxiliary  to  the  Lincoln-Lancaster 
County  Medical  Society  met  for  a luncheon 
at  the  Lincoln  Hotel,  Monday,  April  3rd. 
Forty-five  were  present. 
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Reports  were  given  by  committee  chair- 
men. Election  of  officers  was  held,  and  the 
following  members  will  assume  office  in  Sep- 
tember: President,  Mrs.  Frank  Tanner; 

President-elect,  Mrs.  Lynn  Sharrar;  Treas- 
urer, Mrs.  Roland  Mueller. 

MRS.  L.  V.  GIBSON, 
Publicity  Chairman 


On  Thursday  evening,  January  5,  the  Mad- 
ison-Six County  Woman’s  Medical  Auxiliary 
was  organized  at  a dinner  meeting  at  the 
Hotel  Waldorf  in  Norfolk.  Mrs.  C.  F.  Fer- 
ciot  of  Lincoln,  president  of  the  Woman’s 
Auxiliary  of  the  Nebraska  State  Medical  As- 
sociation, was  guest  of  honor. 

Organization  of  the  group  was  completed 
at  the  February  2 meeting,  at  the  Hotel  Wal- 
dorf. Mrs.  George  Salter,  Norfolk,  was 
elected  president;  Mrs.  R.  H.  Kohtz,  Bloom- 
field, vice  president;  and  Mrs.  F.  W.  Rud- 
loff,  Battle  Creek,  secretary  and  treasurer. 

On  March  3,  Mrs.  Garner  of  Madison  re- 
viewed the  recent  book  “Road  Ahead,’’  when 
the  auxiliary  met  for  dinner  at  the  Hotel 
Waldorf. 

MRS.  PAUL  L.  BARNES, 
Publicity  Chairman 


WOMAN’S  AUXILIARY 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 
PROGRAM 

Monday,  May  1,  1950 

Registration  Headquarters,  Hotel  Comhusker 


10:00  a.m. 

12:30  p.m. 
3:30  p.m. 
6:30  p.m. 


Tuesday,  May  2,  1950 
Executive  Session,  Hotel  Comhusker 
Mrs.  C.  Fred  Ferciot,  presiding 
Informal  Luncheon,  Hotel  Comhusker 
Tea 

Fun  Night,  Nebraska  State  Medical 
Association,  Cotner  Terrace,  225  N. 
Cotner 


Wednesday,  May  3,  1950 

10:00  a.m.  Annual  Business  Meeting,  Hotel  Corn- 
husker 

Mrs.  C.  Fred  Ferciot,  presiding 
1:00  p.m.  Luncheon  and  Entertainment,  Cotner 
Terrace,  225  N.  Cotner.  Early  reser- 
vations appreciated. 

Post  executive  session  following  lunch- 
eon and  entertainment.  Mrs.  Glenn 
Whitcomb  presiding. 

6:30  p.m.  Banquet,  Nebraska  State  Medical  As- 
sociation, Hotel  Comhusker 


12:30  p.m. 
to 

2:30  p.m. 


Thursday,  May  4,  1950 
Luncheon,  Hotel  Comhusker,  joint  meet- 
ing for  the  Auxiliary  and  the  Medical 
Society.  Program  by:  Dr.  Harold  S. 
Morgan,  Mrs.  C.  Fred  Ferciot,  Mrs. 
Paul  C.  Craig,  Public  Relations  Chair- 
man for  the  Auxiliary  to  the  Ameri- 
can Medical  Association. 


NEWS  and  VIEWS 


We  record  with  regret  the  death  of  the 
following  physicians  well  known  in  Nebras- 
ka. 

Dr.  Augustus  G.  Pohlman,  formerly  Pro- 
fessor of  Anatomy  of  Creighton  University 
School  of  Medicine,  died  April  1 in  California 
at  the  age  of  71  years. 

After  a brief  period  of  illness  Dr.  Martin 
H.  Deffenbaugh,  one-time  physician  in 
Grand  Island,  died  in  Kansas  City  in  March. 

Dr.  D.  E.  Haworth,  formerly  of  Wymore, 
died  in  Beardstown,  Illinois  early  in  April. 


A.A.G.P. 

The  Nebraska  Academy  of  General  Prac- 
tice will  hold  its  annual  meeting  at  Lincoln, 
Nebraska  in  the  Comhusker  Hotel  on  Thurs- 
day, May  4th,  1950.  There  will  be  a social 
hour  starting  at  6:30  p.m.  in  the  Cornhusk- 
er  Room,  and  dinner  at  7:30  in  the  Persian 
Room.  There  will  be  a general  meeting  fol- 
lowing the  dinner,  with  election  of  officers 
for  the  ensuing  year. 


Dr.  Walter  Alvarez,  senior  consultant  in 
the  Division  of  Medicine  in  the  Mayo  Clinic, 
has  been  appointed  medical  editor  of  “GP,” 
published  by  the  American  Academy  of  Gen- 
eral Practice. 

The  first  issue  of  the  new  journal  is  being 
mailed  to  its  12,000  members  and  other  sub- 
scribers this  week. 

A native  of  California,  Doctor  Alvarez  re- 
ceived his  M.D.  degree  from  Stanford  Uni- 
versity Medical  School  and  later  studied  at 
Harvard.  Since  1926  he  has  been  associated 
with  the  Mayo  Clinic  in  Rochester,  Minne- 
sota, and  has  held  the  position  of  Professor 
of  Medicine  of  the  Mayo  Foundation  of  the 
University  of  Minnesota  since  1934.  Doctor 
Alvarez  has  been  a prolific  writer  on  medical 
subjects  for  many  years  and  has  served  as 
editor  on  both  “The  American  Journal  of 
Digestive  Diseases’’  and  “Gastroenterology.’’ 
He  has  been  contributing  author  to  several 
important  books  and  has  more  than  650 
articles  in  the  medical  literature  throughout 
the  country. 
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Having  reached  the  age  of  retirement  at 
the  Mayo  Foundation,  he  is  moving  his  resi- 
dence to  Chicago  where  he  will  assume  the 
duties  of  medical  editor  of  “GP”. 

The  journal  is  published  by  the  Academy’s 
headquarters  office  in  Kansas  City,  Broad- 
way at  Thirty-Fourth  Street. 


AMA  AND  COMMERCE  DEPARTMENT  AIM  AT 
MOST  COMPLETE  SURVEY  IN  HISTORY 

With  months  of  planning  completed,  AMA  and 
the  Department  of  Commerce  are  ready  to  launch 
what  they  hope  will  be  the  most  complete  and  au- 
thentic survey  of  physicians’  incomes  in  history. 

In  a week  or  ten  days  mailing  of  the  question- 
naires will  begin.  By  the  end  of  April,  a total  of 
125,000  doctors  will  have  received  the  forms.  What 
they  do  with  the  forms — not  what  the  statisticians 
do — will  determine  whether  the  suiwey  is  a success. 
If  a high  percentage  of  physicians  fill  in  the  an- 
swers accurately  and  promptly,  the  result  will  be 
an  up-to-date  dollars-and-cents  picture  of  what 
America  pays  its  doctors,  an  invaluable  report.  If 
the  doctors  don’t  respond,  the  returns  will  be  an- 
other collection  of  unreliable  and  miscellaneous 
facts.  Both  AMA  and  Commerce  Department  em- 
phasize that  the  most  careful  preliminary  planning 
and  final  analyses  of  results  will  be  futile  if  indi- 
vidual members  of  the  profession  do  not  cooperate 
whole-heartedly. 

Here  is  how  questionnaires  will  be  mailed:  AMA 
is  addressing  the  first  100,000  to  every  other  name 
on  its  roster,  which  takes  in  members  and  non- 
members. These  physicians  get  the  short  fonn, 
covering  income  only  for  1949.  An  additional  10,- 
000  get  the  same  form,  but  these  envelopes  will 
bear  a code  number.  Code  numbers  also  will  be 
used  on  another  group  of  15,000  long  forms,  cover- 
ing income  from  1945  through  1949.  Approximately 
6214  per  cent  of  the  nation’s  physicians  will  be 
contacted. 

The  code  number  seiwes  only  one  purpose:  It 

identifies  the  return  envelope  to  AMA  so  a follow- 
up letter  can  be  sent  to  those  who  delay  returning 
the  questionnaire.  Commerce  Department  does  not 
receive  these  codes;  its  analysis  will  be  conducted 
on  blind,  unidentified  forms.  Commerce  Department 
points  out  that  returns  will  be  used  for  statistical 
purposes  only,  and  in  no  way  will  they  be  made 
available  to  the  Internal  Revenue  Bureau. 


CITIES  UNPREPARED  FOR  EMERGENCY 

According  to  Dr.  Joseph  S.  Lawrence,  director  of 
our  AMA  Washington  office,  reassuring  testimony 
was  scarce  when  representatives  of  four  large 
American  cities  testified  before  the  Joint  Atomic 
Energy  Committee,  which  is  trying  to  deteiTnine  the 
state  of  the  nation’s  preparedness  for  atomic  attack. 
The  Committee  heard  from  Capt.  G.  A.  Pai’kinson, 
USNR,  coordinator  of  Milwaukee’s  civil  disaster  re- 
lief committee;  Mayor  Elmer  E.  Robinson  of  San 
Francisco;  Brig  Gen.  Clyde  Dougherty,  coordinator 
of  Detroit’s  civil  defenses;  and  Mayor  Dennis  Rob- 
erts of  Providence,  R.  I.  Mr.  Robinson’s  blunt  criti- 
cism of  the  national  government  for  “not  doing 


enough”  got  him  into  sharp  exchanges  with  mem- 
bers of  the  committee.  Discussions  covered  all 
problems  of  civil  defense,  and  several  plans  were 
suggested.  On  the  medical  phase,  regionally  and 
nationally,  to  insure  prompt  movement  into  a 
bombed  area  of  medical  supplies  and  personnel. 
They  emphasized  that  little  reliance  can  be  placed 
on  availability  of  purely  local  supplies  and  person- 
nel, because'  of  the  destructive  nature  of  an  atomic 
attack  and  subsequent  confusion  and  dismption. 

Before  sounding  out  municipalities,  the  committee 
released  part  of  the  testimony  taken  in  secret  from 
a number  of  officials  concerned  with  the  national 
picture.  Dr.  Noiwin  C.  Kiefer,  medical  director  of 
National  Securities  Resources  Board,  was  no  more 
reassuring  than  the  city  officials.  He  said  board 
studies  had  established  that  in  event  of  heavy  civil- 
ian casualties,  the  health  sei'vices  definitely  would 
be  inadequate.  He  warned  that  in  such  an  emergen- 
cy, health  personnel,  supplies  and  hospital  facilities 
could  not  do  the  job  demanded.  Dr.  Kiefer  said  the 
federal  government  was  looking  toward  regional 
stockpiling  of  supplies.  He  advised  communities  to 
inventory  all  local  personnel  and  supplies. 

Dr.  Kiefer  also  discussed  progress  toward  estab- 
lishment of  a national  organization  which  could  han- 
dle the  various  problems  of  blood  procurement.  He 
said,  “The  only  recourse  is  a highly  efficient  organi- 
zation— including  a huge  reseiwe  of  standard  bottles 
and  other  supplies — ready  to  stage  a mass  blood 
procurement  from  persons  outside  the  attacked 
area.” 


COST  PER  DIEM  OF  HOSPITALS  OF  NEIGH- 
BORING STATE  UNIVERSITY  MEDI- 
CAL SCHOOLS 

University  of  Nebraska  Hospital,  Univ.  of 

Nebr.  $11.24 

State  of  Wisconsin  General  Hospital,  Univ  of 

Wise.  13.47 

Indiana  University  Medical  Center,  Univ  of 

Ind.  13.60 

State  University  of  Iowa  Hospitals,  Univ.  of 

Iowa  14.61 

University  of  Kansas  Medical  Center,  Univ  of 

Kan.  15.89 

Research  and  Educational  Hospital,  Univ  of 

111.  14.87 

University  of  Minnesota  Hos-pital,  Univ  of 

Minn.  17.05 

University  of  Colorado  Hospital,  Univ  of  Colo.  18.07 
University  Hospital,  Univ  of  Mich. 19.25 

The  Nebraska  Chapter  of  the  American  Physical 
Therapy  Association  met  with  the  Medical  Advisory 
Board  at  Childrens  Hospital  in  Omaha,  Friday, 
March  10,  1950. 

Members  of  the  board  are  Di’s.  Harold  C.  Lueth, 
Dean  of  the  University  of  Nebi'aska  Medical  Col- 
lege; C.  M.  Wilhelm j.  Director  of  Medical  Research, 
Creighton  University;  W.  R.  Hamsa,  Professor  Or- 
thopedics Department,  University  of  Nebraska; 
George  E.  Robertson,  Associate  Professor,  Pedia- 
trics Department,  University  of  Nebraska  Medical 
College;  H.  Winnett  Orr,  Chief  of  Staff,  Nebraska 
Child  Welfare,  Crippled  Children  Division,  of  Lin- 
coln. 
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Fifteen  members  were  present.  There  are  23 
members  in  the  state,  all  graduates  of  Approved 
schools  of  Physical  Therapy. 


A drastic  cut  in  intern  and  residency  training 
programs  to  be  effected  without  endangering  pro- 
fessional standards  in  Medical  Department  opera- 
tion was  announced  recently  by  Major  General  Ray- 
mond W.  Bliss,'  Army  Surgeon  General. 

“The  curtailment  is  now'  possible  as  a natural  cul- 
mination of  rising  professional  standards  and  long 
range  planning,”  General  Bliss  said.  “I  believe  this 
action  will  be  gratifying  to  American  medicine  in 
general  because  of  a fear  that  the  Army  was  com- 
mited  to  a program  of  over-specialization.” 

The  reduction  in  inteim  and  residency  programs 
has  no  bearing  on  the  recent  closing  of  military  hos- 
pitals but  grow's  out  of  a long  study  of  the  Army’s 
personnel  needs. 

The  original  graduate  program  was  established 
with  the  assistance  of  the  American  Medical  As- 
sociation and  other  medical  advisory  groups  with 
the  goal  of  training  30  per  cent  of  the  Army  Medi- 
cal Corps  as  specialists.  This  quota  was  the  same 
as  that  of  the  British  Army  and  comparable  to  the 
American  medical  profession  as  a whole. 

Immediately  after  the  close  of  the  war,  with  the 
release  of  the  many  clinical  specialists  who  were 
temporary  officers,  the  Medical  Department  had 
only  a handful  of  qualified  Regular  Army  officers 
remaining.  Since  this  number  was  far  too  small 
to  meet  requirements,  an  extensive  graduate  train- 
ing program  w'as  necessary.  With  the  initial  phase 
of  this  program  substantially  completed,  it  is  now 
possible  to  reduce  the  numbers  in  training. 


NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

THE  DES  MOINES  PUBLIC  HEALTH 
CONFERENCE 

A special  invitation  is  being  extended  to 
all  individuals  interested  in  public  health 
work  to  attend  a Middle  States  meeting  in 
Des  Moines,  Iowa  on  May  4 and  5.  Eleven 
states  are  being  invited  to  attend  this  first 
meeting  upon  the  invitation  of  the  Iowa 
Public  Health  Association. 

The  program  has  been  arranged  by  a com- 
mittee from  those  states  which  met  at  the 
time  of  the  American  Public  Health  Associa- 
tion convention  in  New  York  City.  It  is  an- 
ticipated that  from  this  first  organizational 
meeting  there  will  be  formed  a Middle  States 
Health  Branch  of  the  A.P.H.A.  here  in  the 
Middle  West. 

The  program  for  this  first  meeting  is  to 
be  based  upon  the  possibility  of  wide  par- 
ticipation by  all  those  who  attend.  Varied 
interests  in  the  field  of  public  health  will  be 
grouped  together  and  several  discussion 
meetings  will  be  held  for  each  group.  This 


will  permit  wide  participation  and  an  op- 
portunity for  discussion  regarding  the  prob- 
lems public  health  workers  have  throughout 
the  eleven  states. 

You  are  urged  to  attend  this  first  meet- 
ing in  Des  Moines,  Iowa,  May  4 and  5.  For 
specific  information  write  to  Director  of 
Health,  Nebraska  State  Department  of 
Health,  Lincoln,  Nebraska.  As  soon  as  pro- 
gram plans  are  developed  we  shall  be  glad 
to  send  you  further  information. 

PEDIATRIC  POSTGRADUATE  COURSE 

The  University  of  Nebraska  College  of 
Medicine  presented  a Pediatric  Post-gradu- 
ate Course  April  24-28,  1950.  The  guest  lec- 
turer was  Dr.  Julius  B.  Richmond,  Associ- 
ate Professor  of  Pediatrics,  University  of  Il- 
linois. Other  participants  were  members  of 
the  Pediatric  Department,  University  of  Ne- 
braska, College  of  Medicine.  The  attendance 
at  the  course  was  limited  to  one  doctor  from 
each  district  selected  by  the  Councilor  of  the 
district. 


PROBLEMS  OF  OLD  AGE 

A conference  on  “The  Problems  of  Old 
Age  in  Nebraska”  was  held  in  Hastings 
State  Hospital,  April  5,  1950.  Dr.  Paul 
Meadows,  Associate  Professor  of  Sociology, 
University  of  Nebraska,  was  the  guest 
speaker. 

There  were  informal  discussion  groups  in 
which  Dr.  Juul  C.  Nielsen,  host  to  the  con- 
ference and  his  staff,  participated  as  re- 
source people.  There  were  opportunities  to 
visit  with  persons  from  the  occupational 
therapy  department,  and  with  psychiatric 
ward  aides.  There  were  demonstrations  of 
bedside  nursing  techniques  which  included 
use  of  restraint,  feeding  utensils,  and  oral 
hygiene. 

A second  institute  will  be  held  in  Scotts- 
bluff  in  July.  The  problems  of  old  age  will 
be  discussed  as  well  as  the  emotional  prob- 
lems of  childi’en. 


WORKSHOPS  1950 
Hastings  College — June  19-23 
Chadron  State  Teachers  College — July  17- 
August  4 

Wesleyan  University — July  27-August  12 
Fairbury  Junior  College — June  5- July  28 
Wayne  State  Teachers  College — August 
7-25 

Peru  State  Teachers  College — July  1-30 
Midland  College — July  18-August  4 
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TECHNICAL  EXHIBITS 
at  the  Annual  Session  in  Lincoln 

Booth  No.  00  — Coca-Cola  Co.  Ice-cold  Coca-Cola  served 
through  the  cooperation  and  courtesy  of  the  Coca-Cola  Bottling 
Co.  of  Lincoln  and  The  Coca-Cola  Company. 

Booth  No.  1 — W.  B.  Saunders  Co.,  West  Washington  Square, 
Philadelphia  5.  Pa.  We  invite  all  doctors  attending  the  meet- 
ing of  the  Nebraska  State  Medical  Association  to  visit  our  ex- 
hibit where  we  will  display  a complete  line  of  our  books  in- 
cluding Hyman’s  “Integrated  Practice  of  Medicine.”  Bockus’ 
“Postgraduate  Gastroenterology.”  “Cytologic  Diagnosis  of  Can- 
cer,” Wells’  “Clinical  Pathology.”  Wolff’s  “Electrocardiogra- 
phy,”’ Conn’s  “1950  Current  Therapy,”  Mitchell  & Nelson’s 
“Pediatrics,”  Hauser’s  “Diseases  of  the  Foot.”  Nesselrod’s 
“Proctology.”  Custer’s  “Atlas  of  Blood  and  Bone  Marrow,” 
Sunderman  & Boerner’s  “Normal  Values.”  Friedberg’s  “Dis- 
eases of  the  Heart.”  and  many  others. 

Booth  No.  2 — A.  S.  Aloe  Co.,  1831  Olive  Street,  St.  Louis  3, 
Mo.  Your  Aloe  representative  will  be  happy  to  welcome  you 
at  Booth  No.  2.  He  has  on  display  a representative  cross  sec- 
tion of  the  surgical  and  laboratoi'y  equipment  and  supplies 
stocked  by  the  world’s  largest  surgical  supply  house.  Fea- 
tured are  many  new  items  which  you  will  want  to  see  and 
have  demonstrated. 

Booth  No.  3 — Eli  Lilly  & Co..  Indianapolis  6.  Ind.  Your 
Lilly  medical  service  representative  cordially  invites  you  to 
visit  the  Lilly  exhibit  located  in  Booth  No.  3.  The  display  for 
1950  features  a presentation  on  the  incidence  and  potential 
number  of  diabetics  in  America.  The  attending  representatives 
will  be  pleased,  indeed,  to  assist  visiting  physicians  in  every 
way  possible. 

Booth  No.  4 — M & R Dietetic  Laboratories,  Inc.,  Columbus,  O. 
Similac  Division.  M & R Dietetic  Laboratories.  Inc..  Booth  No. 
4.  will  display  Similac.  a food  for  infants,  and  Cerevim.  a 
cereal  food.  Our  representatives  will  appreciate  the  oppor- 
tunity to  discuss  the  merit  and  suggested  clinical  application 
for  both  the  normal  and  special  feeding  cases. 

Booth  No.  5 — Schering  Corporation,  2 Broad  Street.  Bloom- 
field. N.  J.  Buccal  Tablets  of  Oreton.  Progynon.  Prolution. 
and  Cortate  with  exclusively  new  base.  Polyhydrol,  will  be 
featured  at  the  Schering  exhibit.  Polyhydrol  makes  possible 
complete  absorption  of  hormones  via  the  buccal  route  providing 
advantages  of  high  effectiveness,  convenience  and  economy. 
Trimeton  and  Chlor-Trimeton,  two  outstanding  antihistamines, 
and  Coricidin.  Schering’s  new  treatment  for  the  common  cold, 
containing  Chlor-Trimeton,  aspirin,  phenacetin,  and  caffeine, 
will  highlight  the  exhibit. 

Schering  representatives  will  be  present  to  welcome  you.  and 
will  be  happy  to  answer  inquiries  concerning  Schering’s  new 
products  as  well  as  their  other  hormone,  x ray  diagnostic, 
chemotherapeutic,  and  pharmaceutical  specialties. 

Booth  No.  6 — Mead  Johnson  & Co.,  Evansville.  Ind.  Mead 
Johnson  & Co.,  Evansville,  Ind..  (Booth  No.  6).  Dextri-Mal- 
tose.  Oleum  Percomorphum,  Pablum,  Pabena.  Olac  and  other 
Mead  products  used  in  infant  nutrition  will  be  on  display  at 
the  Mead  Johnson  exhibit  at  your  Nebraska  State  Medical  As- 
sociation meeting.  Protenum.  a new  high  protein  product,  will 
be  displayed.  Also.  Lonala.  for  low  sodium  diets.  Our  repre- 
sentatives at  the  exhibit  will  be  glad  to  discuss  with  you  the 
new  improvements  of  Amigen  and  Amisets. 

Booth  No.  7 — E.  R.  Squibb  & Sons,  32-14  Northern  Blvd.. 
Long  Island  City,  N.  Y.  Squibb  will  feature  service  material 
in  various  fields  of  therapy  at  the  1950  Annual  Session  of  the 
Nebraska  State  Medical  Association.  Monographs  on  therapy 
and  practical  aids  will  be  available  for  your  perusal  from 
which  you  may  select  informative  items  to  fill  your  particular 
need.  Come  and  browse  in  the  Squibb  Booth. 

Booth  No.  8 — G.  E.  X-Ray  Corporation,  Milwaukee,  Wiscon- 
sin. The  General  Electric  X-Ray  Corporation  will  exhibit  the 
Maxicon— -a  revolutionary  new  idea  in  x-ray  apparatus  de- 
sign. Comprised  of  a number  of  components  that  can  be 
varied  in  assembly,  or  added  to  any  unit  at  any  time,  it  cov- 
ers the  range  of  diagnostic  apparatus  from  the  horizontal 
Bucky  table  to  the  motor-driven  combination  unit.  A selective 
line  of  apparatus,  it  allows  x-ray  facilities  to  grow  by  adding 
components  to  a basic  unit,  a step  at  a time. 

Booth  No.  9 — Philip  Morris  & Co.  Ltd.,  Inc.,  119  Fifth  Av- 
enue. New  York.  N.  Y.  Philip  Morris  & Co.  will  show  the 
results  of  research  on  the  irritant  effects  of  cigarette  smoke, 
^ese  results  show  conclusively  that  Philip  Morris  are  less 
irritating  than  other  cigarettes.  An  interesting  demonstration 
will  be  made  on  smokers  at  the  exhibit  w’hich  will  show  the 
difference  in  cigarettes. 

Booth  No.  10 — Crosby  Surgical  Co.,  Ill  North  18h  Street, 
Omaha  2.  Nebr.  You  are  invited  to  inspect  our  newest  lines 
of  equipment  and  supplies,  which  we  will  exhibit  and  demon- 
strate throughout  the  meeting. 

Booth  No.  11 — Smith-Dorsey  Co.,  233  South  10th.  Lincoln  8, 
Nebr.  Smith-Dorsey  extends  a cordial  invitation  to  all  doc- 
tors to  visit  their  booth.  Their  new  antihistaminics  will  be 
featured  together  with  a new  par-aminobenzoic  acid  combina- 
tion and  vitamin  B12  (crystalline).  Injectable  preparations 
will  also  be  featured  and  you  are  welcome  to  make  the  Dor- 
sey booth  your  headquarters  during  the  meeting. 

Booth  No.  12 — Ortho  Pharmaceutical  Corporation,  Raritan. 
N,  J.  Ortho  cordially  invites  you  to  visit  Booth  No.  12.  Fea- 
tured will  be  the  Ortho  Kit.  a new  convenient  and  complete 
kit  containing  the  requisites  for  conception  control  in  a 
beautifully  woven  plastic  zippered  purse.  New  products  dis- 
played will  include  Diffusion  ( hyaluronidase) , Masse’  nipple 
cream,  and  other  new  gynecic  pharmaceuticals. 

Booth  No.  13  — ■ Winthrop  - Steams.  Inc..  170  Varick  Street, 
New  York  13.  N.  Y.  Winthrop-Stearns.  Inc.,  New  York, 
invites  you  to  visit  its  Booth  No.  13,  where  the  following 


products  will  be  featured  — Aralen,  effective  antimalarial, 
al'O  specific  for  extra-intestinal  (hepatic)  amebiasis;  Milibus, 
new,  virtually  non-toxic  amebacide ; Neo-Synephrine — Thenfa- 
dil.  nasal  solution,  potent  vasoconstrictor  with  antihistaminic ; 
Sulfamylon,  new  sulfonamide  for  topical  use  with  wide  anti- 
bacterial range  (including  anaerobes,  gas  gangrene),  not  in- 
hibited by  pus.  It  is  available  as  solution,  and  as  5%  so- 

lution in  combination  with  Streptomycin  (20,000  units). 

Booth  No.  14  - Seiler  Surgical  Co.,  Inc.,  Ill  South  17th 
Street.  Omaha  2.  Nebr.  Be  sure  to  see  the  latest  in  Diathermy 
“Radar”  Microtherm  exclusive  distribution  for  the  State  of 
Nebraska — Seiler  Surgical  Co.,  Inc..  Omaha,  Nebr. 

Booth  No.  15 — Lanteen  Medical  Labs,  Inc.,  900  North  Frank- 
lin, Chicago  10,  111.  Lanteen  Medical  Laboratories,  Inc.,  cor- 
dially invite  you  to  visit  their  exhibit  in  Booth  No.  15.  Repre- 
sentatives will  be  happy  to  discuss  the  well  known  Lanteen 
products,  including  many  new  items  recently  added. 

Booth  No.  16—  Medco  Products  Co.,  3603  E.  Admiral  Place, 
Tulsa  12,  Okla.  Our  Medcotronic  low-volt  generator  will  be 
on  display.  Indicated  in  painful  neuritis,  myositis,  fibrositis, 
arthritis,  rheumatism,  low  back  pain,  peripheral  vascular  con- 
ditions, paralysis,  etc. 

Booth  No.  17 — The  Medical  Protective  Company,  229  West 
Berr>*  Street.  Fort  Wayne,  Ind.  Please  stop  at  Booth  No.  17 
and  consult  w’ith  our  representatives  there  regarding  our  Spe- 
cialized Service  Plan.  We  are  particularly  anxious  to  give  you 
the  benefit  of  our  51  years  experience  in  concentrating  our 
efforts  solely  on  the  profe:sional  liability  problems  of  your 
profession. 

Booth  No.  18  ^ Phebus  Surgical  Co.,  1727  Howard  Street. 
Omaha  2,  Nebr.  Phebus  Surgical  will  again  exhibit  at  the 

State  Meeting.  We  are  looking  forward  to  seeing  many  of 
you  at  our  booth.  Mr.  Bloom  will  be  on  hand  to  greet  you. 

Booth  No.  19 — Blue  Cross-Shield,  518  Kilpatrick  Bldg.,  Oma- 
ha 2,  Nebr.  The  record  of  growth  and  service  of  the  health 
care  plans  sponsored  by  Nebraska’s  hospitals  and  physicians 
will  be  graphically  represented  by  means  of  illuminated  charts. 
Doctors  will  find  it  worth  while  to  visit  this  booth  to  secure 
information,  literature  and  Blue  Shield  supplies. 

Booth  No.  20 — Picker  X-ray  Corporation  of  Iowa,  611  Ne- 
braska Street,  Sioux  City,  13,  Iowa.  We  invite  you  to  visit 
our  booth  and  discuss  our  many  useful  products. 

Booth  No.  21— G.  D.  Searle  & Co.,  Chicago.  III.  You  are 
cordially  invited  to  visit  the  Searle  booth  where  our  repre- 
sentatives will  be  happy  to  answer  any  questions  regarding 
Searle  Products  of  Research. 

Featured  will  be  Dramamine  for  the  prevention  and  active 
treatment  of  motion  sickness  ; Alidase.  for  hypodermoclysis  ; 
Ruphyllin,  for  abnormal  capillary  fragility  ; Hydryllin,  new  and 
effective  anti-histaminic,  as  well  as  such  time  proven  products 
as  Searle  Aminophyllin  in  all  dosage  forms,  Metamucil,  Keto- 
chol,  Floraquin,  Kiophyllin.  Diodoquin,  Pavatrine,  and  Pava- 
trine  with  Phenobarbital. 

Booth  Nos.  22-25 — Donley-Stahl  Co.,  1331  N Street.  Lincoln  8, 
Nebr.  Our  exhibit  will  feature  the  latest  approved  medical 
equipment  such  as  E.K.G.’s,  B.M.R.’s,  furniture,  therapy  ap- 
paratus, surgical  tables  and  furniture  for  examining  and  re- 
ception setups. 

Booth  No.  26 — Lederle  Labs,  30  Rockefeller  Plaza.  New  York. 
N.  Y.  You  are  cordially  invited  to  visit  our  exhibit  in  Booth 
No.  26,  where  you  will  find  representatives  who  are  prepared 
to  give  you  the  latest  information  on  Lederle  products. 

Booth  No.  27 — Ciba  Pharmaceutical  Products,  Inc.,  556  Mor- 
ris Avenue.  Summit,  N.  J.  We  invite  you  to  visit  our  exhibit 
for  the  latest  information  on  Priscoline  (formerly  known  as 
Priscol),  a valuable  adjunct  to  the  treatment  of  peripheral 
vascular  disease.  Pyribenzamine,  HCL.  the  antihistaminic 
drug  for  prevention  and  relief  of  anaphylaxis  and  many  forms 
of  allergy  will  also  be  featured.  Representatives  in  attendance 
will  gladly  answer  any  questions  about  these  and  other  Ciba 
products. 

Booth  Nos.  29  and  30 — Physicians  & Hospitals  Supply  Co., 
400-418  Sixth  Street,  Minneapolis  15,  Minn.  You  are  cordially 
invited  to  visit  our  exhibit.  Our  representatives  will  welcome 
an  opportunity  to  show  you  the  new  Beck-Lee  portable  Elec- 
trocardiograph with  automatic  film  developing  camera,  the  L-F 
short  wave  diathermy,  the  Wangensteen  Suction  System  by 
Phelan,  the  new  Baby’s  Haven  Incubator  and  other  items  of 
interest. 

Booth  No.  31 — J.  B.  Lippincott  Co.,  East  Washington  Square, 
Philadelphia  5.  Pa.  J.  P.  Lippincott  Co.  presents  an  interest- 
ing and  active  exhibit  of  professional  publishing.  With  the 
“pulse  of  practice”  centering  in  an  advisory  editorial  board  of 
active  clinicians  who  constantly  review  the  field.  Current 
and  coming  trends  in  medicine  and  surgery  are  known  con- 
tinually. On  the  studied  recommendations  of  these  mc>dical 
leaders,  Lippincott  Selected  Professional  Books  are  undertaken. 

Booth  No.  32 — Sharp  & Dohme,  Inc.,  Philadelphia  I.  Pa.  Vis- 
itors are  cordially  invited  to  visit  the  Sharp  & Dohme  exhibit 
in  Booth  No.  32.  Stable,  portable  ’Lyovac’  Normal  Human 
Plasma  irradiated  to  destroy  viral  contaminants  that  might 
cause  homologous  serum  hepatitis  merits  your  attention.  Un- 
usual specialties,  including  ‘Cremo’  - sulfonamides,  pleasantly 
flavored,  palatable  suspensions  of  the  most  effective  systemic 
and  enteric  sulfonamides,  and  ‘Delmor’.  a delicious  nutrient 
powder,  also  will  be  of  major  intereU. 

Booth  No.  33^ — The  Dairy  Council,  W.O.W.  Building,  Omaha 
2.  Nebr.  Plan  to  visit  Booth  No.  33.  The  Dairy  Council’s  ex- 
hibit. “Food  Value  of  Ice  Cream.”  will  not  only  show  the  nu- 
tritive contribution  of  ice  cream  but  will  also  give  you  an 
opportunity  to  taste  it.  Count  on  a mid-morning  or  mid- 
aftemoon  snack  of  ice  cream — a delicious,  nutritious  food. 
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KNOW  YOUR 
BLUE  SHIELD  PLAN 


While  Blue  Shield  benefits  for  In-Hospital  medi- 
cal care  are  not  available  until  the  fouidh  day  of 
hospitalization,  please  keep  in  mind  that  Blue  Cross 
benefits  do  apply  from  the  first  day  of  hospitaliza- 
tion in  all  cases. 


To  acquaint  Participating  Physicians  with  the 
Blue  Cross  Blue  Shield  record  of  seiwice  and  growth 
during  1949,  a copy  of  the  graphic  “Report  to  the 
Public”  has  been  sent  to  all  Nebraska  physicians 
who  participate  in  the  medical  seiwice  Plan. 


Benefits  for  cystoscopy  and  cystoscopy  with  ure- 
teral catheterization  are  allowed  during  the  first 
three  days  of  hospitalization.  Since  these  are  sur- 
gical procedures,  the  three-day  In-Hospital  medical 
care  limitation  does  not  apply  to  them. 


Physicians  who  attended  the  Conference  of  Pres- 
idents and  Secretaries  of  County  Medical  Societies 
in  Lincoln  on  April  3 heard  a progress  report  of 
Blue  Cross-Blue  Shield  given  by  Dr.  Arthur  J. 
Offerman.  He  outlined  the  Blua  Shield  Liaison 
program  and  stressed  the  importance  of  the  activi- 
ties of  the  Blue  Shield  Committee  within  each  so- 
ciety. 


Reminder:  The  doctor’s  medical  i-eport  is  suffi- 

cient notification  of  service  rendered  to  Blue  Shield 
members.  For  this  reason,  it  is  not  necessary  for 
the  patient  to  notify  the  Blue  Shield  office  that 
he  has  received  service.  Physicians  are  urged  to 
submit  their  reports,  with  assignment  blank  com- 
pleted, as  soon  as  services  are  rendered.  This  will 
facilitate  prompt  seiwice. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 


INCOME  AND  EXPENSE 
March  31,  1950 


Month  of 

3 Months 

Income : 

March 

to  Date 

From  dues 

$102,193.43 

$291,590.26 

From  enrollment  fees 

3,413.00 

7,348.00 

Interest,  U.  S.  bond; 

104.17 

104.17 

$105,710.60 

$299,042.43 

Expenses : 
Claims 

$ 95,480.00 

$239,846.00 

Administrative  expense : 
Regular 

9.539.90 

27,399.47 

Advertising  (50-50) 

957.71 

3.382.90 

Bonuses 

333.33 

999.99 

Secretarial  fees 

416.67 

1,250.01 

Medical  Director 

250.00 

750.00 

149.80 

Printing  - 

360.15 

1,525.67 

Conferences  and  Meetings 

1,003.37 

2,085.20 

Collection  expenses 

6.50 

174.95 

Reserve  for  collection  losses 

1,500.00 

Taxes  and  licenses 

6.25 

18.75 

Dues 

89.09 

257.07 

Miscellaneous 

38.40 

68.89 

$108,481.37 

.$279,408.70 

Net  Gain  or  Loss. 

- — $ 2,770.77 

4-$  19,633.73 

BALANCE  SHEET 
March  31.  1950 

^Vsscts  * 

Cash  in  banks $104,897.32 

Premiums  in  process  of  collection 11,347.90 


U.  S.  Bonds  (cost  plus 
accrued  interest)  320,366.86 


Liabilities : 

Accounts  payable.  Blue  Cross $ 10,497.61 

Accounts  payable,  monthly  invoices.  437.60 

Accrued  payroll  taxes 196.50 

Claims  payable : 

Unreported  65,138.50 

Pending  3,750.00 

Contingent  10,000.00 

Unearned  premiums  107,990.44 


$442,612.08 


$198,010.65 


Reserve  for  maternity  care $ 10,000.00 

Reserve  for  bonuses 999.99 

Reserve  for  collection  losses 1.500.00 

Unassigned  surplus  232,101.44  $442,612.08 


ENROLLMENT  SUMMARY— MARCH,  1950 


Groups  enrolled  during  March 73 

Groups  cancelled  during  March 20 

Number  of  active  groups,  April  1,  1950 2,523 


Membership,  March  1,  1950 
Additions 

Subscribers 
. 47,959 

3,176 

Dependents 

66,663 

Total 

114,622 

Net  gain  _ 

Membership,  April  1,  1950 

- _ 2,707 
. 50,666 

70,426 

121,092 

CASE  REPORT 
Number  of  cases  paid 
Number  of  services  rendered  . 
Females 
Males 

Subscribers 

Dependents 

—MARCH, 

1950 

_ 2,402 
2,941 
1,691 
1,250 
1,178 
1,763 

HUMAN  INTEREST  TALES 

Communications  bearing:  liuman  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  Ill  So.  39th.  Omaha. 


Dr.  A.  B.  Fellers  of  McCook  has  retired  from 
practice. 

Dr.  J.  B.  Schrock  has  retired  from  practice  in 
Scottsbluff. 

Dr.  and  Mrs.  I.  C.  Munger  of  Lincoln  returned 
from  a long  vacation  in  Florida. 

Dr.  J.  B.  Hayhurst  of  Scottsbluff  addressed  the 
local  Cosmopolitan  club  in  March. 

Dr.  Earle  G.  Johnson  of  Grand  Island  has  filed 
for  the  office  of  University  Regent  from  the  dis- 
trict. 

Dr.  R.  Russell  Best  addressed  the  South  Omaha 
Kiw'anis  Club  on  “Our  Blood  and  the  Red  Cross”  in 
March. 

Dr.  H.  S.  Andrew’s  of  Minden  recently  returned 
from  Rochester,  Minn,  and  has  returned  to  his 
practice. 

Dr.  Horace  W.  Shreck,  son  of  Dr.  W.  A.  Shreck  of 
Holdrege,  is  now’  Chief  of  Ophthalmology  at  Gorgas 
hospital  at  Panama. 

Dr.  Herbert  Davis  of  Omaha  attended  the  meet- 
ing of  the  American  Goiter  Association  in  Hous- 
ton, Texas  in  March. 

Dr.  Robert  Hanisch  has  become  associated  with 
his  father  Dr.  Edward  Hanisch  in  the  practice  of 
Medicine  in  St.  Paul,  Nebraska. 

Dr.  Donald  C.  Nilsson  of  Omaha  addressed  the 
Dodge  County  Medical  Society  on  “Allergy  in  Pe- 
diatrics” the  latter  part  of  March. 

Dr.  R.  P.  Luce  of  Fairbury  and  Dr.  Fay  Smith 
of  Imperial  attended  the  100th  anniversary  sessions 
of  the  Chicago  Medical  Society  in  March. 

Dr.  Charles  McLaughlin  read  a paper  on  “Intesti- 
nal Obstructions”  before  the  American  College  of 
Surgeons  meeting  in  Montreal  early  in  April. 

Dr.  A.  B.  Reeves  of  North  Platte  attended  the 
meeting  of  the  American  Association  of  Railway 
(continued  on  p.  xxvi) 
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RADIUM  and  RADIUM  D+E 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

Quincy  X-Ray  & Radium  Laboratories 

(Owned  and  Directed  by  a Physician-’Radiolog:ist) 

HAROLD  SWANBERG,  B.S.,  M.D.,  Director 
W.  C.  U.  Bldg.,  Quincy,  Illinois 


^^//^jrSURGICAL 

COMPANY,  Inc. 


Laboratory  center  for  Micro- 
scopes, Photo-electric  Colori- 
meters, Sedimentation  Appa- 
ratus, Centrifuges,  Labora- 
tory Glassware. 

Write  for  Information 

Medical  Arts  Building,  Omaha,  Nebr. 

Phone  ATlantic  5825 


The  Neurological  Hospital 

2625  West  Paseo, 

KANSAS  CITY,  MISSOURI 

★ ★ ★ 

A voluntary  hospital  providing  the  care 
and  treatment  of  nervous  and  mental  pa- 
tients and  associate  conditions. 


iw 

/MCIUSIVE  MESOUPTwin 
< sewci  KNI  EVE  FHV$iCIANS 

^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
t Physician. 

PHYSICIANS 

OPIIGAL  SERVICE 

1 

1 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 

Of  Special  Interest  to  General  Practitioners 

and  Specialists 

Fourth  Annual 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 

DENVER,  COLORADO 

July  19  and  20,  1950 

Eight  Distinguished  Guest  Speakers 

LYMAN  A.  BREWER,  M.D.,  los  Angeles "Chest" 

LOWELL  S.  COIN,  M.D.,  Los  Angeles "Radiotherapy" 

EDWARD  S.  JUDD,  JR.,  M.D.,  Rochester "Gastro-Intestinal  Tract" 

WILLIS  J.  POTTS,  M.D.,  Chicago "Malignancies  in  Children" 

HERBERT  W.  SCHMIDT,  M.D.,  Rochester "Diagnosis  and  Respiratory  Tract" 

GRANTLEY  W.  TAYLOR,  M.D.,  Boston "Breast  and  Neck" 

RICHARD  W.  TE  LINDE,  M.D.,  Baltimore "Uterus  and  Ovary" 

WOLF  W.  ZUELZER,  M.D.,  Detroit "Malignancies  in  Children" 

ROUND-TABLE  DISCUSSION  NON-SCIENTIFIC  BANQUET 

Sponsored  by  Colorado  State  Medical  Society  and 
Colorado  Division,  American  Cancer  Society 

For  Hotel  Reservations,  Write  to  Cancer  Conference,  519  17th  St.,  Denver 

NO  REGISTRATION  FEE 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

☆ 

A.  S.  RUBNITZ,  M.  D.,  Director 

☆ 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


AIL 


/ PHYSICIANS\ 


PREMIUMS 

COME  FROM 


SURGEONS  jc^ 
V DENTISTS  / 


ALL 

CLAIMS  < 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickne:s  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

Also  Hospital  Policies  for  Members,  Wives  and  Children 
at  Small  Additional  Cost. 


85c  out  of  each  $1.00  gross  income  used 
for  members’  benefits 


$3,700,000.00 
INVESTED  ASSETS 


$16,000,000.00 
PAID  FOR  CLAIMS 


$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  FIRST  NATIONAL  BANK  BLDG.  OMAHA  2,  NEBR. 


COOK  COUNTY 
GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 

SURGERY — Intensive  Course  in  Surgical  Technic.  Two  Weeks, 
starting  May  15.  June  19.  July  24. 

Surgical  Technic.  Surgical  Anatomy  and  Clinical  Surger>-. 

Four  Weeks,  starting  May  1.  June  5.  July  10. 

Personal  C'ourse  in  General  Surgery.  Two  Weeks,  starting 

September  25. 

Surgery  of  Colon  and  Rectum,  One  Week,  starting  May  15. 
June  5. 

Esophageal  Surgery.  One  Week,  starting  June  5. 

Breast  and  Thyroid  Surger>*.  One  Week,  starting  June  26. 
Thoracic  Surgery.  One  Week,  starting  June  12. 

Gallbladder  Surgery.  Ten  Hours,  starting  .Tune  19. 
Fracture.s  and  Traumatic  Surgery.  Two  Weeks,  starting  June 
12. 

Basic  Principles  in  General  Surger>*.  Two  Weeks,  starting 

September  11. 

GYNECOLOGY — Intensive  Course.  Two  Weeks,  starting  June  19. 
September  25. 

Vaginal  Approach  to  Pelvic  Surger>’.  One  Week,  starting 

May  15. 

OBSTETRICS — Intensive  Course.  Two  Week.s.  starting  June  5. 

September  11. 

PEDIATRICS — Personal  Course  in  Cerebral  Palsy,  Two  Weeks, 
starting  July  31. 

Personal  Course  in  Diagnosis  and  Treatment  of  Congenital 
Malformations  of  the  Heart,  Two  Weeks,  starting  June  5. 
MEDICINE — Intensive  General  Course.  Two  Weeks,  starting  Oc- 
tober 2. 

Electrocardiography  and  Heart  Disease.  Two  Weeks,  start- 
ing July  17. 

Hematologj’,  One  Week,  starting  May  8. 

Gastro-enterology.  Two  Weeks,  starting  May  15. 

Livery  and  Biliary  Diseases,  One  Week,  starting  June  5. 
Gastroscopy.  Two  Weeks,  starting  May  1.5.  .Tune  12. 
DERMATOLOGY — Formal  Course.  Two  Weeks,  starting  May  8. 

Informal  ('linical  Course  every  two  weeks. 

UROLOGY — Intensive  Course.  Two  Weeks,  starting  September  25. 
Cystoscopy.  Ten  Day  Practical  ('ourse.  every  two  weeks. 

GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN  ALL 
BRANCHES  OF  MEDICINE.  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar.  427  South  Honore  Street.  Chicago  12.  Illinois 


CLASSIFIED 

PHYSICIAN  WANTED.  Prosperous  irrigated 
community,  unopposed  territory.  Nice  house 
and  office  available.  Bank  will  finance  if 
aid  needed.  Contact  R.  A.  Hamsa,  D.D.S., 
Scotia,  Nebraska. 


INTERNIST  — Age  30,  have  recently  com- 
pleted 3-year  residency  in  Internal  Medicine. 
Wish  to  become  associated  with  older  in- 
ternist, group,  or  clinic,  preferably  in  Oma- 
ha. Write  Box  90,  Nebraska  State  Medical 
Journal,  1315  Sharp,  Lincoln  8,  Nebraska. 


HUMAN  INTEREST  TALES 
(Continued  from  page  164) 

Surgeons  in  Chicago  early  in  April.  Also  attend- 
ing the  same  convention  was  Dr.  William  B.  Nie- 
hus. 

“Dr  Stuart  Day”  was  held  in  Cedar  Bluffs  April 
11,  in  honor  of  Dr.  A.  E.  Stuart  who  at  the  age  of 
87  is  still  serving  the  medical  needs  of  the  communi- 
ty. The  Doctor  is  one  of  the  few  medical  men  liv- 
ing who  started  practicing  in  the  Saddle  Bag  era. 

Dr.  and  Mrs.  John  P.  Heinke  of  Scottsbluff  re- 
cently visited  in  Dallas,  Tex.,  where  Dr.  Heinke  at- 
tended the  meeting  of  the  Dallas  Southern  Clinical 
Society.  Following  the  meeting.  Dr.  Heinke  suc- 
cessfully completed  the  final  part  of  the  examina- 
tions for  the  American  Board  of  Surgery  given  at 
Charity  Hospital  in  New  Orleans. 
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EDITORIAL 


ON  THE  STATE  OF  OUR  ASSOCIATION 

In  his  Presidential  address  before  the  An- 
nual Sessions  of  The  Nebraska  State  Med- 
ical Association,  Dr.  Joseph  D.  McCarthy, 
retiring  from  office,  has  presented  a clear 
and  concise  resume  on  the  recent  accom- 
plishments of  our  Association  together  with 
recommendations  for  maintaining  and 
broadening  our  activities  in  the  interest  of 
future  progress  and  better  service.  The 
year  just  ending  marks  the  beginning  of  a 
new  era  in  the  history  of  the  Association. 
As  the  Journal  sees  it  the  past  few  years 
were  devoted  largely  to  planning  with  a view 
to  enhancement  of  functions  designed  to 
meet  new  problems  and  new  perspectives  in 
the  science  and  economics  of  medical  prac- 
tice. The  culmination  of  this  period  of  care- 
ful and  painstaking  work  by  the  Planning 
Committee,  the  enthusiasm  and  devotion  of 
Dr.  McCarthy,  supported  by  the  tireless  ef- 
forts of  the  administrative  staff  all  com- 
bined to  make  1949-1950  a year  of  unprece- 
dented activity. 

The  Journal  pays  special  tribute  to  those 
directly  responsible  for  these  organizational 
advances.  It  also  wishes  to  congratulate  the 
House  of  Delegates  upon  its  wise  selection 
of  officers  who,  over  the  past  few  years, 
have  made  our  Association  one  of  the  im- 
portant civic  institutions  in  Nebraska.  This 
is  not  to  imply  that  we  have  reached  a state 
of  perfection  either  in  our  plans  or  in  our  ac- 
tivities. We  appreciate  that  much  remains 
to  be  accomplished  before  we  can  sit  back 
and  point  to  our  successes.  Yet  even  the 
perennial  critic  must  agree  that  in  the  past 
decade  we  have  gone  a long  way  in  im))rov- 
ing  the  service  to  our  members  and  to  the 
public  in  general. 


The  extension  of  these  functions  was  made 
possible  by  three  important  factors:  First 

is  the  awareness  that  to  accomplish  its  aims 
our  Association  must  find  a sizable  group 
of  individuals  willing  to  make  sacrifices  in 
time,  energy  and  convenience  to  promote 
the  interests  of  the  organization.  Though 
by  comparison  with  many  other  states  the 
Nebraska  Association  is  rather  small,  we 
are  fortunate  in  that  in  recent  years  a good 
proportion  of  our  members  have  become 
conscious  of  the  role  the  Association  must 
play  in  our  Commonwealth  if  it  is  to  com- 
mand respect  and  dignity  to  which  the  pro- 
fession is  committed. 

Second,  we  have  had,  in  addition  to  good 
executive  administration,  able  and  energetic 
leadership.  The  size  of  the  Journal  made 
it  impracticable  to  publish  the  minutes  of 
each  committee  meeting.  Yet  few  issues 
appeared  over  the  year  without  the  record 
of  one  or  more  of  these  meetings.  The  ac- 
tivation of  more  than  one-half  of  our  am- 
bitious eight-point  program  in  itself  is  evi- 
dence of  perserverance  and  long  hours  of 
travel  and  labor  by  those  charged  with  the 
responsibility  of  their  respective  tasks. 

The  third  factor  is  the  appreciation  on  the 
part  of  the  officers  and  the  House  of  Dele- 
gates that  little  can  be  accomplished  with- 
out money  and  if  the  Association  was  to 
progress  the  revenue  must  be  enhanced. 
The  increase  in  dues  was  the  result.  That 
this  was  a wise  step  is  conceded  by  every 
one  who  has  kept  pace  with  the  expansion 
program. 

The  immediate  road  ahead  is  well  outlined 
in  the  presidential  address.  The  activation 
of  the  remainder  of  the  eight-point  program 
undoubtedly  will  occupy  most  of  our  atten- 
tion this  year.  Continued  diligence  on  the 
part  of  our  committees  stimulated  and  en- 
couraged by  our  new  President  and  the  ef- 
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ficient  work  of  our  Executive  office,  should 
yield  results  of  which  we  may  all  be  proud. 

We  will  miss  Dr.  McCarthy’s  enthusiasm 
and  his  exhortations. 

To  Dr.  Sheets  we  express  our  sincere 
wishes  for  success  in  his  office. 


FEDERAL  INCOME  TAX  LAWS 
UNFAIR  TO  PROFESSIONS 

Present  federal  income  tax  laws  discrim- 
inate against  physicians  and  other  profes- 
sional men  and  women,  Frank  G.  Dickinson, 
Ph.D.,  Chicago,  economist  and  statistician 
of  the  American  Medical  Association,  points 
out. 

Because  a considerable  portion  of  physi- 
cians’ lifetime  earnings  are  “bunched”  into 
a relatively  few  peak  earning  years,  they 
pay  more  income  taxes  than  other  persons 
who  receive  the  same  lifetime  incomes 
spread  more  evenly  over  a greater  number 
of  years.  Dr.  Dickinson  states  in  an  article 
in  the  April  29  Journal  of  the  A.M.A. 

This  discrimination  in  lesser  degree  ap- 
plies to  a number  of  other  professions,  ac- 
cording to  the  article. 

“A  physician  undergoes  a long  training 
period  (the  longest  among  the  professions) 
during  which  he  foregoes  income  and  incurs 
expenses  accumulating  t o approximately 
$35,000  at  the  time  of  entering  medical  prac- 
tice, at  approximately  age  28,”  Dr.  Dickin- 
son says.  “The  working  lifetime  remaining 
after  this  prolonged  training  period  is  short- 
ened. 

“To  pay  off  this  investment  in  training 
in  annual  installments,  his  annual  gross 
earnings  would  have  to  be  at  least  $5,000 
more  than  those  of  a person  whose  earning 
period  started  at  age  18. 

“Under  the  1942  Federal  Internal  Revenue 
Code,  funds  used  by  companies  for  the  pur- 
pose of  providing  employees  with  pensions 
or  shares  in  profit-sharing  trusts  are  de- 
ductible from  gross  receipts  as  business  ex- 
penses and  thus  are  not  a taxable  part  of  the 
employer’s  or  company’s  income,  if  the  par- 
ticular plan  is  approved  by  the  Bureau  of 
Internal  Revenue. 

“Since  the  provisions  are  restricted  to  em- 
ployees, professional  men  who  can  qualify  as 
employees  — for  example,  company  lawyers 
and  company  physicians  — can  receive  the 


benefits  of  these  pensions  and  profit-sharing 
trusts,  while  those  who  conduct  their  pro- 
fessions as  single  proprietorships  or  part- 
nerships may  not  qualify  for  these  benefits. 

“The  Board  of  Trustees  of  the  American 
Medical  Association  authorized  its  repre- 
sentatives to  record,  at  a meeting  of  the  As- 
sociation of  the  Bar  of  the  City  of  New 
York,  its  support,  in  principle,  of  the  pro- 
posal that  the  Internal  Revenue  Code  be 
amended  to  permit  physicians  who  practice 
as  individual  proprietors  or  partners  to  de- 
clare as  business  expenses  the  costs  of  pen- 
sion programs  for  themselves,  with  the  pro- 
viso that  there  should  be  a reasonable  max- 
imum pension. 

“The  American  Medical  Association  be- 
lieves that  such  an  amendment  would  ap- 
preciably reduce  the  present  discrimina- 
tion.” 


The  Nebraska  Medical 
Foundation  Needs 
Your  Help! 

+ 

Please  Contribute  What 
You  Can  — 

But  Contribute  . 
NOW! 

+ 

Send  Your  Check  or  Your 
Pledge  Card  to 
Nebraska  Medical  Foundation 
1315  Sharp  Bldg.,  Lincoln,  Nebr. 


Your  President 


CHARLES  SHEETS,  M.D. 


Born  in  Omaha,  Nebraska  July  7,  1894.  He  re- 
ceived his  degree  of  Doctor  of  Medicine  from 
Creighton  University  Medical  School  in  1916.  Dur- 
ing his  senior  year  he  served  as  a junior  interne  in 
Douglas  County  Hospital.  After  receiving  his  de- 
gree in  medicine  he  served  one  year  as  Resident 
Physician  in  Douglas  County  Hospital.  During  this 
time  he  also  served  as  assistant  County  Physician 
in  Douglas  County. 

In  June  1917  he  located  in  Cozad  but  early  in 
1918  he  accepted  a commission  in  Medical  Corps  of 
the  U.  S.  Army.  He  served  as  instimctor  in  Med- 
ical Corps  Training  Center  at  Fort  Oglethorpe, 
Georgia  and  later  as  medical  officer  in  Rase  Hos- 
pital No.  14. 

Upon  discharge  from  the  U.  S.  Airny  he  returned 
to  Cozad  where  he  still  continues  as  an  active  Gen- 
eral Practitioner. 

He  has  served  as  President  of  Dawson  County 
Medical  society  on  two  occasions.  In  1940  he  was 
elected  delegate  to  the  Nebraska  State  Medical  As- 
sociation and  seiwed  in  that  capacity  until  1946. 

He  was  elected  Councillor  of  the  9th  District  in 
1948  and  one  year  later  as  President  of  Council 
of  Nebraska  State  Medical  Association. 

He  has  served  as  Chairman  of  the  Insurance  com- 
mittee and  as  a member  of  Medical  Service  com- 
mittee for  six  years. 

He  is  a member  of  the  staff  of  St.  Marys  Hos- 


pital in  North  Platte  and  the  past  eight  years  has 
been  a member  of  the  staff  of  the  Community 
Hospital  in  Lexington,  Nebraska. 

He  is  a Fellow  of  the  American  Medical  Associa- 
tion and  of  the  American  Academy  of  General 
Practice. 

He  has  been  active  in  community  and  state  or- 
ganizations, served  as  member  of  Cozad  School 
Board,  President  of  the  City  Council  and  has  been 
City  Physician  of  Cozad  for  12  years. 

He  has  been  active  in  promotion  of  irrigation  in 
Central  Nebraska  and  is  at  present  Treasurer  of 
the  Platte  Valley  Public  Power  and  Irrigation  Dis- 
trist  and  a director  of  the  Nebraska  Public  Power 
System,  wholesale  electric  power  agency  for  the 
entire  state  of  Nebraska  with  the  exception  of 
Omaha. 

Mrs.  Sheets  is  the  former  Miss  Farrell  Ann- 
bruster  of  Cozad.  They  were  married  August  20, 
1921.  They  have  two  sons.  Jack  of  Schenectady, 
New  York,  and  Darrell  of  Cozad;  one  daughter, 
Mrs.  Dale  Chapman  of  Columbus,  Nebraska. 

During  the  bank  holidays  in  the  early  thirties. 
Dr.  Sheets  was  active  in  the  reorganization  of  the 
First  National  Bank  in  Cozad  and  is  at  present 
Vice-President  and  Chairman  of  the  Board  of  Di- 
rectors. 

Dr.  Sheets  was  one  of  the  organizers  of  the 
Nebraska  Medical  Foundation  and  is  now  Chair- 
man of  its  Board  of  Tnistees. 
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President’s  Address'" 

YOUR  STATE  MEDICAL  ASSOCIATION  AND  YOU 
j.  D.  McCarthy,  m.d, 

Omaha,  Nebraska 


THE  YEAR  1950  — Midcentury  and  the 
eig'hty-second  anniversary  of  the  first  an- 
nual meeting  of  the  Ne)3raska  State  Medical 
Association — is  pivotal,  in  that  what  tran- 
spires this  year  in  our  legislative  bodies  and 
at  the  polls  may  be  the  influences  which  will 
decide  the  future  policy  of  our  nation.  Not 
only  Medicine  is  at  the  crossroads,  but  what 
is  much  more  important.  Democracy  itself. 
The  history  of  nations  which  have  gone 
wholly  or  only  partially  to  the  left  demon- 
strates that  the  practice  of  medicine  was  the 
vehicle  on  which  they  rode  to  gain  their  ulti- 
mate objective.  That  today  is  the  crux  of 
the  situation  in  our  own  country. 

It  might  seem  at  first  glance  that  the 
present  day  trends  found  origin  only  a few 
years  ago,  but  insidious  propaganda  and  po- 
litical build  up  anteceded  the  out-in-the-open 
push  by  many  years.  It  is  only  natural  that 
the  proponents  of  ideologies  such  as  com- 
munism, socialism,  fascism  and  new  or  fair 
dealism  would  choose  medicine  as  their  en- 
tering wedge,  for  with  it  as  their  target  they 
can  offer  schemes  which  always  will  appeal 
to  those  who  desire  or  demand  some  type  of 
aid  regardless  of  source,  knowing  full  well 
that  only  a few  who  read  or  listen  to  their 
propaganda  will  take  the  time  out  to  investi- 
gate their  claims.  Most  of  us  react  violently 
when  we  hear  about  a tragic  occurrence 
steeped  in  abandonment  of  one  variety  or 
another,  or  of  lust  or  violence.  Why,  there- 
fore, should  physicians  be  surprised  when 
friends,  some  of  whom  should  know  better, 
come  to  them  repeating  certain  uninvesti- 
gated or  prejudiced  charges  that  they  have 
heard  and  now  believe  about  a crippled 
youngster  whose  entire  future  was  blighted 
because  medical  and  hospital  care  were  un- 
obtainable. Then  there  are  the  reasons  put 
forth  by  advocates  of  compulsory  sickness 
and  hospital  insurance,  which  are  accepted 
by  too  many  because  they  have  been  con- 
vinced that  if  such  were  obtainable  we 
would  indeed  have  found  Utopia.  These  and 
many  other  like  accusations  and  claims  can 
be  so  worded  and  dressed  up  that  it  is  un- 
derstandable when  the  heart  strings  rather 
than  the  gray  matter  respond  and  react  as 
they  do.  Physicians  who  disregard  such 
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emotional  reactions  rather  than  offering  re- 
buttal, permit  the  pyramiding  of  adverse 
propaganda. 

Much  more  could  be  said  along  this  same 
vein  with  the  idea  of  reminding  physicians 
that  they  as  individuals  have  a profound  ob- 
ligation to  their  country  and  to  their  pro- 
fession, which  can  be  paid  off  only  through 
efforts  beyond  the  call  of  duty.  We  must 
challenge  and  defeat  any  and  all  trends 
which  would  in  any  way  lend  aid  in  tearing 
down  our  form  of  government.  To  be  able 
to  do  this  the  physician  must  be  thoroughly 
acquainted  with  the  overall  picture,  and  this 
is  not  possible  unless  he  reads  the  readily 
available  and  informative  writings  on  this 
subject. 

Through  the  President’s  Page  of  the 
Journal  of  the  Nebraska  State  Medical  As- 
sociation, your  President  has  attempted  to 
keep  the  members  of  our  Association  ac- 
quainted with  at  least  some  of  the  current 
activities  and  policies  established  by  or- 
ganized medicine  from  national  to  local 
levels.  Your  Editor  has  touched  on  some  of 
these  subjects  in  his  editorials.  A section 
of  the  Journal  has  been  set  up  wherein  or- 
ganization activities  are  published.  The 
Journal  of  the  American  Medical  Association 
has  a like  section.  If  our  members  would 
avail  themselves  of  current  information  rela- 
tive to  these  matters  as  published  in  the 
abovementioned  and  other  Journals,  they 
would  be  cognizant  of  what  is  going  on  in 
national,  state  and  county  medical  societies 
as  well  as  in  legislative  halls.  It  goes  with- 
out saying  that  unless  physicians  are  famil- 
iar with  what  organized  medicine  is  trying 
to  do  to  maintain  the  practice  of  medicine 
as  a free  enterprise,  they  will  not  be  able  to 
give  factual  information  to  their  lay  friends. 
Laymen  are  not  interested  in  platitudes,  but 
they  are  very  definitely  interested  in  the 
whys  and  wherefores  of  the  trends  in  their 
country  which  mimic  those  rampant  in  other 
nations.  If  the  well  informed  physician  will 
seek  the  opportunity  to  enlighten  his  lay 
friends  about  the  efforts  being  made  to  take 
away  the  inalienable  rights  that  they  and 
their  forebears  have  striven  to  obtain  and 
maintain,  I am  sure  it  will  result  in  a swell- 
ing crescendo  which  will  eventually  sweep 
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aside  and  buiy  not  only  the  “isms”  but  their 
disciples  as  well. 

CIVIC  RESPONSIBILITIES 

It  has  been  charged  that  of  all  groups, 
physicians  hold  the  unenviable  reputation  of 
being  the  least  civic  minded.  This  charge 
has  been  hurled  at  our  profession  by  poli- 
ticians, members  of  other  professions  and 
lay  groups,  and  unfortunately  when  such  ac- 
cusations are  made  there  is  little  defense  to 
offer.  It  is  true  that  the  great  majority  of 
physicians  have  only  one  objective — the  art 
and  the  practice  of  medicine.  It  is  true  that 
a great  number  of  physicians  have  become 
so  engrossed  with  the  practice  of  medicine 
that  they  do  not  even  pretend  to  interest 
themselves  in  vital  questions  having  to  do 
with  national,  state  and  local  affairs.  It  is 
equally  true  that  because  of  the  devotion 
that  these  phj^sicians  have  given  to  their 
professional  work  medicine  in  the  United 
States  tops  by  a wide  margin  that  of  all  na- 
tions. Those  who  denounce  us  because  of 
our  seeming  lack  of  interest  in  public  af- 
fairs do  not  consider  the  foregoing  an  ade- 
quate reason  for  our  non  participation. 

However,  it  is  true  that  a small  minority 
of  physicians  have  interested  themselves  not 
only  in  the  practice  of  medicine  but  in  civics 
as  well.  They  recognize  their  obligations  as 
citizens,  and  in  so  doing  sacrifice  time,  prac- 
tice, energy — yes,  even  life  expectancy  — so 
that  better  health  may  be  available  to  all, 
patient-physician  relationship  kept  sacred, 
and  the  American  way  of  life  preserved. 

Why  as  physicians  can  we  not  realize  that 
the  aims  and  objectives  of  our  Association 
are  entirely  enmeshed  in  civics,  and  that  if 
we  were  but  to  carry  out  the  objectives  of 
our  Association  pertaining  to  public  rela- 
tions, public  health,  rural  health,  health 
councils,  we  would  continue  to  fulfil  not  only 
our  obligations  as  physicians  but  those  of 
good  citizens  as  well. 

We  have  fallen  down  on  the  job  in  that 
we  have  not  supplied  leadership,  especially 
as  it  relates  to  community  health.  Is  it  any 
wonder  that  lay  organizations  are  now  the 
directing  forces  in  a great  many  projects 
having  to  do  with  health  ? The  medical  pro- 
fession, through  complacency  and  indiffer- 
ence, has  forfeited  what  should  morally  be- 
long to  it — leadership  and  directorship  in  all 
affairs  having  to  do  with  the  health  of  our 
people.  If  you  think  that  I have  overdrawn 
the  picture,  stop  and  give  consideration  to 


what  has  happened  in  our  hospitals,  wherein 
not  so  many  years  ago  the  medical  staff  was 
the  dominating  and  directing  force.  Today 
lay  boards  and  lay  administrators  are  in 
command  and  in  some  institutions  have 
taken  over  the  medical  profession,  particu- 
larly such  specialties  as  roentgenology,  pa- 
thology, anesthesiology,  physical  medicine, 
and  neuropsychiatry.  Some  hospital  boards 
are  giving  serious  consideration  to  the  of- 
fering of  direct  service  in  such  specialties 
as  obstetrics  and  surgery.  Should  this  come 
to  pass  it  will  not  be  long  until  hospitals  will 
be  directing  complete  diagnostic  and  reme- 
dial care  through  a full  time  salaried  staff 
of  physicians.  In  some  states,  boards  made 
up  entirely  of  laymen  control  and  direct  the 
policies  of  hospitals  maintained  by  the  state. 
If  we  are  to  hold  what  little  control  we  have 
left  or  regain  some  of  that  which  has  been 
lost,  we  must  again  demand  representation 
on  the  boards  and  committees  which  decide 
hospital  policy. 

Polio,  tuberculosis,  cancer,  cerebral  palsy, 
and  many  other  diseases  have  attracted  the 
interests  of  numbers  of  laymen  throughout 
the  country.  In  that  physicians  did  not  take 
over  and  direct  the  fight  against  these  dis- 
eases, laymen  have  stepped  into  the  breach. 

The  medical  profession  has  lost  consider- 
able through  indifference,  complacency,  and 
may  I add,  selfishness.  We  may  rant  and 
rave  about  what  has  happened,  but  certain- 
ly in  retrospect  we  must  admit  that  we  our- 
selves have  forfeited  much  in  not  having 
maintained  our  participation  in  the  direction 
of  all  matters  pertaining  to  health  and  the 
care  of  the  sick.  It  is  high  time  that  physi- 
cians recognize  that  factors  other  than  so- 
cialized medicine  are  on  parade,  which  if  not 
stemmed  will  lead  to  the  domination  of  our 
profession  and  impaired  medical  care  for  our 
patients. 

PROGRESS  REPORT 

I would  like  to  render  an  abstracted  jirog- 
ress  report  as  to  what  the  Nebraska  State 
Medical  Association  has  accomplished  during 
1949  and  up  to  now  in  1950. 

MEMBERSHIP 

As  of  January  1,  1950 — 1,137  physicians 
in  Nebraska  were  members  of  the  Nebraska 
State  Medical  Association.  In  addition  there 
were  254  non  member  physicians  in  the 
state  who  were  eligible  to  membership.  This 
means  that  approximately  18  per  cent  of 
eligible  practicing  physicians  in  the  state  are 
not  members  of  our  Association.  It  seems 


170 


PRESIDENTS  ADDRESS:  J.  D.  McCARTH} 


Nebr.  S.  M.  Jour. 
June,  1950 


to  me  that  this  high  percentage  of  practicing 
eligible  non  member  physicians  reflects  dis- 
interest on  the  part  of  all  of  us  in  not  mak- 
ing a serious  attempt  to  bring  these  men 
into  our  State  Association  as  members. 

As  of  May  1,  1950,  there  were  approxi- 
mately 1,163  members  in  the  State  Associa- 
tion, 1,054  of  whom  had  paid  their  dues  to 
the  American  Medical  Association.  This  is 
an  excellent  response  from  our  members. 
In  ascribing  to  the  policies  formulated  by 
the  parent  body,  the  House  of  Delegates  of 
the  American  Medical  Association,  they  re- 
flect their  belief  in  the  need  for  solidarity. 

FINANCES 

The  financial  status  of  our  Association  is 
excellent.  On  December  31,  1949,  we  had 
total  assets  of  $33,684.08,  of  which  $26,- 
082.60  was  invested  and  $7,601.48  was  “cash 
on  hand.”  The  excess  of  receipts  over  dis- 
bursements for  1949  was  $4,172. 

On  April  1,  1950,  our  total  financial  worth 
was  approximately  $60,257,  of  which  ap- 
proximately $34,175  was  in  cash.  This 
amount  will  finance  the  Association’s  pro- 
gram until  January  1,  1951,  unless  it  be- 
comes necessary  to  dip  into  invested  funds. 
Our  income  for  the  remainder  of  this  year 
will  be  small,  most  of  the  membership  dues 
having  been  paid.  Taking  into  considera- 
tion the  many  added  activities  of  the  As- 
sociation during  1949  and  those  planned  for 
1950,  your  Board  of  Trustees  has  done  an 
excellent  budgeting  job. 

It  might  be  pointed  out  that  we  must  en- 
large our  present  activities,  and  in  so  doing 
spend  some  of  the  money  that  we  are  now 
investing — or  raise  more.  Should  the  practice 
of  medicine  be  taken  over,  our  Association 
will  have  little  need  for  invested  funds  other 
than  for  entertainment  purposes.  Our  fu- 
ture investment  is  the  practice  of  medicine. 
If  we  are  to  maintain  its  present  status,  the 
time  for  action  is  NOW,  and  action  costs 
money.  Next  year  or  the  year  after  may  be 
too  late. 

NEW  HEADQUARTERS  OFFICE 

Our  Association  can  now  boast  one  of  the 
finest  furnished  and  equipped  headquarters 
offices  of  any  state  medical  society.  It  is 
a vast  improvement  over  our  old  site  and 
fortunately  there  is  enough  room  for  further 
expansion,  I wonder  how  many  of  our  mem- 
bers have  taken  the  time  out  to  visit  our 
headquarters  office,  acquaint  themselves 
with  the  personnel,  and  see  what  makes  our 


state  organization  tick.  May  I suggest  that 
you  make  such  a visit,  for  I am  sure  that 
you  will  be  impressed  not  only  with  your 
surroundings  but  the  excellent  work  that  is 
being  done  by  our  full  time  staff.  Our  Ex- 
ecutive Secretary,  Mr.  Merrill  Smith,  ably 
assisted  by  our  new  Assistant  Executive 
Secretary,  Mr.  Sidney  Bradley,  and  our  As- 
sistant Secretary,  Mrs.  Ruth  Murphy,  are 
doing  a job  second  to  none  when  compared 
to  individuals  in  similar  offices  in  other 
states.  Their  duties  have  been  expanded 
tremendously  and  the  time  is  at  hand  when 
they  must  have  more  office  help. 

We  should  have  an  additional  full  time 
individual  in  the  executive  office,  under  the 
direction  of  our  Executive  Secretary,  who 
would  act  as  a correlator  for  the  Education 
and  Research  Committees.  He  would  do  the 
detail  work,  obtain  information  needed  by 
the  various  committees,  aid  the  chairmen  in 
carrying  out  the  purposes  of  the  respective 
committees,  arrange  meetings,  and  correlate 
objectives  and  accomplishments.  He  would 
make  frequent  trips  into  the  state  for  the 
puiqDose  of  activating  subcommittees  of  our 
state  key  committees.  As  I see  it,  until  we 
have  someone  to  carry  out  such  duties  there 
is  a good  chance  that  the  work  that  the  com- 
mittees should  be  doing  will  lag  due  to  the 
fact  that  the  chairmen,  having  full  time 
medical  practices,  do  not  have  the  time  to 
do  the  necessary  detail  work.  Messrs.  Smith 
and  Bradley  cannot  be  expected  to  carry  on 
such  a function  in  addition  to  their  routine 
duties,  which  already  demand  their  entire 
attention. 

THE  JOURNAL 

I have  already  referred  to  the  Journal  of 
the  Nebraska  State  Medical  Association,  but 
would  like  to  point  out  that  because  of  the 
editorial  ability  of  our  Editor,  Dr.  Herman 
M.  Jahr,  and  the  managing  ability  of  our 
Executive  Secretary,  we  today  have  a state 
medical  journal  which  ranks  with  the  best. 
The  Journal  contains  an  excellent  section  on 
scientific  subjects,  factual  information  as  to 
what  is  going  on  in  national  and  state  as- 
sociations, editorials  commenting  on  present 
day  problems,  and  advertisements  which 
have  been  carefully  chosen  and  edited. 

NEBRASKA  MEDICAL  SERVICE 
(BLUE  SHIELD) 

Nebraska  Medical  Service,  being  in- 
terested primarily  in  voluntary  sickness  in- 
surance, is  one  of  the  most  important  proj- 
ects of  our  State  Association.  It  is  the  Ne- 
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braska  State  Medical  Association’s  contribu- 
tion to  the  medical  profession  of  the  United 
States  in  their  effort  to  defeat  compulsory- 
sickness  insurance.  You  must  realize  that 
if  compulsory  sickness  insurance  comes  to 
pass  it  will  subjugate  the  citizens  of  the 
United  States  and  the  medical  profession  to 
the  dictates  of  the  politically  appointed  lay 
directors  of  such  a scheme.  In  other  words, 
we  will  have  a replica  of  medicine  as  now 
being  practiced  in  Britain.  All  members 
of  our  Association  should  be  vitally  in- 
terested in  this  project,  to  the  degree  that 
they  not  merely  passively  acquiesce  to  such 
a plan,  but  rather  that  they  give  it  their 
enthusiastic  and  active  support. 

Nebraska  Medical  Service,  known  to  most 
of  us  as  Blue  Shield,  has  been  indeed  fortu- 
nate in  having  such  a leader  as  Dr.  Arthur 
Offerman  to  head  up  this  tremendous  under- 
taking. We  the  members  of  the  State  As- 
sociation owe  him  an  everlasting  debt  of 
gratitude  in  recognition  of  his  accomplish- 
ments in  making  our  plan  one  of  the  most 
successful  among  similar  plans  in  the  United 
States,  and  also  for  the  seiwices  he  has  given 
so  unstintingly  and  the  hours  of  time  that 
he  has  put  in  over  and  above  those  that  he, 
like  you  and  myself,  must  devote  to  his 
practice. 

Every  member  of  our  Association  should 
take  the  time  out  to  visit  the  executive  of- 
fices of  Blue  Shield  and  Blue  Cross  when  in 
Omaha.  The  directives  emanating  from 
there,  the  work  being  done  there,  will  give 
you  a new  insight  into  this  project  which 
was  launched  by  your  Association  and  will 
convince  you  that  a movement  floated  on 
little  more  than  determination  has  now  be- 
come big  business. 

SPEAKERS  BUREAU 

Another  most  important  function  of  our 
State  Association  is  a Speakers  Bureau 
which  would  be  able  to  take  care  of  both 
medical  and  lay  requests  for  program  speak- 
ers. The  organization  and  planning  neces- 
sary to  build  up  an  active  speakers  bureau 
is  a big  job,  and  I am  of  the  opinion  that  we 
will  soon  find  it  necessary,  for  obvious  rea- 
sons, to  make  the  Speakers  Bureau  a de- 
partment in  our  headquarters  office  rather 
than  the  function  of  a committee  of  our  As- 
sociation. I trust  that  suitable  machinery 
may  be  set  up  soon  so  that  the  Speakers 
Bureau  may  become  a real  entity  in  the 
year  1950-1951. 


COMMITTEES 

Our  Association  has  been  blessed  this  year 
in  that  it  has  committees  which  have  done 
and  are  doing  an  outstanding  job.  The  chair- 
men and  committee  members  have  worked 
diligently  to  set  up  policies  and  have  spent 
much  time  in  travel  to  and  from  meetings 
and  in  discussion  of  methods  to  effectuate 
their  programs.  As  a matter  of  fact,  pro- 
grams have  been  outlined  which  will  guide 
the  Association  for  a number  of  years  to 
come.  That  which  remains  is  the  activation 
of  these  programs,  and  if  to  be  successful 
they  must  have  full  cooperation  from  the 
individual  members  of  the  Association. 

I cannot  pass  up  this  opportunity  of  citing 
the  outstanding  work  done  by  the  Planning, 
Public  Relations  and  Rural  Medical  Service 
Committees,  headed  respectively  by  Drs. 
Floyd  Rogers,  Harold  Morgan,  and  Earl 
Leininger. 

Unfortunately  too  few  of  our  Research 
Committees  have  carried  out  the  programs 
as  outlined  by  their  chairmen  last  June. 
However  the  Cancer  Committee,  headed  by 
Dr.  James  F.  Kelly,  has  done  an  excellent 
job,  especially  in  setting  up  tumor  clinics 
throughout  the  state. 

I am  sure  that  the  Public  Health  Commit- 
tee, under  the  direction  of  Dr.  George  Un- 
derwood, who  has  recently  taken  over  the 
chairmanship,  will  advance  its  program  dur- 
ing 1950-1951. 

Since  May  1949  Committees  on  Diabetes, 
Hospital  and  Professional  Relations,  Allied 
Professions,  Cerebral  Palsy,  and  Emergency 
Medical  Service  — five  in  number  — have 
been  created  by  your  President,  and  it  is 
his  hope  that  the  House  of  Delegates  will 
see  fit  to  give  these  needed  committees 
permanent  status  by  accepting  amendments 
to  the  By-Laws  as  proposed  by  the  Commit- 
tee on  Constitution  and  By-Laws. 

All  of  these  committees  have  organized 
and  formulated  programs  which  will  cover 
their  activities  for  some  time  to  come.  I 
might  add  that  the  chairmen  and  the  mem- 
bers of  these  committees  have  shown  a 
spirit  which  will  not  be  denied  in  completing 
the  programs  that  they  have  set  for  them- 
selves. 

COUNCIL  ON  PROFESSIONAL  ETHICS 

The  Council  on  Professional  Ethics,  a new 
venture  set  up  by  the  Planning  Committee, 
is  headed  by  Dr.  Morris  Nielsen.  The  duties 
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and  prerogatives  of  this  Council  have  been 
set  forth  in  the  Journal  of  the  Nebraska 
State  Medical  Association.  I would  like  to 
point  out  that  this  is  a disciplinary  as  well 
as  judiciary  body. 

It  is  to  this  Council  that  complaints  rela- 
tive to  transgressions  against  medical  ethics 
may  be  made.  Its  purposes  should  be  pub- 
licized among  the  citizens  of  our  state  so 
that  they  will  know  where  they  may  file  any 
real  or  imaginary  complaints.  The  experi- 
ence of  the  Council  during  this  past  year 
has  been  that  a great  many  complaints  are 
founded  on  ignorance,  prejudice  or  misun- 
derstanding. A council  of  this  character, 
after  weighing  the  pro  and  con  evidence,  can 
do  much  toward  keeping  the  houses  of  our 
erring  members  in  order  and  adjudicating 
patients’  complaints,  all  of  which  spell  im- 
proved public  relations. 

THE  NEBRASKA  MEDICAL  FOUNDATION 

Certainly  there  should  not  be  a member  of 
our  Association  who  by  now  is  not  familiar 
with  the  purposes  of  the  Nebraska  Medical 
Foundation.  Each  member  has  received  a 
brochure  outlining  the  purposes  of  the  Foun- 
dation, and  reports  of  its  work  have  been 
published  in  the  pages  of  our  Journal.  The 
Foundation  has  already  made  two  grants 
for  research  purposes,  one  to  Creighton  Uni- 
versity School  of  Medicine  and  the  other  to 
the  University  of  Nebraska  College  of  Med- 
icine. 

An  appeal  has  been  made  to  the  members 
of  our  Association  for  contributions  to  the 
Foundation  fund,  but  sad  to  relate,  only  a 
small  percentage  has  responded.  May  I urge 
that  those  who  have  not  contributed  to  this 
noble  undertaking  do  so  immediately. 

THE  AUXILIARY 

We  have  many  projects  ahead  of  us  but 
none  more  important  than  that  of  organizing 
the  Auxiliary  into  a coordinated  and  hard 
hitting  force.  During  1949  and  1950  the 
President  of  the  Auxiliary,  Mrs.  C.  Fred 
Ferciot,  has  given  unstintingly  of  her  time 
to  organize  new  auxiliary  units,  reorganize 
and  revitalize  a great  many  which  had  be- 
come dormant,  and  give  encouragement  to 
those  which  have  been  doing  a good  job.  The 
Auxiliary  is  dependent,  to  a considerable  de- 
gree, on  our  Advisory  Committee  to  the 
Auxiliary  and  the  officers  of  our  county 
medical  societies.  If  the  Auxiliary  were 
given  the  encouragement  and  support  that  it 
deserves  we  would  have  a group  for  molding 


opinions.  Physicians  cannot  go  into  groups 
of  lay  women  and  do  too  good  a job  in  per- 
suading them  that  medicine  is  fighting  for 
the  preservation  of  all  that  Americans  hold 
dear  rather  than  merely  fighting  for  their 
own  personal  interests,  klembers  of  the 
Auxiliary,  on  the  other  hand,  have  a closer 
relationship  with  the  women  of  their  com- 
munities. They  can  address  women’s  groups 
or  refute  statements  espousing  all  forms  of 
compulsion.  Certainly  if  laywomen  were 
given  the  facts,  they  would  become  militant 
allies  and  willing  discussants  against  the 
“isms”  of  the  day. 

It  seems  to  me  that  we  have  been  missing 
a bet  in  not  utilizing  one  of  our  most  valu- 
able weapons — the  force  of  a well  organized, 
well  informed,  and  ardent  working  Auxil- 
iary. It  is  my  fond  hope  that  1950-1951 
will  reflect  the  organization  work  done  by 
the  Auxiliary  in  1949-1950  and  that  the 
members  of  our  Association  will  recognize 
that  we  have  potent  and  effective  coworkers 
in  the  ladies  of  the  Auxiliary.  They  should 
have  enthusiastic  support  and  constructive 
help  from  every  member  of  our  Association. 

The  members  of  the  Nebraska  State  Med- 
ical Association  owe  to  Mrs.  Ferciot  their 
congratulations  and  appreciation  for  her  out- 
standing accomplishments  which  I assure 
you  are  the  result  of  much  travel  and  hard 
work. 

DEPARTMENT  OF  HEALTH,  STATE  OF 
NEBRASKA 

The  Department  of  Health,  State  of  Ne- 
braska, has  a program  pointed  toward  im- 
proving the  general  health  of  the  citizens 
of  our  state  and  should  have  from  our  mem- 
bers sympathetic  understanding  and  cooper- 
ative application  in  carrying  through  its 
aims.  The  newly  appointed  Director,  Dr. 
Frank  Ryder,  is  entitled  to  the  active  sup- 
port of  the  State  Association  and  its  com- 
ponent societies. 

In  conclusion,  may  I point  out  that  the 
gains  made  by  the  Nebraska  State  Medical 
Association  during  the  past  year  are  direct- 
ly attributable  to  the  splendid  work  done  by 
our  committees  and  the  executive  staff.  It 
is  impossible,  with  the  time  at  hand,  to  cite 
all  of  our  accomplishments  for  1949-1950, 
but  the  progress  discussed  in  the  foregoing 
should  impress  our  members  with  the  fact 
that  much  has  been  done.  We  the  members 
of  the  Association  owe  the  gentlemen  on 
these  committees  our  genuine  appreciation. 
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I would  like  to  extend  my  heartfelt  thanks 
to  the  ladies  of  the  Auxiliary  and  to  the  men 
who  have  been  so  helpful  to  me  in  my  at- 
tempt to  fulfil  the  duties  and  responsibili- 
ties of  the  President  of  the  Nebraska  State 
]\Iedical  Association. 

My  sincere  congratulations  to  the  incom- 
ing officers.  I wish  them  well  and  assure 
them  that  they  will  have  the  good  counsel 
and  cooperation  of  those  who  are  heading 
up  our  progressive  program. 


There  is  much  to  be  done  and  you,  the 
members  of  the  Nebraska  State  Medical  As- 
sociation, must  aid  your  incoming  officers 
to  expedite  the  many  projects  that  have 
been  set  up,  which  if  brought  to  a success- 
ful conclusion  will  forestall  the  attempts 
being  made  to  place  you,  your  profession  and 
all  of  the  citizens  of  our  country  under  the 
control  of  a bureaucratic  hierarchy. 

I am  confident  that  each  member  of  the 
Association  will  take  his  place  in  the  unfold- 
ing drama. 


* * * 


SYMPOSIUM  ON 

Psychosomatic  Medicine,  General  Considerations'" 

FRANK  R.  BARTA,  A.B.,  M.D. 

Director  of  the  Dept,  of  Psychiatry  and  Neurology,  Creighton  University,  School  of  Medicine,  Omaha. 


Current  interest  in  psychosomatic  medi- 
cine indicates  that  Psychiatry  has  achieved 
that  which  Philosophy  failed  to  accomplish. 
The  Hylomorphic  Theory  of  Aristotle^^b 
which  so  clearly  describes  the  essential  func- 
tional unity  of  body  and  soul,  has  been  avail- 
able for  over  twenty-two  hundred  years.  It 
remained  for  Adolf  Meyer^^),  however,  to 
introduce  a psychobiological  approach  to 
psychiatry  which  successfully  persuades 
physicians  to  study  and  treat  the  total  man 
as  well  as  the  disease.  Knowledge  that  emo- 
tion could  precipitate  functional  somatic 
symptoms  was  a logical  prerequisite  to  the 
current  psychosomatic  approach  in  the  medi- 
cal specialties. 

Psychosomatic  medicine  is  not  identical 
with  psychiatry.  Misconception  is  common 
becouse  somatic  symptoms  so  frequently  ac- 
company psychiatric  illness.  Psychiatry  has 
long  considered  the  somatic  symptoms  not 
accompanied  by  organic  change,  however.  If 
psychosomatic  medicine  were  limited  to 
these  functional  symptoms,  there  would  be 
little  justification  for  renaming  a portion  of 
the  established  specialty  of  psychiatry.  Psy- 
chosomatic medicine  is  properly  limited  to 
the  study  of  the  pathologic,  structural 
changes  known  as  “organic  disease”  which 
occur  as  a result  of  mental  and  emotional 
reactions.  It  is  this  consideration  which 
has  captured  the  interest  of  physicians  in 
various  medical  specialties. 

It  is  difficult  to  find  a physician  qualified 

*Read  at  the  Annual  Assembly  of  the  Omaha  Mid-West  Clin- 
ical Society.  October,  1949. 


by  previous  training  and  experience  in  all 
aspects  of  psychosomatic  medicine.  The  gen- 
eral practicioner,  the  psychiatrist  and  other 
specialists  must  share  this  more  recent  field 
of  interest  to  a considerable  degree.  More- 
over, it  is  not  likely  that  a new  specialty  of 
psychosomatics  will  develop  in  the  wake  of 
popular  interest  in  this  approach,  for  train- 
ing requirements  in  existing  specialties  are 
already  beyond  the  limits  of  practicability 
for  many  young  medicos.  The  occasional 
teacher  or  research  worker  who  is  able  to 
achieve  specialist  rating  in  both  psychiatry 
and  one  or  more  of  the  other  medical  special- 
ties cannot  compete  with  a group  of  special- 
ists who  pool  their  knowledge  for  the  ad- 
vancement of  science.  Uundoubtedly,  the 
psychosomatic  approach  should  be  con- 
sidered a fundamental  discipline  common  to 
all  medical  specialties. 

PRACTICAL  DIFFICULTIES 
Knowledge  that  emotional  factors  may 
precipitate  or  contribute  to  organic  illness  is 
of  dubious  value  to  the  physician  charged 
with  treating  the  patient,  unless  this  knowl- 
edge is  accompanied  by  an  appreciation  of 
the  factors  responsible  for  the  emotion.  Few 
physicians  untrained  in  psychiatry  are  likely 
to  undertake  this  aspect  of  therapy.  There 
is  every  indication  that  the  personality  prob- 
lems involved  are  more  sweeping  that  those 
seen  in  the  minor  functional  problems  which 
so  many  physicians  already  ignore  because 
of  the  limitations  of  time.  Psychiatrists  can- 
not teach  other  physicians  to  give  effective 
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psychoterapy  in  five  or  ten  minute  inter- 
views, when  they  themselves  demand  thirty 
to  sixty  minute  periods  for  effective  results. 

Physicians  who  are  not  psychiatrists  are 
dismayed  at  the  diverse  material  presented 
in  a monumental  work  such  as  that  of  Dun- 
bar<^>.  They  wonder  how  they  can  be  ex- 
pected to  obtain  the  histories  required  and 
carry  out  the  reeducation  demanded  when 
already  pressed  for  time.  Dynamic  psychia- 
try is  not  yet  prepared  to  interpret  the 
wealth  of  personality  attributes  revealed  in 
the  average  case  study  without  intensive,  in- 
dividual evaluation  which  requires  many 
hours  of  effort. 

Personality  attributes  commonly  asso- 
ciated with  certain  diseases  have  been  de- 
scribed by  noted  clinicians  of  previous  gen- 
erations. They  have  been  handed  down  as 
part  of  our  medical  heritage,  and  are  often 
more  useful  to  the  practicing  physician  than 
the  descriptive  profiles  offered  by  most 
modern  psychosomaticists.  These  traditional 
descriptions  at  least  present  a personality 
that  can  be  identified  clinically. 

A PRACTICAL  APPROACH 

The  psychosomatic  approach  to  organic 
disease  is  still  too  recent  to  expect  to  identify 
the  specific  personality  factors  characteris- 
tic of  most  disease  entities.  It  should  be 
possible  to  accurately  describe  the'  basic  per- 
sonality-type commonly  found  in  some  dis- 
eases, however,  if  personality,  emotion  and 
disease  are  causally  related.  Failure  to  do  so 
to  date  is  due  to  basic  eiTor  in  classification 
of  personality-types. 

The  dynamic  approach  of  modern  psychia- 
try is  really  not  as  dynamic  as  we  think. 
Environmental  stimuli  are  emphasized,  but 
our  understanding  of  basic  personality-types 
is  inadequate.  The  traditional  belief  in 
“innate”  temperament  based  on  the  Hippo- 
cratic, humoral  theory  of  temperament  and 
disease  persists.  Kretschmer Sheldon^^) 
and  other  recent  champions  of  this  constitu- 
tional approach  reject  the  Hippocratian  con- 
cept for  four  basic  temperaments  determined 
by  a superabundance  of  one  or  another  of 
four  “humors”,  but  they  accept  the  funda- 
mental assumption  that  temperament  is 
constitutional.  However,  if  Man’s  joy  and 
sorrow  is  detennined  before  he  has  exper- 
ience, one  is  forced  to  conclude  that  the  earth 
is  filled  with  much  futile  human  activity ! If 
happiness  does  not  depend  upon  action  se- 
lected in  the  light  of  what  we  believe  is  ex- 


pected of  self  and  fellow  man,  education  and 
reeducation  are  wasted  effort. 

In  recent  years,  it  has  been  customary  to 
give  Sigmund  Freud  credit  for  the  present- 
day  emphasis  on  environment  as  a cause  of 
emotional  illness,  even  though  most  psychi- 
atrists denounce  Freud’s  penchant  for  the 
sexual  factors  as  unscientific.  However,  an 
evaluation  of  Freud’s  recorded  works  reveals 
that  he  sometimes  contradicted  himself.  He 
was  never  able  to  disregard  heredity  and 
constitutional  predisposition  in  his  evalua- 
tion of  etiological  factors  of  illness.  This  is 
not  surprising  in  view  of  his  opinions  con- 
cerning the  role  of  “instinct”  in  Man.  He 
was  an  Organicist  who  believed  that  per- 
sonality could  be  modified  by  experience. 
Freud’s opinion,  that  is  is  a matter  of  in- 
difference as  to  whether  the  “ego”  accepts 
or  rejects  a previously  repudiated  “instinc- 
tive” demand,  bears  testimony  of  his  atti- 
tude regarding  Truth  and  Order.  If  he 
really  appreciated  the  role  of  education,  and 
understood  the  nature  of  Man’s  Intellect,  he 
would  have  found  it  desirable  to  teach  Man 
to  accept  the  right  things,  emotionally,  by 
teaching  him  first  to  love  them,  intellectu- 
ally. 

Freud’s  error  can  be  avoided  by  utilizing  a 
simplified  interpretation  of  a new  theory  of 
mental  illness,  described  by  Barta^'^b  in  a 
paper  read  at  the  annual  assembly  of  the 
Omaha  Mid-West  Clinical  Society,  October 
27,  1948.  By  utilizing  two  basic  personality- 
types  which  deviate  from  the  ideal  norm  of 
behavior  in  opposite  directions  and  in  vary- 
ing degree,  he  found  it  possible  to  place  any 
given  personality  in  one  of  the  two  catego- 
ries or  a third  one  which  is  a mixture  of  the 
two.  This  theory  recognizes  the  bipolar  clas- 
sification of  personality  observed  by  many 
theorists  of  ancient  and  modern  times,  but  it 
places  the  emphasis  on  environmental  deter- 
minants of  personality-type  which  are  sub- 
ject to  modification.  Environmental  factors 
beyond  the  control  of  patient  and  other  in- 
terested or  responsible  persons  are  of  no 
more  practical  interest  than  constitutional- 
heredity  factors.  Actually  congenital  defect 
and  other  constitutional  factors  are  environ- 
mental in  the  final  analysis.  A division  of 
factors  on  the  basis  of  whether  they  are 
fixed  or  subject  to  modification  is  more  use- 
ful than  the  traditional  one  of  constitutional 
versus  environmental.  The  theory  does  not 
deny  Man’s  ability  to  see  truth  after  attain- 
ing the  age  of  reason  or  his  ability  to  rise 
above  faulty  environment  by  voluntary  ac- 
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tion.  It  does  reemphasize  Aristotle’s  be- 
lief, that  Reason  may  err  in  particular  situa- 
tions in  spite  of  true  understanding  in  the 
general  sense.  This  ignorance  in  particular 
situations  results  in  faulty  attitudes  which 
lead  to  emotional  conflict  of  pathological  in- 
tensity, even  though  the  patient  seeks  good 
in  keeping  with  Conscience. 

The  child  reared  by  a strict,  overly-con- 
scientious  parent,  or  parent-surogate  be- 
comes insecure,  timid,  overly-conscientious, 
meticulous  and  asocial  because  of  his  train- 
ing and  conditioning.  He  is  taught  to  de- 
mand more  of  himself  than  he  reasonably 
ought,  compelled  by  fear  lest  he  fail  to  meas- 
ure up  to  what  parent  or  teacher  expects  of 
him.  This  Hyperordinate  type  is  identical 
with  the  Schizoid  personality,  or  Introvert 
of  older  literature.  The  child  reared  by  a 
lax,  indulgent  parent  or  parent-surogate  be- 
comes overly-confident,  impulsive,  demand- 
ing, gregarious,  and  somewhat  irresponsible 
because  of  his  training.  He  is  taught  to  de- 
mand less  of  self  (more  of  others)  than  he 
reasonably  ought,  impelled  by  excessive  love 
of  that  which  is  to  his  own  advantage.  This 
Hypordinate  type  is  identical  with  the  Cy- 
cloid personality,  or  Extrovert  of  older  liter- 
ature. The  Mixed  Inordinate  type  contains 
elements  of  each  of  the  two  basic  types,  due 
to  mixed  training  influences.  The  well- 
adjusted  personality  approximates  an  Ordi- 
nate type  which  is  an  ideal  mean  existing  in 
theory  alone.  The  personality  which  devi- 
ates significantly  is  in  ignorance.  Unaware 
of  its  deviation  from  the  mean,  it  is  unable 
to  understand  the  adversity  which  befalls  it 
while  pursuing  apparent  good  in  keeping 
with  Conscience.  The  unreasonable  reaction 
to  this  apparently  unreasonable  situation  is 
the  reaction  which  precipitates  all  functional 
mental  and  emotional  illness.  The  particular 
psychosis  or  psychoneurosis  involved  is  de- 
termined by  the  direction  and  degree  of  de- 
viation. 

COMMON  DENOMINATORS 

The  practical  applicaion  of  this  concept  is 
readily  appreciated.  If  one  remembers  that 
the  patient’s  response  when  dissatisfied  or 
depressed  differs  from  his  response  when 
satisfied,  it  is  relatively  easy  to  detennine 
basic  personality  by  a few  well  chosen  ques- 
tions. Verification  of  essential  points  can 
usually  be  obtained  from  relatives  when  in 
doubt. 

“The  Moral  Theory  of  Behavior,’’  de- 
scribed by  Barta<*\  considers  only  that 
which  can  be  demonstrated,  and  that  which 


can  be  deduced  from  prior  knowledge.  The 
practical  application  of  the  theory  is  not  lim- 
ited to  a special  group  of  physicians  who 
speak  a language  of  their  own.  Its  utiliza- 
tion will  therefore  make  available  the  clin- 
ical experience  of  those  who  examine  and 
treat  most  cases  of  somatic  illness.  Few 
common  denominators  have  been  established 
in  psychosomatic  medicine.  The  limited  clin- 
ical material  available  for  study  under  a sys- 
tem which  requires  psychiatric  training  of 
the  investigator  or  his  co-worker  is  respon- 
sible for  this. 

Investigators  in  the  field  of  psychosomatic 
medicine  have  attempted  to  determine  the 
personality  attributes  associated  with  a given 
disease  by  use  of  the  Rorschach  ink  blot  test. 
Inconsistent  and  misleading  results  are  ob- 
tained, however,  if  one  fails  to  make  allow- 
ance for  the  relative  state  of  satisfaction- 
dissatisfaction  of  the  patient  at  the  time 
tested.  Depressed  effect  is  reflected  in  the 
profile  by  evidence  of  “constriction”  and  “in- 
troversion” out  of  all  proportion  to  the  true 
value  of  these  attributes  in  the  patient  when 
he  is  not  depressed.  Unless  the  case  history 
is  carefully  evaluated,  the  relatively  mild  un- 
dertone of  depression  characteristic  of  hy- 
pertension, angina  pectoris  and  other  condi- 
tions is  easily  missed. 

My  approach  in  evaluating  psychoso- 
matic problems  is  easily  described.  Basic 
personality-type  is  determined,  with  careful 
evaluation  of  relative  degree  of  hyperordi- 
nacy,  hypodinacy  or  mixed  inordinacy.  Rela- 
tive satisfaction-dissatisfaction  (depression) 
is  determined  at  the  same  time,  since  it  must 
be  taken  into  consideration  in  evaluating  all 
information  obtained  directly  from  the  pa- 
tient. Armed  with  this  information,  one  is 
able  to  place  any  somatic  disease  into  one  or 
more  of  eight  categories.  This  enables  one  to 
determine  whether  either  the  degree  of  satis- 
faction, or  the  direction  and  degree  of  devia- 
tion from  the  ideal  mean  bears  a casual  rela- 
tionship to  the  illness.  Certain  diseases  fail 
to  maintain  a consistent  pattern,  but  others 
seem  rather  specific.  Some  of  the  overlap- 
ping can  be  accounted  for  on  logical  grounds. 
The  self-willed  hypordinate  is  accident-prone 
because  of  his  carelessness  and  impetuosity. 
Certain  hyperordinates  sustain  accidents 
while  engaged  in  activities  designed  to 
“prove  themselves”. 

Hypertension,  coronary  occlusion  and  an- 
gina pectoris  seem  to  occur  in  patients  of 
similar  personality-type.  There  is  some  evi- 
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dence  to  indicate  that  both  the  mixed  inordi- 
nate and  the  dissatisfied  hypordinate  are 
prone  to  these  afflictions.  Both  the  relative 
weight  of  mixed  factors  and  the  degree  of 
dissatisfaction  seem  to  predispose  to  one 
rather  than  another  of  the  three  afflictions. 
They  are  so  frequently  combined  in  the  same 
individual,  however,  that  generalizations  are 
difficult.  The  hypotensive  is  almost  invari- 
able hyperordinate.  Chronically  dissatisfied 
hypordinates  frequently  develop  diabetes 
mellitus.  In  general,  one  receives  the  impres- 
sion that  it  is  the  hypordinate  or  the  mixed 
inordinate  with  predominately  hypordinate 
attitudes  who  is  afflicted  with  the  majority 
of  somatic  diseases  of  significance.  These  per- 
sonalities develop  some  illnesses  as  a result 
of  self-indulgence.  Others  apnarently  occur 
as  a result  of  disturbed  physiology  while  dis- 
satisfied or  depressed.  The  hyperordinate  is 
more  apt  to  suffer  with  constipation,  “nerv- 
ous” indigestion  and  other  more  benign  con- 
ditions of  a functional  nature.  He  is  far 
more  susceptible  to  the  chronic  psychoneu- 
roses and  Dsychoses  than  the  hypordinate, 
however. 

There  is  much  to  suggest  that  somatic 
symptoms  of  the  basic  personality-types  are 
an  expression  of  autonomj'c  imbalance.  The 
evidence  would  indicate  that  hypordinacy 
caused  an  overactive  parasymp-'thetic  sys- 
tem : hyperordin-icy,  an  overactive  sympa- 
thetic system.  This  of  course  is  consistent 
with  the  aggressive  personality  of  the  hyp- 
ordinate.  and  the  fearful,  timid  personality 
of  the  hyperordinate.  The  hypordinate  ap- 
parently maintains  a satisfactory  “balance” 
of  his  autonomic  nervous  system  as  long  as 
he  is  able  to  satisfy  his  basically  selfish  de- 
sires, even  though  his  excessive  self-indul- 
gence is  not  conducive  to  good  health.  When 
dissatisfied  or  depressed,  his  reaction  is  one 
of  anger  and  aggression  (probably  choliner- 
gic) until  extreme  dissatisfaction  (depres- 
sion) results  in  fear  and  loss  of  self-confi- 
dence (adrenergic).  The  hyperordinate  is 
never  able  to  meet  the  unreasonable  de- 
mands he  imposes  upon  himself.  He  is  there- 
fore somewhat  fearful  (adrenergic)  even 
when  he  is  relatively  well-satisfied.  When 
the  hyperordinate  becomes  more  dissatisfied 
or  depi’essed,  he  simply  becomes  more  fearful 
(adrenergic).  Some  degree  of  hypordinate 
admixture  is  necessary,  if  the  hyperordinate 
is  to  suffer  the  effects  of  cholinergic  over- 
stimulation.  Mixed  inordinates  of  varying 
degree  probably  have  variable  and  reversible 
reactions  which  account  for  the  afflictions 
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they  encounter.  It  is  helpful  to  consider  that 
the  mildly  dissatisfied  hypordinate  re- 
sembles the  mixed  inordinate,  while  the 
more  severe  or  chronically  dissatisfied  hyp- 
ordinate resembles  the  hyperordinate  type. 
The  variable  response  to  parasympathetic 
and  sympathetic  drugs  when  given  in  small, 
large  or  mixed  amounts  must  be  considered 
in  evaluating  autonomic  responses  of  the  pa- 
tient. 

All  of  these  observations  are  tentative  and 
subject  to  revision,  since  they  are  based  on 
evaluation  of  the  relatively  few  cases  of  or- 
ganic disease  the  psycliiatrist  encounters  in 
his  patients.  They  are  offered  as  an  illustra- 
tion of  an  approach  which  will  someday  es- 
tablish a more  specific  relationship  between 
emotion  and  bodily  change. 

PRACTICAL  APPLICATION 

Much  clinical  evaluation  will  be  necessary 
before  most  organic  diseases  can  be  properly 
evaluated.  The  personality-type  classifica- 
tion suggested  should  eliminate  much  confu- 
sion and  discrepancy  in  determining  person- 
ality specificity  of  organic  illness.  Its  great- 
est value  is  evident  in  the  psychotherapeutic 
effort,  however. 

The  Hyperordinate  must  be  taught  to  ex- 
pect less  of  himself.  Since  he  is  essentially 
an  emotionally  deprived  person ; love,  affec- 
tion and  approval  are  valuable  aids  in  ther- 
apy. The  Hypordinate  must  be  taught  (tact- 
fully) to  demand  more  of  himself  and  less  of 
others. 

General  psychotherapy  in  keeping  with 
these  principles  is  feasible.  It  will  favorably 
influence  all  pathologic  reactions  character- 
istic of  the  basic  personality-type.  Such 
therapy  can  be  given  without  detailed  evalu- 
ation of  innumerable,  specific,  individual  at- 
titudes of  the  patient  which  simply  contri- 
bute to  the  basic  personality-type.  The  phy- 
sician untrained  in  psychiatric  discipline 
thus  has  an  opportunity  to  administer  ef- 
fective psychotherapy  within  the  practical 
limitations  of  the  time  available. 

SUMMARY 

Psychosomatic  medicine  is  described  as  a 
general  medical  discipline. 

Practical  difficulties  in  its  utilization  by 
physicians  other  than  psychiatrists  are  dis- 
cussed. 

An  original  theory  of  abnormal  behavior, 
recently  developed  by  the  author,  is  offered 
as  a solution  to  these  difficulties. 
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The  author  presents  his  tentative  conclu- 
sions regarding  the  personality-type  and  the 
associated  autonomic  nervous  system  re- 
sponse characteristic  of  certain  diseases. 

The  practical  therapeutic  approach  avail- 
able with  this  new  orientation  is  emphasized. 

CONCLUSION 

If  psychosomatic  medicine  is  to  become  a 
general  medical  discipline  of  practical  value, 
it  must  be  presented  within  the  framework 


of  a theory  of  abnormal  behavior  appreciated 
by  all  physicians. 
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Psychosomatic  Aspects  of  Cardiorespiratory 

Diseases" 

% 

M.  WILLIAM  BARRY,  M.U. 

Omaha,  Nebr. 


That  the  emotions  have  a very  important 
effect  on  the  functions  of  the  various  organs 
of  the  body  is  so  evident  that  it  hardly 
needs  to  be  stated.  The  exact  role  which 
the  emotions  play  in  this  regard  may  be 
quite  obvious  or  may  be  most  obscure  and 
puzzling.  In  psychosomatic  medicine  we 
take  cognizance  of  this  relationship  of  the 
emotions  to  functions  of  the  various  organs 
and  attempt  to  arrive  at  an  understanding 
of  disease  which  is  based  on  organic  changes, 
on  altered  physiology  and  on  emotional 
disturbances,  past  or  present. 

In  this  paper  we  shall  deal  with  those  dis- 
eases of  the  heart  and  lungs  in  which  the 
symptoms  may  play  an  important  role  and 
also  with  those  instances  in  which  symptoms 
of  psychic  origin  may  simulate  heart  or  lung 
disease.  Patients  in  this  group  present  cer- 
tain symptoms  which  are  suggestive  of 
heart  disease.  It  must  be  determined 
whether  such  symptoms  are  due  to  heart 
disease  or  due  to  some  other  cause.  These 
symptoms  include  chest  pain,  dyspnea,  pal- 
pitation, exhaustion,  syncope.  Certain 
points  in  the  history  are  useful  in  establish- 
ing their  etiology. 

Diseases  of  the  heart  are  especially  prone 
to  involve  emotional  reactions  because  in  the 
popular  mind,  heart  disease  is  a common 
cause  of  sudden  death  and  it  really  is,  a fact 
that  is  given  wide  publicity  on  the  printed 
page.  Of  the  common  symptoms  of  heart 
disease,  perhaps  the  commonest  in  the  pub- 
lic mind  is  pain  in  the  region  of  the  heart, 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 


angina  pectoris.  The  pain  of  angina  has 
certain  characteristics  which  differentiate 
it  from  chest  pain  which  is  of  emotional  ori- 
gin. The  pain  of  angina  pectoris  is  due  to 
myocardial  anoxia.  It  is  substernal  in  loca- 
tion, is  precipitated  by  exertion  and  re- 
lieved by  rest.  People  with  this  type  of  pain 
are  m-ore  apt  to  attribute  it  to  indigestion. 
Pain  in  the  chest  that  is  of  emotional  origin 
is  in  the  left  side  of  the  chest  over  the  pre- 
cardium.  Frequently  the  chest  wall  is  tender 
in  this  area.  The  pain  bears  no  relation  to 
exertion  and  is  apt  to  come  on  at  any  time, 
perhaps  more  often  while  the  person  is  at 
rest. 

Dyspnea  that  is  of  emotional  origin  is  not 
a true  dyspnea  but  is  better  described  as 
sigliing  respiration.  The  patient  experiences 
difficulty  in  getting  a full  breath.  The  res- 
pirations vary  in  depth  and  in  rate,  some- 
times fast,  sometimes  slow,  sometimes  deep 
and  sometimes  shallow.  This  type  of  res- 
piration is  part  of  the  hyperventilation  syn- 
drome. Hyperventilation  is  most  often  of 
psychogenic  origin.  It  may  occur  in  re- 
sponse to  extreme  emotions  such  as  terror, 
anger,  pain  and  it  may  be  part  of  an  anxiety 
neurosis.  It  presents  certain  symptoms  that 
are  of  central  origin  such  as  dizzyness, 
faintness  and  blurring  of  vision,  and  other 
symptoms  of  peripheral  origin  such  as 
numbness  and  tingling  of  the  extremities, 
muscle  cramps  and  tetany.  While  tetany  is 
the  best  known  symptom  of  this  condition 
it  is  perhaps  the  least  common  and  appears 
only  in  those  cases  in  whicli  hyperventila- 
tion is  quite  marked. 
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Palpitation  and  heart  consciousness  are 
among  the  earliest  and  commonest  symp- 
toms of  a cardiac  neurosis.  These  persons 
are  aware  of  the  forceful  beating  of  their 
hearts,  especially  at  night,  complain  that 
they  can  hear  their  heart  beat  and  are  un- 
able to  lie  on  the  left  side  because  of  the 
pounding  of  the  heart.  At  times  they  com- 
plain that  the  heart  races.  Rapid  heart  ac- 
tion in  the  cardiac  neurosis  is  most  often  a 
simple  sinus  tachycardia  and  is  distin- 
guished by  its  gradual  onset  and  gradual 
termination.  Simple  extrasystoles  are  also 
a common  cause  of  alarm  and  can  usually 
be  recognized  from  the  patient’s  description 
of  them. 

Syncope  or  fainting  spells  are  also  among 
the  common  reasons  for  these  patients  con- 
sulting the  doctor.  Fainting  is  commonly 
associated  in  the  public  mind  with  heart  dis- 
ease. The  causes  of  syncope  are  many  and 
varied.  The  fainting  spells  of  hysteria  are 
purely  psychological  and  are  not  accompa- 
nied by  any  cardiovascular  changes.  The 
common  type  of  fainting  with  which  we  are 
here  concerned  is  an  organ  neurosis.  It  is 
psychological  in  its  inception  and  is  accom- 
panied by  many  physiological  changes  which 
are  of  reflex  origin.  The  reflex  arc  involves 
the  psyche  and  the  peripheral  vascular  bed. 
The  psychological  element  consists  of  an 
emotional  stimulus,  such  as  witnessing  an 
accident,  learning  of  tragic  news,  or  under- 
going minor  surgical  procedures.  The  phy- 
siological mechanism  consists  of  peripheral 
vasodilatation  which  causes  inadequate  ve- 
nous return  and  inadequate  cardiac  output. 
This  results  in  cerebral  anoxia  which  is  re- 
sponsible for  the  syncope. 

These  various  symptoms  tachycardia,  syn- 
cope, dyspnea,  involve  physiological  changes 
which  are  executed  largely  through  the 
autonomic  nervous  system  by  means  of  re- 
flex action  the  afferent  arc  of  which  is  in- 
itiated by  emotional  or  psychic  reaction. 
These  reflexes  may  become  established  eith- 
er because  of  some  hereditary  weakness  or 
develop  as  conditioned  reflexes  due  to  en- 
vironment. Over-activity  of  the  autonomic 
nervous  system  appears  to  be  present  in  all 
of  these  conditions,  and  produces  spasm  of 
smooth  muscle.  The  original  stimulus  is 
emotional  and  may  be  fear,  anger,  rage.  All 
of  these  emotions  arise  from  situations 
which  threaten  harm  to  the  person  or  jeop- 
ardize his  security.  The  physiological  re- 
sponse of  the  tissues  and  organs  of  the  body 


is  to  prepare  for  such  action  as  may  be  nec- 
essary to  preserve  the  security  of  the  person. 
When  such  action  does  not  occur,  the  physio- 
logical preparation  is  frustrated  with  harm- 
ful effects  to  the  organs  involved,  and  the 
development  of  an  organ  neurosis,  with 
symptoms  referable  to  the  organ  so  involved. 
In  the  case  of  the  cardiovascular  system  the 
effect  may  be  expressed  as  hypertension,  as 
hypotension,  as  disturbance  in  rate  of  rhythm 
of  the  heart  beat,  as  disturbances  of  the 
circulation  to  given  organ. 

There  are  a number  of  clinical  syndromes 
involving  the  cardiovascular  system  and  the 
respiratory  system  which  are  of  special  im- 
portance from  the  psychosomatic  stand- 
point because  their  relation  to  psychic  stress 
is  quite  evident.  These  cqnditions  include 
essential  hypertension,  neurocirculatory  as- 
thenia, orthostatic  hypotension,  hyperventi- 
lation syndrome,  Raynand’s  disease,  bron- 
chial asthma. 

The  cardiovascular  and  the  respiratory 
systems  are  grouped  together  because  they 
both  react  to  stimuli  which  call  for  action; 
the  respiratory  system  brings  oxygen  into 
the  body  and  cardiovascular  system  trans- 
ports it  to  the  various  organs. 

Neurocirculatory  asthenia  bears  many  dif- 
ferent names  — soldier’s  heart,  irritable 
heart,  effort  syndrome.  It  always  receives 
much  attention  in  war  times  because  the 
stress  of  war  exposes  many  cases  that  would 
otherwise  remain  hidden.  In  a typical  case 
the  symptoms  consist  of  tachycardia,  dysp- 
nea, fainting,  cold  extremities,  pallor,  sweat- 
ing, fever — symptoms  which  cause  it  to  be 
confused  with  other  diseases  such  as  organic 
heart  disease,  tuberculosis  and  hyperthyroid- 
ism. These  persons  have  a certain  constitu- 
tional weakness  by  reason  of  which  they  re- 
act to  stress  and  strain  with  the  development 
of  the  symptoms  mentioned.  In  civilian  life 
they  learn  their  limitations  by  experience  and 
avoid  those  activities  which  produce  undesir- 
able symptoms.  In  army  life  they  are  placed 
under  stress  which  they  cannot  tolerate  and 
are  forced  to  engage  in  physical  activities  be- 
yond their  capacities.  They  all  present  evi- 
dence of  autonomic  unbalance  and  are  usual- 
ly precipitated  by  fear  of  failure. 

Essential  hypertension  is  a condition 
which  has  many  psychosomatic  aspects  and 
is  regarded  as  due  to  stress  and  occurring  in 
a constitutionally  predisposed  nerson.  In  its 
very  early  stages,  the  blood  pressure  is  ele- 


Volume  35 
Number  6 


DISORDERS  OF  MUSCLES,  BONES  AND  JOINTS:  JENSEN 


179 


vated  only  when  the  person  is  under  stress 
and  is  normal  at  other  times.  Anger  and 
rage  are  especially  likely  to  elevate  the 
blood  pressure.  As  time  goes  on  the  blood 
pressure  returns  to  normal  less  readily. 

The  diagnosis  of  psychosomatic  cardiovas- 
cular conditions  may  be  attended  by  the 
greatest  difficulty.  These  persons  require 
an  adequate  physical  examination  with  such 
laboratory  studies  as  may  be  indicated  to 
establish  the  organic  status  of  the  cardiovas- 
cular system.  After  it  is  determined  wheth- 
er organic  pathology  is  present  and  if  pres- 
ent, its  extent,  it  must  be  decided  whether 
the  symptoms  complained  of  are  adequately 
accounted  for  by  the  organic  condition  of  the 
heart,  or  whether  they  are  out  of  proportion 
to  such  pathology.  In  the  latter  case  it  may 
be  suspected  that  they  are  functional  in  ori- 
gin and  a positive  diagnosis  of  such  origin 
must  be  established.  This  must  be  done  from 
the  standpoint  of  the  history.  In  psychoso- 
matic conditions  the  history  is  of  the  great- 
est importance.  Obtaining  such  a history 
requires  time,  tact  and  patience  on  the  part 


of  the  physician.  It  is  obtained  not  by  cross 
examination  but  by  listening.  The  patient 
must  be  permitted  to  relate  his  history  in  his 
own  way.  The  mere  finding  of  unpleasant 
circumstances  in  the  patient’s  life  history  is 
no  proof  of  a psychoneurotic  situation.  The 
question  is  whether  his  adjustment  to  such 
circumstances  was  normal  and  adequate.  If 
symptoms  exist  without  an  organic  basis  or 
if  the  organic  disease  fails  to  adequately  ac- 
count for  the  symptoms,  the  cause  should 
be  searched  for  in  the  emotions. 

The  treatment  of  these  conditions  lies  in 
psychotherapy,  the  ptirpose  of  which  is  to 
make  the  patient  understand  the  meaning  of 
his  symptoms  and  the  nature  of  his  conflicts. 
If  his  fears  are  ungrounded  he  must  be  re- 
assured, if  his  conflicts  are  deep  he  must  be 
reeducated.  As  the  patient  goes  through  the 
process  of  relating  his  history,  he  gains  some 
insight  into  the  nature  of  his  conflicts  and 
the  effects  they  have  produced.  When  he 
has  learned  the  nature  of  his  own  conflicts 
he  is  in  a position  to  take  some  practical  ac- 
tion to  deal  with  them. 
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Pains  and  aches  of  the  musculo-skeletal 
system  are  frequently  of  psychogenic  origin. 
Perhaps  the  main  attraction  of  Orthopedic 
Surgery  to  the  medical  student  and  interne 
is  the  false  impression  that  in  this  field 
there  will  always  be  an  x-ray  film  showing 
a fracture  or  some  positive  evidence  of  or- 
ganic disease,  or  that  there  will  be  a de- 
formity or  visible  or  palpable  cause  for  the 
complaints. 

The  orthopedic  problems  with  a definite 
organic  etiology  also  carry  with  them  psy- 
chogenic symptoms  of  varying  amounts. 

Dr.  Vernon  Luck  in  his  article  on  “Psy- 
chosomatic Problems  in  Military  Ortho- 
pedic Surgery”  noted  three  types  of  psycho- 
logical problems:  “1.  Psychogenic  problems 

in  which  no  relevant  organic  lesion  could  be 
uncovered,  either  in  the  present  or  the  past ; 
2.  Psychogenic  problems  which  were  sec- 
ondary to  organic  lesions;  and,  3.  Psycho- 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 


genic  problems  which  perpetuated  some  of 
the  physical  symptoms  of  a healed  organic 
lesion.” 

With  the  psychosomatic  patient,  the  his- 
tory often  gives  us  the  impression  that  the 
complaints  are  on  a functional  basis.  We 
should,  however,  first  rule  out  the  possibil- 
ity of  any  organic  lesion  and  while  doing  this 
look  for  positive  signs  of  psychogenic  dis- 
turbance. It  is  not  correct  to  make  a diag- 
nosis of  a psychosomatic  problem  because 
we  are  unable  to  find  any  organic  disease. 
Boland  gives  three  requisites  for  a psycho- 
somatic disorder:  (1)  A psychoneurotic 

predisposition;  (2)  an  emotional  conflict; 
and  (3)  a restriction  of  the  outward  expres- 
sion of  the  conflict. 

The  following  condensed  neuropsychiatric 
examination  by  Meninger  is  of  help  in  evalu- 
ating these  patients.  This  outline  was  made 
for  the  Draft  Boards  during  the  last  war. 

I.  Educational  history — age  quit  school,  reason, 
caliber  of  work,  ti-uancy,  etc. 
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II.  Occupational  history — present  work,  tempo- 
rary, permanent,  jobs  held,  longest  time  on  one  job, 
type  of  worker. 

III.  Family  history — epilepsy,  neurosis,  alcohol- 
ism, etc. 

IV.  Childhood  home  environment  — congenial, 
step-parents,  etc. 

V.  Social  relationships — married,  divorced,  atti- 
tude towards  people. 

VI.  Functional  or  organic  disorders — head  or 
back  injuries,  fits,  fatigue,  tremor,  weak  spells,  etc. 

VII.  Behavior  disorders — alcohol,  arrests,  acci- 
dents, etc. 

VIII.  Attitude  towards  entering  the  service. 

IX.  Impression  of  fitness — excellent,  good,  fair 
or  poor. 

NEUROLOGIC 

I.  Gait  — ataxic,  spastic,  steppage,  Rhomberg, 
muscular  strength,  tremor,  hypertonicity  and  at- 
rophy. 

II.  Reflexes:  upper  and  lower  extremities. 

III.  Sensation. 

IV.  Cranial  neiwes. 

The  above  outline  need  not  be  followed 
meticulously.  If  this  general  information  is 
noted  while  the  history  is  being  taken,  it 
will  be  less  difficult  to  make  a psychiatric 
evaluation  of  the  patient. 

Musculo-skeletal  pains  of  psychogenic  ori- 
gin have  definite  characteristics.  The  com- 
mon complaint,  of  course,  is  pain  but  on 
further  questioning  it  is  noted  that  the  pa- 
tient has  misinterpreted  sensation  'of  ten- 
sion, pressure,  feeling  of  weight,  pins  and 
needles,  tingling,  throbbing,  deadness,  weak- 
ness, etc.  as  pain.  These  sensations  can  be 
of  organic  origin,  but  they  frequently  sug- 
gest psychogenic  origin.  The  location  and 
distribution  of  psychogenic  pain  also  differs 
from  organic  pain.  The  “glove  and  stock- 
ing” loss  of  sensation  or  paralysis  and  non- 
anatomical  distributions  suggest  functional 
problems.  Pain  radiating  from  the  extremity 
towards  the  spine,  or  from  the  back  towards 
the  brain,  also  suggest  functional  problems. 
The  inability  to  obtain  relief  from  the  usual 
measures  such  as  rest,  heat  and  novocaine 
or  sedation  is  a characteristic  of  psychogenic 
pain.  The  patients  frequently  say  that 
treatment  makes  the  pain  worse.  There  is 
often  an  inability  to  definitely  localize  the 
pain  and  it  will  be  described  as  “hurting  all 
over”  rather  than  localized  to  one  segment. 

The  history  of  frequent  accidents  sug- 
gests psychosomatic  disorder.  Much  has 
been  written  on  accident  proneness.  The 
following  has  been  copied  from  an  article 
iX-Dr,  Raw,son: 


Total  miles 
travelled 
1928  2,373,109 

1935  2,646,440 


Number  of 
accidents 
201 
47 


Av.  Mileage 
between 
11,806 
56,307 


The  trucks  of  a large  firm  in  1928  in  driv- 
ing a little  over  2 million  miles  had  201  ac- 
cidents with  an  average  of  11,806  miles  be- 
tween accidents.  The  trucks  of  this  firm 
wei’e  kept  in  the  best  of  condition  and  under 
definite  regulations  so  that  it  was  felt  the 
human  element  was  the  main  factor  in  the 
cause  of  the  accidents.  It  was  noted  that 
the  large  percentage  of  the  accidents  were 
caused  by  a small  percentage  of  the  drivers. 
This  firm  transferred  these  drivers  with 
frequent  accidents  to  other  occupations  and 
seven  years  later,  in  1935,  the  same  number 
of  trucks  in  driving  2,600,000  miles  had  only 
47  accidents  with  an  average  of  56,000  miles 
between  accidents.  The  accident  prone 
drivers  after  being  transferred  to  other  oc- 
cupations continued  to  have  accidents  in 
their  new  positions.  With  Industrial  Medi- 
cine it  is  usually  the  same  few  individuals 
who  make  repeated  trips  to  the  medical  dis- 
pensary because  of  injuries.  The  treatment 
of  these  accident  prone  individuals  is  diffi- 
cult and  a problem  for  the  psychiatrist. 
These  people  should  be  placed  where  they 
can  not  injure  themselves  or  others. 


With  amputees  there  is  always  a certain 
psychosomatic  problem  present.  The  loss  of 
an  extremity  produces  much  psychic 
trauma.  Wechler  has  stated,  “One  man  loses 
an  extremity  and  he  immediately  gets  a 
prosthesis,  while  the  next  man  gets  himself 
a tin  cup.”  At  certain  amputation  centers 
before  a patient  is  given  a prosthesis,  he  is 
given  a written  mental  and  emotional  test. 
If  he  does  not  obtain  a certain  grade, 
he  is  not  given  a prosthesis  as  the  ex- 
pense and  effort  to  make  the  prosthesis, 
train  the  individual,  and  the  time  of  all 
those  concerned  would  be  wasted,  and  the 
artificial  limb  would  not  be  used.  The  indi- 
vidual who  has  tried  two  or  three  limbs,  and 
has  been  to  several  different  doctors,  has 
complained  of  all  the  care  he  has  received, 
and  is  looking  for  sympathy  rather  than 
help  will  not  adapt  himself  to  the  prosthesis. 


The  phantom  pains  of  the  amputee  are 
usually  sensations  which  are  interpreted  as 
pain.  The  amputee  states  that  the  phantom 
foot  or  hand  is  held  in  a cramped  position. 
This  phantom  pain  is  thought  to  be  of  psy- 
chogenic origin  more  often  than  of  organic 
origin.  Explorations  of  the  nerve  stump 
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usually  do  not  reveal  a neuroma  or  a nerve 
bound  down  in  scar  tissue.  Rhizotomies  and 
cordotomies  have  failed  to  give  relief  of  the 
symptoms  of  phantom  pain. 

Psychogenic  rheumatism  has  been  defined 
as  the  musculo-skeletal  expression  of  a func- 
tional disorder.  Boland  and  Corr  state,  “Rheu- 
matic symptoms  are  more  often  due  to  psy- 
chogenic rheumatism  than  rheumatoid-arth- 
ritis, rheumatic  fever,  or  degenerative  joint 
disease.”  The  functional  musculo-skeletal 
symptoms  are  often  mislabeled  arthritis,  and 
by  failing  to  recognize  these  complaints  as 
functional,  the  arthritis  is  treated  and  the 
doctor  fosters  rather  than  alleviates  the 
neurosis.  The  diagnosis  of  psychogenic 
rheumatism  is  also  made  by  the  absence  of 
organic  changes  and  a positive  evidence  of 
symptoms  of  a psychogenic  nature.  These 
individuals  do  not  obtain  relief  from  rest, 
heat,  physical  therapy,  and  medication  that 
normally  alleviates  the  symptoms  of  organic 
origin.  The  nature  of  the  muscle  spasms, 
the  postures,  and  limps  differ  from  those  of 
organic  origin.  They  frequently  assume  the 
position  of  a flexion  contracture  when  in  the 
erect  position;  but  upon  becoming  recum- 
bent, this  contracture  disappears.  The  symp- 
toms relieve  the  sufferer  from  responsibility 
and  give  him  the  gains  of  illness  such  as 
sympathy,  attention,  freedom  from  work, 
etc. 

In  the  treatment  of  psychogenic  musculo- 
skeletal problems,  the  personality  of  the 
physician  is  of  major  importance.  The  fam- 
ily doctor  has  a distinct  advantage  because 
he  is  acquainted  with  the  patient  and  his 
problems,  and  he  usually  has  the  patient’s 
confidence.  The  doctor  must  show  a real 
interest  in  this  type  of  patient  and  be  willing 
to  listen  to  all  of  his  story.  In  permitting 
the  patient  to  tell  all  about  his  complaints 


and  symptoms,  he  unloads  his  problems  and 
obtains  some  relief.  While  listening,  the 
doctor  also  frequently  finds  the  basis  for  the 
conflict.  The  patient  should  be  given  in- 
sight as  to  his  problems.  To  tell  a psycho- 
somatic patient  that  there  is  nothing  wrong 
with  him,  makes  his  problem  more  deep- 
seated  and  usually  sends  him  on  to  others 
for  help.  The  patient  can  usually  find  some- 
one who  will  give  him  treatment  for  an  or- 
ganic condition  which  is  not  present  and 
thereby  make  the  neurosis  more  deep-seated. 

These  individuals  can  be  helped  occasion- 
ally by  adjusting  their  lives.  The  occupa- 
tion, environment,  and  responsibilities  may 
be  beyond  the  patient’s  mental  capacity  and 
the  adjusting  of  this  situation  may  relieve 
all  of  his  symptoms.  Rest,  sedation,  physical 
therapy,  and  medication  are  also  required 
in  the  treatment  of  a psychosomatic  pain. 

Most  of  us  have  had  insufficient  training 
in  this  field  of  medicine  and  the  major  prob- 
lems should  be  referred  to  a psychiatrist. 
This  creates  a difficulty  with  most  doctors 
as  doctors  fear  the  patient  will  resent  being 
sent  to  a psychiatrist  as  this  implies  psy- 
chosis. It  is,  however,  as  important  to  re- 
fer these  cases  to  the  trained  individual  as 
it  is  to  refer  the  major  surgical  problem  to 
the  qualified  surgeon. 
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THE  PERENNIAL  ADOLESCENT 

The  individual  who  feels  inadequate  often  tries 
to  maintain  an  illusion  of  superiority  by  various 
compensatory  mechanisms.  One  technique  much 
affected  by  the  neurotic  speech  sufferer  is  the  in- 
tellectual pose. 

Dr.  Clements  C.  Fry,  in  “The  Anatomy  of  Per- 
sonality,” discusses  this  type  of  pseudo  intellectu- 
ality. “This  type  of  otherwise  intelligent  young 
gentleman  and  young  lady  has  usually  failed  to 
establish  definite  goals  of  endeavor  in  life,”  says 
Dr.  Fry.  “With  no  productive  outlet  for  their  im- 
pulses, they  become  filled  with  a vague  undirected 


tension  which  leads  merely  to  restlessness.  Rest- 
lessness without  purpose  leads  to  dilettantism; 
with  purpose,  to  progress. 


“They  are  prone  to  fritter  away  their  time  with 
more  or  less  brilliant  discussions  of  inconsequen- 
tials  . . . Their  behavior  often  takes  the  form  of 
superiority  to  social  convention,  the  assumption  of 
a highly  sophisticated  pose,  and  generally  a highly 
ci'itical  one,  in  regard  to  those  of  lesser  intellectual 
brilliance.  Their  conversation  is  usually  ‘arty’  and 
literai-y.  It  is  also  generally  ‘sappy,’  for  the  con- 
dition from  which  they  suffer  is,  in  effect,  a sort 
of  delayed  adolescene.”  —From  talk  . 
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Dermatological  manifestations  of  a psy- 
chosomatic problem  may  be  divided  into  sev- 
eral separate  diseases.  In  the  true  sense, 
however,  they  are  not  separate  disease  en- 
tities, they  are  simply  some  skin  abnormal- 
ity which  is  secondary  to  a psychic  problem. 
Most  of  these  syndromes  are  easily  recog- 
nized by  the  dermatologist.  Once  they  are 
recognized,  treatment  should  be  primarily 
under  the  direction  of  a psychiatrist.  The 
dermatologist  can  prescribe  local  applications 
to  hasten  healing,  but  lesions  will  recur  un- 
less the  patient’s  mental  attitude  is  correct- 
ed. Following  are  some  of  the  abnormalities 
encountered  in  the  skin  that  are  secondary 
to  mental  changes : 

Cutaneus  hyperaesthesia  is  usually  symp- 
tomatic of  some  organic  disease,  however  it 
may  also  be  encountered  in  hysteria. 

Anaesthesia  and  paresthesia  of  the  skin 
may  also  be  from  some  organic  disease  or 
from  hysteria. 

Trichotillomania  is  a neurosis  in  which  the 
patient  continually  pulls  out  his  hair.  There 
is  usually  a mild  pruritis  associated  with  the 
condition.  Ai*eas  involved  are  usually  the 
frontal  region  of  the  scalp  or  the  eyebrows. 

Acarophobia  is  a psyhic  disorder  in  which 
the  patient  believes  his  skin  is  contaminated 
with  a parasite.  He  will  bring  into  the  doc- 
tor’s office  debris  taken  from  his  skin.  It  is 
usually  lint  or  bits  of  tobacco  or  dried  skin. 
If  these  specimens  are  examined  under  a 
microscope,  no  parasite  will  be  found.  In 
most  of  the  cases,  the  physician  will  be  un- 
able to  convince  the  patient  that  he  has  no 
parasitic  infection  on  his  skin.  The  patient 
will  apply  many  different  preparations,  fre- 
quently causing  a dermatitis  from  irritation 
of  the  drugs  applied.  These  people  frequent- 
ly drift  from  one  doctor  to  another,  not  be- 
lieving any  of  them.  These  patients  are 
candidates  for  a psychiatrist. 

Syphilophobia  is  the  belief  on  the  part  of 
the  patient  that  he  has  syphilis,  and  it  is  ex- 
tremely difficult  to  convince  him  that  he 
does  not.  In  spite  of  repeated  negative  tests 
for  syphilis,  the  patient  still  believes  that 
he  is  infected. 

‘Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 
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Neurotic  excoriations  are  excoriations  pro- 
duced on  the  skin  by  the  patient  himself. 
This  disorder  is  probably  the  most  frequent 
skin  abnormality  encountered  in  psychosmat- 
ic  medicine.  This  type  of  patient  is  not  a 
malingerer,  he  is  making  an  effort  to  remove 
some  “foreign  body’’  from  his  skin.  He  read- 
ily admits  that  he  is  trying  to  get  something 
out  of  his  skin.  It  may  be  a hair,  a piece  of 
glass,  a blackhead  or  a variety  of  foreign 
substances.  The  excoriations  that  are  pro- 
duced usually  occur  on  some  part  of  the  body 
that  is  easily  accessible,  such  as  the  should- 
ers, buttocks,  thighs,  face  or  arms. 

Neurotic  excoriations  may  accompany  or  fol- 
low acne.  This  is  one  of  the  reasons  why 
acne  should  be  treated  early,  especially  in 
the  unstable  person.  If  the  acne  is  allowed 
to  go  on  untreated,  some  of  these  patients 
will  get  the  habit  of  picking  their  faces,  and 
eventually  cause  considerable  scarring. 

Many  patients  with  neurotic  excoriations 
will  admit  that  they  use  foreceps  to  remove 
a “foreign  body’’  thus  producing  ulcers. 
Rarely  can  a physician  convince  them  that 
there  is  no  foreign  body  present. 

The  diagnosis  of  neurotic  excoriations  is 
made  by  the  distribution  of  the  excoriations, 
namely  easily  accessible  areas  of  the  skin. 
No  primary  skin  lesions  are  found.  Derma- 
titis herpetiformis  will  on  occasion  be  con- 
fused with  neurotic  excoriations,  but  if  an  ef- 
fort is  made  to  get  a good  history,  the  cor- 
rect diagnosis  can  be  made,  and  appropriate 
treatment  started. 

These  cases  are  extremely  difficult  to  han- 
dle, and  there  should  be  close  cooperation  be- 
tween the  dermatologist  and  the  psychia- 
trist. 

Dermatitis  facticia  differs  from  neurotic 
excoriation  in  that  a facticial  eruption  is  pur- 
posely produced  by  the  patient  for  some  def- 
inite gain.  It  may  be  to  collect  insurance,  or 
it  may  be  to  create  sympathy.  These  peo- 
ple are  frank  malingerers.  The  eruption 
usually  is  readily  recognized,  because  it  has 
no  similarity  to  any  known  skin  disease. 
There  are  frequently  long  irregular  scars,  or 
open  ulcers  that  have  bizarre  patterns.  These 
lesions  appear  on  areas  easily  reached  by  the 
patient,  such  as  an  ulcer  on  the  left  arm  of  a 
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right  handed  person.  The  lesions  may  be 
produced  by  acid  or  by  some  mechanical 
means.  Although  the  facticial  dermatitis  is 
not  hard  to  recognize,  it  is  frequently  hard 
to  prove.  These  patients  will  rarely  admit 
they  are  producing  lesions. 

If  the  physician  suspects  that  the  patient 
is  malingerging,  an  occlusive  dressing  should 
be  applied  and  the  patient  should  not  be 
allowed  to  remove  it.  The  dressing  should 
be  marked  in  such  a way  that  the  physician 
can  recognize  whether  or  not  it  has  been  re- 
moved and  again  replaced.  These  lesions  will 
heal  promptly  under  a dressing  of  this  kind 
unless  they  are  secondarily  infected.  How- 
ever, new  lesions  may  form  elsewhere.  Some- 
times it  is  possible  to  confront  the  patient 
with  such  evidence,  and  he  may  admit  his 
malingering,  however  in  most  cases  he  will 
continue  to  deny  it.  Hospitalization  may  be 
necessary  in  order  to  catch  the  patient  in  the 
act  of  inflicting  injury  to  his  skin. 

Acute  urticaria  is  practically  always  due 
to  sensitivity  to  foods.  It  may  follow  an  in- 
jection of  some  kind  of  medication.  Chronic 
urticaria,  however,  may  have  many  causes, 
of  which  some  mental  upset  may  play  a part. 
There  are  many  cases  of  chronic  urticaria 
that  flare  up  following  some  emotional  upset. 
I know  of  one  case  in  which  the  patient 
breaks  out  in  hives  everytime  he  gets  angry. 
These  cases  are  not  rare,  and  usually  the 
patient  knows  what  is  causing  it.  The  use 
of  antihistamine  drugs  is  of  some  value  in 
these  cases,  but  a permanent  cure  will  be  af- 
fected only  if  the  patient  learns  to  control 
his  emotions. 

Generalized  neurodermatitis  which  has 
many  synonyms,  such  as  atopic  eczema, 
E A H F Complex  (eczema,  asthma,  hay  fe- 


ver), allergic  eczema,  infant  eczema,  etc.,  is 
closely  related  to  psychosomatic  medicine. 
Many  cases  of  infantile  eczema  go  on  through 
childhood  and  into  adult  life,  always  having 
some  trouble  with  their  skin.  Typically,  the 
eruption  involves  the  antecubital  and  popli- 
teal spaces,  the  side  of  the  neck  and  the  fore- 
head. In  severe  cases  it  becomes  more  gen- 
eralized, and  may  involve  the  entire  body. 
Many  of  these  cases  are  truly  the  result  of 
food  sensitivity  or  from  external  contact 
with  irritants.  However,  most  all  of  these 
cases,  particularly  those  in  adults,  are  un- 
stable. Their  skin  condition  flares  up  fol- 
lowing some  emotional  upset.  The  patient 
knows  this,  and  some  can  learn  to  control  it. 
They  never  get  tired  and  never  want  sleep 
until  they  are  exhausted. 

In  the  treatment  of  this  condition,  one 
should  try  to  determine  the  presence  of  any 
allergic  phenomenon,  and  should  instruct  the 
patient  to  get  at  least  eight  hours  of  sleep 
a day.  He  should  try  to  control  any  emo- 
tional upset.  Topical  applications  are  of  val- 
ue to  stop  itching,  and  to  stimulate  the  skin. 
In  spite  of  this  regime,  many  of  these  pa- 
tients will  go  through  life  having  exacerba- 
tions whenever  they  are  disappointed  or 
angry. 

The  abnormalities  mentioned  are  skin 
manifestations  of  a psychic  problem,  and 
can  best  be  met  with  complete  cooperation 
between  the  psychiatrist,  the  dermatologist 
and  the  patient.  Once  the  condition  is  recog- 
nized, it  is  up  to  the  psychiatrist  to  find  out 
why  this  condition  exists. 
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DANGER  OF  BERYLLIUM  POISONING 
IN  INDUSTRY  EMPHASIZED 

Recent  reports  emphasize  danger  of  poisoning  in 
industry  from  bei-yllium,  Dr.  C.  M.  Peterson,  Chi- 
cago, secretary  of  the  American  Medical  Associa- 
tion’s Council  on  Industrial  Medicine,  said. 

Dr.  Peterson  cited  articles  in  the  April  issue  of 
Archives  of  Industrial  Hygiene  and  Occupational 
Medicine,  published  by  the  A.M.A. 

Exposure  to  beryllium,  a metallic  element,  pro- 
duces both  a severe,  acute  lung  disease  which  re- 
sembles pneumonia  and  a chronic  form  of  lung 
disease  with  a fatality  rate  of  from  10  to  35  per 
cent.  Dr.  Peterson  said. 

A report  in  this  issue  of  the  Archives  by  Dr. 


James  K.  Scott  and  Herbert  E.  Stokinger,  Ph.D., 
Robert  H.  Hall,  Ph.D.,  L.  T.  Steadman,  Ph.D.,  Nor- 
man J.  Ashenburg,  M.S.,  and  George  F.  Sprague 
III,  M.S.,  of  Rochester,  N.  Y.,  concerning  tests  on 
animals  reveals  the  high  toxicity  of  beryllium. 

“Not  only  is  beryllium  unquestionably  a toxic 
agent  but  it  is  toxic  in  such  small  quantities  as  to 
be  among  the  most  toxic  chemically  of  all  elements 
yet  investigated,”  this  research  group  points  out, 
adding: 

“These  amounts  give  rise  to  acute  effects.  It  is 
reasonable  to  believe  that  still  smaller  quantities 
produce  the  chronic  disease  in  human  beings  and 
that  ‘safe’  levels  of  beryllium  exposure  ultimately 
may  be  set  well  below  one  microgram  per  cubic 
meter  of  air.” 


Laboratory  Tests  and  Brucellosis 

L.  O.  VOSE,  M.  Sc., 

Diiector  of  Laboratories 
State  of  Nebraska  Department  of  Health 
Lincoln,  Nebraska 


Due  to  difficulties  encountered  in  the  diagnosis  of 
undulant  fever  and  vagaries  in  the  reporting  of 
communicable  disease,  the  incidence  of  human  bni- 
cellosis  in  Nebraska  has  never  been  known.  In  hopes 
that  it  might  furnish  some  information  relative  to 
incidence  and  to  problems  encountered  in  dealing 
with  this  too  prevalent  infection,  the  expei’ience  of 
the  Department’s  Laboratories  during  1949  will  be 
summarized  and  the  subject  of  laboratory  diagnostic 
procedures  briefly  discussed. 

Some  blood  clot  cultures,  using  the  clot  in  the 
specimen  submitted  for  agglutination  test,  were 
attempted.  Contamination  was  practically  always 
encountered.  This  greatly  enhanced  the  labor  in  the 
laboratory  and  lessened  the  chances  of  the  successful 
isolation  of  Brucella.  “Vacutainers”  were  tried  in 
the  hopes  of  securing  more  uncontaminated  clots. 
Success  was  slight.  Factors  interfering  were  lack 
of  sterility  of  tubes  furnished,  loss  of  vacuum  during 
storage,  and  misuse  of  outfits.  Many  physicians  con- 
sidered the  “Vacutainers”  as  merely  tubes  into  which 
blood  could  be  transferred  from  the  syringe  in  which 
it  was  taken  for  transmission  to  the  laboratory.  It 
was  concluded  that  clot  cultures  were  not  a suitable 
substitute  for  blood  cultures. 

A blood  culture  outfit  was  developed  especially 
for  use  for  bracellosis  work.  This  consists  of  a tube 
of  suitable  media  (Deacon’s)  in  a bottle  with  a rub- 
ber stopper  and  under  vacuum.  A rubber  tube  with 
a hypodermic  needle  at  each  end  is  furnished.  One 
needle  is  to  be  inserted  into  the  patient’s  vein,  and 
at  an  appropriate  time  the  other  is  inserted  through 
the  vaccine  stopper  of  the  media  bottle.  This  per- 
mits sterilization  in  the  laboratory  of  everything 
except  the  area  of  the  patient’s  skin  to  be  the  site 
of  venipuncture.  Experience  with  this  outfit  has 
been  brief  but  encouraging  as  a method  of  obtain- 
ing blood  cultures  free  from  extraneous  contamina- 
tion. 


As  employed  during  the  year,  the  blood  agglutin- 
ation test  was  the  main  laboratory  aid  to  diagnosis. 
Over  11,000  such  specimens  were  received  and  sub- 
jected to  the  agglutination  test.  Results  are  sum- 
marized in  Table  I.  Figures  of  specimens  examined 
do  not  represent  as  many  individuals  due  to  repeat 
specimens. 

TABLE  I 

Laboratory  Specimens  Examined  Positive 

Departmental  at  Lincoln 9,657  408  (4.2%) 

West  Nebraska  at  Scottsbluff 1.581  64  (4.0%) 

Grand  Island  City  Laboratory 606  37  (6.1%) 


Totals 


,11,844  509  (4.3%) 


It  may  be  noted  that  the  lowest  percentage  of  pos- 
itives was  secured  in  the  Scottsbluff  Laboratory, 
the  specimens  coming  from  an  area  devoted  largely 
to  irrigated  fanning  and  to  ranching.  The  highest 
percentage  was  secured  in  the  Grand  Island  Labora- 
tory. In  this  area  corn  growing  and  hog  raising 
are  extensively  practiced.  Specimens  reaching  the 
Central  Laboratory  at  Lincoln  are  from  more  diver- 
sified sources  and  include  many  specimens  from  non- 
farming populations.  The  percentage  of  positives 
here  was  almost  as  low  as  was  secured  in  the  West 
Nebraska  Branch  Laboratory  at  Scottsbluff. 
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The  significance  of  titres  of  agglutination  tests 
has  on  occasion  been  considered.  A fairly  repre- 
sentative statement  of  significance  is  “A  titre  of 
1:40  is  considered  suggestive  and  a 1:80  diagnostic, 
although  it  is  often  much  higher.”  Probably  a bet- 
ter attitude  would  be  to  class  a positive  agglutina- 
tion test,  and  its  titre,  as  valuable  evidence  to  be  con- 
sidered along  with  clinical  and  other  evidence  in 
reaching  a diagnosis.  Titres  as  low  as  1:10  or  1:20, 
especially  in  the  absence  of  other  evidence  of 
brucellosis,  certainly  have  but  little  significance  be- 
cause of  the  frequency  of  non  specific  agglutinations 
in  the  lower  zones.  Positive  agglutinations  in  high- 
er dilutions  are  indicative  of  a sensitization  to 
brucellar  antigen  and  may  be  naturally  acquired  as 
a result  of  present  infection,  past  infection,  repeat- 
ed exposure  without  active  infection  or  by  artificial 
means  such  as  skin  testing  or  other  injection  of  a 
brucellar  antigen. 

The  titres  of  a represhiitative  number  of  posi- 
tive agglutination  tests  made  during  the  year  fol- 
low. 


TABLE  II 

Positive  Agglutination  Tests 


Titre 

Male 

Female 

1 

to 

10 

\ 

0 

1 

to 

20 

8 

4 

1 

to 

40 

. 87 

36 

1 

to 

80  _ 

93 

46 

1 

to 

160 

. . 25 

9 

1 

26 

14 

1 

to 

640 

25 

3 

1 

to 

1.280  _ _ 

17 

5 

1 

to 

2,400 

12 

0 

1 

to 

5.000 

8 

0 

1 

to 

10,00 

1 

0 

303 
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As  may  be  noted  from  this  table,  the  highest  in- 
cidence of  titres  was  in  the  1 :80  group  and  the  high- 
est titre  encountered  was  1:10,000. 

Titres  shown  by  several  individual  cases  on  suc- 
cessive occasion  are  represented  graphically: 


1 and  2,  solid  lines,  show  the  titres  of  a series  of 
specimens  on  two  individuals  who,  according  to  in- 
formation furnished,  had  not  been  given  injections 
of  brucellar  antigen. 

3 and  4,  broken  lines,  show  series  of  results  on 
specimens  from  two  individuals  who  had,  according 
to  information  furnished,  been  administered  injec- 
tions containing  brucellar  antigen. 

These  graphs  were  chosen  to  illustrate  the  tend- 
ency of  high  titres  of  agglutination  tests  to  per- 
sist in  individuals  receiving  injections  of  brucellar 
antigens. 
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A special  i-eport  form  for  undulant  fever  cases  was 
sent  out  as  an  enclosure  with  laboratory  reports  of 
initial  positive  agglutination  tests.  Use  of  these 
by  the  physician  in  furnishing  information  on  cases 
diagnosed  as  undulant  fever  was  optional.  During 
the  year,  59  of  these  special  reports  were  received. 
There  is  no  reason  to  believe  that  these  include 
more  than  a portion  of  the  cases  diagnosed  as  un- 
dulant fever  during  the  year.  However,  the  infor- 
mation furnished  thereon  is  considered  reasonably 
representative.  Certain  of  this  information  has 
been  tabulated  and  is  given  herewith: 

TABLE  III 

Distribution  of  Cases  by  Age 


Age  Group  Number 

5 years 1 

IS  to  20  years 5 

21  to  30  years 16 

31  to  40  years 11 

41  to  50  years 15 

51  to  60  years 6 

Over  60  years 2 

Total  56 


With  but  one  exception,  age  incidence  coincided 
with  the  ages  of  occupational  activity  and  not  with 
the  ages  that  the  greatest  exposure  through  use  of 
milk  would  be  expected.  An  occupational  classifica- 
tion follows: 

Number  of 


Occupation  Cases 

Farming  29 

Packing  House  Worker 8 

Housewife  (Not  stated  whether 

rural  or  urban) 8 

Veterinarian  2 

Miscellaneous’*'  11 


58 

*Occupations  under  miscellaneous  include  one  each 
of  the  following:  rancher,  hog  trader,  laboratory 
worker  (hog  serum),  livestock  buyer,  nurse,  imple- 
ment dealer,  grain  buyer,  hardware  merchant, 
teacher,  hatchery  man,  student. 

A few  other  obseiwations  were  gleaned  from  the 
group  of  reports: 


Number  of  patients  who  had  used  raw  milk 16 

Number  handling  cattle  only 20 

Number  handling  hogs  only 9 

Handling  raw  meat 2 

No  known  contacts  with  animals 9 

Contact  with  goat,  dying  of  unknown  cause 1 


The  data  presented  in  effect  confimis  previous 
opinions  that  undulant  fever,  as  occun’ing  in  the 
state,  is  mainly  an  occupational  disease. 

NEW  TREATMENT  FOR  CARBON 
MONOXIDE  POISONING 

Treatment  of  suffocation  from  carbon  monoxide 
gas  by  injections  of  procaine  hydrochloride,  a local 
anesthetic,  is  reported  in  the  April  8 Journal  of  the 
American  Medical  Association. 

Seventeen  of  a group  of  23  patients  who  received 
the  new  treatment  made  good  recoveries,  Drs.  Ed- 
win W.  Amyes,  John  W.  Ray  and  Norman  W. 
Brockman  of  the  College  of  Medical  Evangelists 
and  University  of  Southern  California  School  of 
Medicine  say. 

The  remaining  six  patients  either  died  or  did 
not  fully  recover.  In  this  group  the  drug  was  giv- 
en long  after  the  exposure  to  carbon  monoxide,  or 


Unless  a positive  blood  culture  can  be  secured, 
diagnosis  must  rest  largely  upon  symptoms  and  the 
results  of  agglutination  tests.  Information  relative 


to  certain  symptoms  and  furnished  on  the  special 

report  blanks  has  been 

tabulated  and 

is  presented 

for  whatever  interest  it  may  have. 

Number 

of  Cases 

Reported 

Reported 

Symptoms 

Present 

Not  Present 

Pathological  Weakness 

45 

12 

Headache 

45 

12 

Fever  _ _ 

_ 41 

14 

Neuralgic  Pains 

39 

16 

Profuse  Perspiration 

34 

23 

Enlarged  Spleen  

7 

49 

Enlarged  Joints 

3 

54 

DISCUSSION  AND  SUMMARY 

Undulant  fever  is  prevalent  in  the  state  largely, 
but  not  exclusively,  as  an  occupational  disease  of 
those  who  handle  livestock.  It  appears  that  the 
most  profitable  efforts  to  reduce  its  incidence  would 
be  those  directed  toward  eradication  of  the  disease 
in  livestock  and  the  practice  of  hygienic  precautions 
by  those  occupationally  exposed. 

The  most  usable  information  for  diagnositic  pur- 
poses is  that  of  symptoms,  history  and  blood 
agglutination  tests.  The  latter  should  be  so  used 
as  to  avoid  non-significant  positive  results  resulting 
from  injection  of  brucellar  antigen.  A positive  skin 
test  means  only  that  the  individual  tested  has  some- 
time in  the  past  been  in  contact  with  brucella  or- 
ganisms. If  skin  tests  are  to  be  made,  their  use 
should  be  delayed  until  no  more  specimens  for 
agglutination  tests  for  diagnostic  purposes  are  to 
be  taken. 

Even  though  a disappointingly  large  number  of 
negative  reports  might  be  anticipated,  greater  use 
should  be  made  of  blood  cultures.  Attempts  to  cul- 
ture the  clots  on  agglutination  specimens  are  to  be 
classed  as  desperation  measures  on  the  part  of  lab- 
oratories and  an  admission  that  the  physician  is  un- 
able or  unwilling  to  obtain  suitable  cultures.  One 
or  repeated  blood  cultures  are  indicated  on  all  indi- 
viduals having  undulant  fever-like  symptoms  and  a 
positive  agglutination  test.  In  some  instances  they 
may  be  worthwhile  even  though  the  agglutination 
test  is  negative.  These  cultures  should  be  carefully 
taken  using  culture  outfits  especially  prepared  for 
this  class  of  work.  They  should  be  cultured  in  a 
laboratory  staffed  with  competent  bacteriologists 
and  capable  of  determining  brucellar  types. 

❖ ❖ 


there  were  additional  complicating  factoi-s,  accord- 
ing to  the  doctors. 

All  except  one  of  the  23  patients  had  become  un- 
conscious in  a room  in  which  there  was  no  ventila- 
tion and  where  an  open  gas  flame  was  burning. 

Procaine  hydi’ochloride  previously  had  been  used 
by  doctors  in  France  to  treat  prolonged  coma  due  to 
carbon  monoxide  poisoning.  They  reported  startling 
improvement  in  a few  cases,  the  Los  Angeles  doc- 
tors say.  Treatment  of  this  condition  theretofore 
had  been  unsatisfactory. 

Studies  indicate  that  carbon  monoxide  suffocation 
results  in  a disturbance  of  the  blood  supply  of  the 
brain.  The  Los  Angeles  doctors  believe  that  part  of 
the  effect  of  procaine  hydrochloride  in  carbon  mon- 
oxide suffocation  may  be  due  to  stimulation  of  the 
brain. 


staff  Meeting  Children’s  Memorial  Hospital 

Meckel’s  Diverticulum 

Edited  by  DR,  J.  R.  SCHENKEN 


PRESENTATION  OF  CASE  NO,  1 

DR,  J,  HARRY  MURPHY : A seven-year-old  girl 

entered  the  hospital  because  of  severe  abdominal 
pain  and  blood  in  the  stool. 

Eleven  days  prior  to  admission  the  patient  devel- 
oped generalized  abdominal  pain  and  vomiting.  Two 
days  later  she  passed  a slight  amount  of  bright  red 
blood  in  one  stool.  During  the  next  two  days  the 
pain  continued,  intermittently,  and  most  of  her  stools 
showed  either  bright  red  blood  or  a mixture  of  red 
blood  and  tarry  material.  Seven  days  prior  to  ad- 
mission the  patient  passed  an  extremely  large 
amount  of  blood,  after  which  she  was  taken  to  the 
local  hospital  where  she  was  given  plasma  and  a 
transfusion  of  400  cc.  of  whole  blood.  She  recovered 
promptly  from  the  acute  episode,  but  her  stools  at 
the  hospital  were  black  and  firm.  The  next  day,  a 
few  hours  after  she  was  given  a solid  diet,  she  sud- 
denly developed  severe  abdominal  pain  with  vomit- 
ing and  the  abdomen  became  greatly  distended.  She 
passed  a large  amount  of  gas  after  the  use  of  a 
rectal  tube.  A few  hours  later  the  stools  were  green 
and  watery  and  the  vomiting  continued.  She  was 
given  another  400  cc.  transfusion  of  whole  blood. 

Prior  to  her  present  illness  the  patient  had  ap- 
peared to  be  in  good  health.  Neither  her  past  his- 
tory nor  the  family  history  was  remarkable. 

Physical  examination  revealed  a profoundly  sick, 
shocked,  toxic,  young  child,  with  marked  weight 
loss.  The  head  and  neck  were  negative.  There  was 
a blowing  systolic  murmur  in  the  left  third  inter- 
space which  also  could  be  heard  over  the  apex.  The 
liver  and  spleen  were  not  palpable.  The  abdomen 
was  distended,  tender,  and  tympannitic  and  the  su- 
perficial abdominal  veins  were  engorged.  Abdom- 
inal examination  was  never  completely  satisfactory 
due  to  the  distension  and  firmness  of  the  abdominal 
wall.  There  was  definite  evidence  of  peritonitis  and 
a mass  low  in  the  cul-de-sac  was  palpable  by  rectal 
examination.  The  extremities  showed  no  changes 
and  the  reflexes  were  normal. 

The  blood  pressure  was  90  systolic,  50  diastolic. 
The  temperature  never  exceeded  101°F.  at  any  time. 

Examination  of  the  blood  showed  a hemoglobin 
of  8 gm.,  a red-cell  count  of  3,450,000  and  a white- 
cell count  of  15,200.  The  urine  was  normal  except 
for  1 to  2 white  cells  per  high  power  field  in  the 
sediment.  Examination  of  the  blood  on  the  following 
day  showed  a hemoglobin  of  12  gm.,  a red-cell  count 
of  3,490,000  and  a white-cell  count  of  10,900  with 
normal  differential. 

X-ray  examination  revealed  a low  intestinal  ob- 
struction with  free  fluid  within  the  peritoneal  cavity 
between  the  intestinal  loops,  probably  due  to  peri- 
tonitis. The  presence  of  gas  in  the  colon  indicated 
that  the  obstruction  was  incomplete. 

Following  a transfusion  and  intravenous  therapy, 
an  operation  was  performed  on  the  fourth  hospital 
day. 

DR.  HARRY  McCARTHY : The  peritoneal  cavity 
was  opened  and  revealed  a ruptured  Meckel’s  diver- 
ticulum with  a pelvic  abscess.  An  ulcer  in  the  di- 
verticulum was  evidently  the  source  of  the  profuse 
hemorrhage.  A local  resection  of  the  bowel  with  an 
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end  to  end  anastomosis  was  performed  and  the  pa- 
tient recovered  without  event.  She  was  discharged 
on  the  eighteenth  hospital  day. 

A Meckel’s  diverticulum  presents  many  problems 
as  to  diagnosis.  It  has  been  referred  to  as  the  jester 
of  the  abdomen  and  the  taunter  of  the  physician,  and 
is  certainly  a capable  masquerader.  The  diagnosis 
is  seldom  made  preoperatively,  possibly  in  10  per 
cent  of  the  cases.  About  85  per  cent  are  diagnosed 
at  operation  and  5 per  cent  at  autopsy. 

In  this  patient  the  most  outstanding  symptom  was 
the  massive  intestinal  hemorrhage  of  bright  red 
blood.  Bleeding  from  a Meckel’s  diverticulum  gen- 
erally results  in  bright  red  blood  in  the  stool  at  the 
onset  of  the  illness,  but  tarry  stools  do  not  eliminate 
the  possibility.  The  three  most  common  causes,  in 
order  of  frequency,  of  profuse  hemorrhage  from  the 
bowel  in  children,  are  Meckel’s  diverticulum,  redup- 
lication of  the  ileum  or  some  other  portion  of  the 
gastrointestinal  tract,  and  polypi  of  the  colon.  In 
rare  instances  the  cause  is  a bleeding  duodenal  ul- 
cer. The  diagnosis  is  possible  only  by  exclusion 
and  order  of  frequency,  not  by  the  demonstration  of 
the  lesion  itself. 

Reduplication  of  the  intestinal  tract  is  always  in 
the  mesentery,  and  the  Meckel’s  diverticulum  is  in 
the  antemesenteric  border  of  the  bowel,  but  both 
conditions  produce  bleeding  for  the  same  reason: 
that  is,  they  contain  ectopic  gastric  mucosa  or  pan- 
creatic tissue.  The  pancreatic  tissue  and  gastric 
mucosa  produce  the  ulceration,  inflammation,  ab- 
scess, peritonitis,  and  perhaps,  finally,  obstruction. 

The  cause  of  this  ulceration  is  not  entirely  under- 
stood. I see  no  reason  why  it  can  not  be  explained 
in  much  the  same  way  as  is  the  production  of  a 
duodenal  or  gastric  ulcer.  In  the  final  analysis, 
there  is  gastric  mucosa  which  produces  acids.  These 
acids,  in  turn,  may  cause  irritation  and  spasm  of 
the  ileum  with  subsequent  ulceration.  It  parallels 
the  action  of  the  stomach  as  it  produces  acidity  in 
its  second  or  chemical  phase  of  secretion,  resulting 
from  the  stimulus  of  partially  digested  food.  In 
support  of  this  view  is  the  fact  that  patients  who 
have  ectopic  gastric  mucosa  and  pancreatic  tissue  in 
the  Meckel’s  diverticulum  will  have  the  same  symp- 
toms and  in  the  same  cycle  as  patients  with  gastric 
or  duodenal  ulcers.  There  is  the  same  food  sequence 
with  regard  to  pain. 

We  have  seen  several  other  cases  of  Meckel’s  di- 
verticulum recently.  One  patient  was  a four-year- 
old  child  with  abdominal  pain,  nausea,  vomiting, 
and  diarrhea.  The  pain  persisted  and  increased, 
despite  the  administration  of  paregoric  by  the 
mother.  No  localizing  symptoms  were  present  to 
indicate  the  type  of  inflammatory  lesion.  At  opera- 
tion an  ileo-cecal  intussusception  was  found  with  a 
Meckel’s  diverticulum  located  above  the  head  of  the 
intussusception. 

A second  patient  was  a 14-year-old  boy  who  had 
had  intestinal  bleeding  for  about  6 months.  There 
was  a history  of  abdominal  trauma  two  weeks  prior 
to  the  onset  of  the  bleeding.  At  operation  a Meck- 
el’s diverticulum  was  found.  Near  the  tip  of  the 
diverticulum  was  found  glandular  tissue  which  was 
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probably  pancreatic.  Some  degree  of  intermittent 
intestinal  obstruction  was  present  due  to  the  ad- 
hesions between  the  diverticulum  and  the  urinary 
bladder. 

Another  patient  was  a 79-year-old  woman  with  a 
history  of  ill  health  for  about  one  year.  She  had 
had  diarrhea  which  contained  .some  bloody  mucous 
for  three  days  prior  to  admission.  The  abdomen 
was  distended.  Operation  revealed  several  feet  of 
gangrenous  bowel  looped  around  a Meckel’s  diver- 
ticulum. 

Generally  speaking,  when  a Meckel’s  diverticulum 
is  discovered  at  operation  it  should  be  excised. 
Those  which  may  not  require  excision  are  those  with 
a wide  base  that  show  no  evidence  of  ectopic  tissue 
and  no  ulceration.  The  excision  is  done  with  the 
precaution  that  it  is  not  done  too  close  to  the  ileum. 
If  there  is  insufficient  room  to  invert  the  excised 
stump  there  may  be  encroachment  upon  the  lumen 
of  the  ileum  and  consequent  obstruction.  Often,  the 
ulceration  is  not  in  the  diverticulum  itself,  but  may 
be  in  its  base  or  in  the  ileum.  It  is  extremely  im- 
portant, therefore,  to  make  sure  that  the  ulcer  is 
removed,  also,  for  if  the  diverticulum  is  removed 
and  the  ulcer  is  still  in  the  ileum  the  bleeding  will 
probably  continue. 

In  1947,  Barbosa,  Docarty,  and  Wall  reported  470 
cases  of  ectopic  pancreatic  tissue  in  all  regions  of 
the  abdomen,  among  which  were  23  instances  of 
pancreatic  tissue  in  Meckel’s  diverticula. 

PRESENTATION  OF  CASE  NO.  2 

DR.  GEORGE  ROBERTSON:  First  Admission: 
A one-year-old  boy  was  admitted  to  the  hospital  be- 
cause of  blood  in  the  stools.  The  bleeding  was  in- 
termittent and  profuse. 

Physical  examination  revealed  a well  developed, 
well  nourished  baby  boy  with  no  important  changes. 
No  fissures  were  present  about  the  anal  opening. 

Examination  of  the  blood  showed  a hemoglobin  of 
9 gm.,  a red-cell  count  of  3,030,000  and  a white-cell 
count  of  11,900.  The  platelet  count  was  440,000. 
The  clot  retraction  was  complete  within  one  hour, 
the  bleeding  time  was  6V2  minutes,  and  the  coagu- 
lation time  was  214  minutes. 

A barium-enema  study  revealed  no  abnormalities 
and  there  was  no  barium  residual  in  the  small  bowel 
which  might  suggest  a Meckel’s  diverticulum.  The 
small  intestinal  series  showed  no  changes. 

A transfusion  was  given  and  the  bleeding  ceased 
without  further  treatment.  The  patient  was  dis- 
charged on  the  ninth  hospital  day. 

Second  Admission:  One  month  later  the  patient 

passed  a'  stool  containing  about  one  tablespoonful 
of  bright  red  blood,  followed  by  more  bloody  stools 
and  was  readmitted  to  the  hospital. 

A barium-enema  study  revealed  hyperirritability 
of  the  cecum.  There  was  fair  emptying  of  the  ce-, 
cum,  ascending  and  transverse  colon;  there  was 
poor  emptying  of  the  descending  colon  and  sigmoid. 
Injection  of  air  was  incomplete,  but  no  definite  ab- 
normalities wei'e  noted.  The  mucosal  pattern  was 
normal  throughout. 

The  child  was  given  a transfusion  and  was  dis- 
charged on  the  seventh  hospital  day. 

Third  Admission:  Five  months  later  the  patient 

again  entered  the  hospital  because  of  cramping  ab- 
dominal pains  and  vomiting. 


During  the  interim  since  his  previous  admission 
the  patient  had  had  intermittent  cramping  abdom- 
inal pains  about  once  a week.  One  week  prior  to 
this  admission  the  child  had  passed  a hard,  lightly 
streaked,  bloody  stool.  This  was  the  first  evidence 
of  intestinal  hemorrhage  since  his  discharge.  On  the 
afternoon  of  admission  the  patient  had  become  un- 
usually pale  and  projectile  vomiting  had  occurred 
on  one  occasion. 

Physical  examination  revealed  a rather  thin,  ir- 
ritable child.  The  temperature  was  100. 5°F.  The 
abdomen  was  slightly  distended.  There  was  no  ten- 
derness, and  no  masses  or  organs  were  palpable. 

An  exploratory  laparotomy  was  performed  by  Dr. 
Russell  Best  which  revealed  an  intramural  Meckel’s 
diverticulum.  A resection  was  done  with  an  end  to 
end  anastomosis.  The  postoperative  recovery  was 
uneventful. 

This  patient  again  demonstrates  the  difficulty  in 
diagnosing  a Meckel’s  diverticulum.  At  no  time 
during  the  child’s  illness  was  there  sufficient  indi- 
cation for  an  exploratory  operation,  but  at  the  time 
of  the  third  admission  we  decided  that  the  illness 
had  persisted  long  enough  and  an  exploratory  lapa- 
rotomy was  done  with  the  view  that  a Meckel’s  di- 
verticulum was  possible. 

DR.  RUSSELL  BEST:  I should  like  to  comment 
on  the  causes  of  rectal  bleeding  in  children.  I re- 
cently attended  a meeting  in  Chicago  at  which  Dr. 
Kerr  of  Dallas,  Texas  presented  a report  based  on 
400  cases  of  rectal  bleeding  in  children.  In  25  per 
cent  of  these  patients  the  bleeding  was  due  to  polypi 
of  the  colon.  I would  say  that  in  50  or  60  per  cent 
rectal  bleeding  in  children  is  due  to  an  anal  fissure 
or  ulcer.  A Meckel’s  diverticulum  belongs  in  a 
small  percentage  group.  The  fact,  previously  men- 
tioned by  Dr.  McCarthy,  that  a Meckel’s  diverticu- 
lum usually  produces  bright  red  blood  in  the  stool, 
and  only  rarely  a tarry  stool,  should  be  emphasized. 
I think  it  is  often  unwise  to  depend  largely  upon  a 
mother’s  intei-pretation  as  to  the  color  of  the  stool. 

In  most  cases  of  Meckel’s  diverticulum  a resection 
is  the  necessary  procedure.  Where  there  is'  bleeding 
resection  is  usually  indicated  as  the  ulcer  is  not  in- 
frequently beyond  the  margin  of  the  diverticulum. 
If  the  diverticulum  is  ruptured,  or  inflamed  a simple 
diverticulectomy  is  sufficient,  as  a rule. 

RADIOLOGIC  DISCUSSION 

DR.  RALPH  MOORE:  Neither  of  these  cases  was 
diagnosed  radiologically.  X-ray  examination  of  pa- 
tient No.  1 showed  marked  distended  loops  of  small 
bowel  throughout  the  central  portion  of  the  abdo- 
men. There  were  fluid  levels  scattered  through  the 
dilated  loops  of  small  bowel.  These  loops  were  also 
separated,  moderately,  by  increased  lines  of  density 
which  suggested  fluid  within  the  peritoneal  cavity. 
The  barium-enema  study  was  not  too  successful  but 
did  reveal  that  there  was  an  obstruction  of  the  small 
intestine.  The  only  diagnosis  we  could  make  radi- 
ologically was  that  of  intestinal  obstruction  of  the 
small  bowel  probably  associated  with  peritonitis. 

X-ray  examination  of  patient  No.  2 showed  marked 
irritability  of  the  colon  from  the  hepatic  flexure  to 
the  cecum  indicating  only  that  inflammation  was 
present  in  this  general  region.  This  inflammation 
can  be  either  intrinsic  or  extrinsic.  No  polypi  were 
visualized  in  the  double  contrast  enema  film. 
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One  of  the  difficulties  in  the  radiological  diag- 
nosis of  a Meckel’s  diverticulum  is  that  the  barium 
enters  the  pouch  poorly,  due  to  the  fact  that  often 
there  is  some  degree  of  obstruction  distal  to  the  di- 
verticulum. Only  if  reflex  barium  happens  to  get 
back  through  the  ileo-cecal  ❖alve  to  fill  the  diver- 
ticulum and  the  diverticulum  then  remains  filled 
can  a diagnosis  be  made. 

PATHOLOGIC  DISCUSSION 

DR.  J.  R.  SCHENKEN : The  segment  of  bowel 

we  received  in  case  No.  1 revealed  a diverticulum 
arising  from  the  antemesenteric  border  of  the  ileum 
which  measured  5.0  cm.  in  length  and  about  2.0  cm. 
in  diameter  at  its  base.  Upon  opening  the  diverticu- 
lum, we  found  that  the  mucosal  folds  were  fairly 
well  obliterated,  indicating  inflammation.  A non- 
inflamed  diverticulum  will  show  well  preserved  mu- 
cosal folds  similar  to  those  in  a normal  segment  of 
bowel  in  this  area.  The  lining  of  the  diverticulum 
was  composed  almost  entirely  of  gastric  mucosa.  In 
the  tip  of  the  diverticulum  and  embedded  in  the  wall 
we  found  a submucosal  mass  measuring  about  1.5 
cm.  in  diameter.  The  cut  section  revealed  that  it 
was  yellow  in  color,  characteristic  of  pancreatic  tis- 
sue, and  that  there  was  a tendency  toward  lobula- 
tion. Microscopic  examination  showed  that  the  mass 
was  normal-appearing  pancreatic  tissue. 

An  ulceration  measuring  about  1.5  cm.  in  diameter 
was  present  at  the  base  of  the  diverticulum  and  in- 
volved both  the  bowel  wall  and  a portion  of  the  di- 
verticulum. It  gave  the  appearance  of  a peptic  ul- 
cer. Our  diagnosis  was  Meckel’s  diverticulum  with 
inclusion  of  pancreatic  tissue,  and  chronic  ulceration 
of  the  ileum  and  the  base  of  the  diverticulum. 

The  specimen  received  from  case  No.  2 introduced 
a different  problem  from  the  standpoint  of  gross 
interpretation.  It  appeared  to  be  a bulging  intra- 
mural mass  and  showed  no  definite  external  evi- 
dence of  a diverticulum.  Upon  opening  the  lumen 
of  the  bowel  we  found  on  the  antemesenteric  border 
a raised  donut-shaped  area  of  mucosa  measuring 
about  1.5  cm.  in  diameter.  The  center  of  this  area 
led  into  a shallow  diverticulum  measuring  about  3.0 
cm.  in  length  which  ended  in  the  wall  of  the  bowel. 
Microscopic  examination  revealed  that  the  wall  of 
this  diverticulum  was  made  up  of  all  the  muscle 
coats  seen  in  an  ordinary  Meckel’s  diverticulum,  but 
had  a muscle  coat  of  the  ileum  as  well.  No  pan- 
creatic tissue  was  evident  but  the  lining  was  com- 
posed almost  entirely  of  gastric  mucosa. 

Within  2 cm.  of  this  opening,  and  involving  the 
mucosa  of  the  ileum,  was  an  ulceration  measuring 
about  1.0  cm.  in  diameter,  which  had  the  appearance 
of  a peptic  ulcer.  Microscopic  examination  showed 
marked  thickening  of  the  vessel  walls  in  the  base  of 
the  ulcer  similar  to  those  seen  in  longstanding  pep- 
tic ulcers.  One  of  the  reasons  why  this  ulcer  heals 
so  poorly  is  the  restricted  blood  supply. 

I should  like  to  comment  on  the  pathology  of  the 
Meckel’s  diverticulum.  Meckel’s  diverticulum  repre- 
sents persistence  of  a portion  of  the  vitelline  ducts. 
It  is,  therefore,  a congenital  diverticulum  which  dif- 
fers from  an  acquired  diverticulum  in  the  small 
bowel  or  colon  in  that  its  wall  is  composed  of  all  the 
muscle  layers. 

The  incidence  of  a Meckel’s  diverticulum  appears 
to  be  from  1 per  cent  to  3 per  cent  of  the  population; 
it  is  probably  nearer  1 per  cent.  There  is  a 3 to  1 


preponderance  in  males.  As  reported  in  the  litera- 
ture, about  10  per  cent  are  discovered  in  children  1 
year  old  or  younger,  45  per  cent  in  children  from  1 
to  10  years  old,  and  28  per  cent  in  the  age  group  of 
11  to  20  years.  This  indicates  that  practically  all  of 
the  cases  that  become  clinical  problems  do  so  before 
the  age  of  20.  This  is  quite  understandable  since 
the  Meckel’s  diverticula  seen  in  the  older  group  of 
patients  usually  contain  no  pancreatic  or  gastric 
mucosa  and  show  no  attachment  to  the  surrounding 
structures. 

The  usual  location  in  adults  is  about  100  cm. 
above  the  ileo-cecal  valve.  In  children  the  site  var- 
ies from  15  to  90  cm.,  the  average  being  about  50 
cm.  They  are  found,  generally,  on  the  antemes- 
enteric border,  although  they  may  appear  (but  only 
rarely)  on  any  point  of  the  circumference  of  the 
bowel.  We  have  seen  one  that  occured  in  the  mes- 
entery, and  have  discovered  reports  of  a few  others 
in  the  literature. 

In  82  per  cent  of  the  cases  the  free  diverticulum 
protrudes  into  the  abdominal  cavity  with  no  attach- 
ment to  the  surrounding  membranes  or  organs.  In 
about  6 per  cent  of  the  instances  there  is  a per- 
sistence of  the  embryonic  duct  with  formation  of  a 
fecal  fistula.  In  about  10  per  cent  of  the  cases  there 
is  an  attachment  between  the  tip  of  the  diverticu- 
lum and  the  bowel  wall  by  a cordlike  structure, 
about  which  bowel  may  wrap  itself  producing  an  ob- 
struction. 

Additional  congenital  abnormalities  of  one  type 
or  another  are  found  in  other  portions  of  the  body  in 
about  33  per  cent  of  the  instances. 

Among  the  pathological  processes  leading  to 
symptoms,  ulceration  is  one  of  the  most  important. 
This  is  usually  the  result  of  heterotopic  tissue  (gas- 
tric mucosa  and  pancreatic  tissue)  lining  all  or  a 
portion  of  the  diverticulum.  The  gastric  mucosa  is 
by  all  odds  the  more  important.  In  a series  of  35 
cases,  reported  by  Greenwald  and  Steiner,  of  ulcei'- 
ation  with  a Meckel’s  diverticulum,  gastric  mucosa 
was  demonsti’ated  in  22  of  the  cases,  with  12  of 
these  showing  perforation.  The  histological  Sec- 
tions from  12  of  these  cases  were  not  available,  but 
it  is  assumed  by  most  observers  that,  by  and  large, 
whenever  there  is  ulceration  of  a Meckel’s  diverticu- 
lum there  is  gastric  mucosa.  The  ulceration  invades 
the  mucosa  which  is  not  gastric,  and  not  infrequent- 
ly involves  the  adjacent  bowel  mucosa  at  the  base 
of  the  diverticulum,  as  this  is  the  area  bathed  di- 
rectly by  the  highest  concentration  of  gastric  mu- 
cosa secretion.  When  the  amount  of  gastric  mucosa 
is  minimal  the  ulceration  is  most  commonly  found 
near  the  tip  of  the  diverticulum. 

Another  pathological  process  responsible  for 
symptoms  is  diverticulitis.  The  inflammation  is 
similar  to  that  of  an  appendicitis.  The  diverticulum 
may  become  strangulated  when  incorporated  in  a 
hernial  sac  and  become  secondarily  inflamed. 
Parasites  and  fecaliths  in  the  lumen  are  causes  of 
inflammation  also.  In  one  instance,  reported  in  the 
literature,  a fishbone  became  lodged  in  the  lumen 
producing  a perforation  and  inflammation. 

Intestinal  obstruction  may  be  produced  in  a vari- 
ety of  ways.  A cordlike  band  extending  from  the 
diverticulum  may  not  be  attached  to  the  abdominal 
wall  but  may  wrap  itself  around  a loop  of  bowel, 
producing  an  obstruction.  In  some  instances  where 
the  diverticulum  is  very  large  obstruction  results 
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from  angulation  of  the  bowel  wall  by  reason  of  its 
weight  which  produces  ti’action  on  the  bowel.  This 
occurs,  pai'ticularly,  where  the  diverticulum  is  filled 
with  fecal  material.  A cordlike  band  from  the  di- 
verticulum which  is  attached  to  the  bowel  wall  may 
cause  a loop  like  an  adhesive  band  around  which  the 
bowel  can  thread  itself,  thus  becoming  incarcerated 
and  subsequently  producing  obstruction. 

Intussusception  is  another  very  serious  complica- 
tion. It  has  been  stated  in  the  literature  that  an 
intussusception  fi'om  a diverticulum  is  2-are  in  pa- 
tients under  2 years  of  age.  This  has  corresponded 
with  our  own  experience  and  we  shall  watch  this 
rule  with  interest.  After  the  age  of  2,  intussuscep- 
tio2i  in  childhood  is  not  infi-equently  caused  by  a 
Meckel’s  divei-ticulum. 

The  inechanism  by  which  an  intussusception  is 
foi-med  may  be  one  of  two.  First,  coiisti-iction  of 
the  lui22en  of  the  ileum  at  the  base  of  the  diverticu- 
lum will  produce  inci’eased  peristalsis  i-esulting  in 
intussusception  of  the  bowel  wall  and,  subsequently, 
the  Meckel's  divei-ticulum.  Second,  when  it  becomes 
invaginated  the  diverticulum  may  act  as  a polyp 
hanging  on  tlie  inside  of  the  bowel  wall  and  thus 
pi-oduce  an  intussusception  as  it  is  carried  along  by 
peristalsis.  :&■ 


CRITICISM  INJURES  CHILDREN 

Ci’iticism  by  the  teacher  and  parents  makes  a 
child  who  reads  poorly  lose  confidence  in  his  ability 
to  do  school  work  and  leads  to  the  development  of 
vai-ious  emotional  problems,  with  psychologic 
blocks  which  fui-ther  aggravate  the  condition. 

This  point  is  brought  out  in  an  editorial  in  the 
April  15  Journal  of  the  American  Medical  Associa- 
tion which  says  that  an  estimated  12  per  cent  of 
all  children  in  the  United  States  fail  to  learn  to 
i-ead  as  well  as  the  average  of  their  school  class. 

“It  is  doubtful  that  there  is  in  these  children  any 
unde2-lying  organic  lesion,”  the  editorial  says. 
“Emotional  factors  such  as  fear,,  anxiety,  rivaliy, 
jealousy,  hostility  for  the  parent  or  the  teacher 
and  a feeling  of  infei-ioi-ity  undoubtedly  play  an 
impoi-tant  2-ole  in  creating  these  difficulties.” 

Th2-ee  recent  a2-ticles  in  2nedical  publications 
pointed  out  the  belief  that  the  new  method  of_ 
teaching  reading,  the  so-called  “flash”  method,  is 
an  impo2'tant  contributory  factor  in  the  creation  of 
these  disabilities,  acco2-ding  to  the  editorial. 

“The  flash  method  employs  whole  words  on  cards 
with  pictorial  rep2-esentation  to  develop  pu2-e  visual 
associations,”  the  editorial  says.  “The  method  was 
expanded  into  a phrase  and  later  into  a sentence 
method.  The  child  on  entering  school  immediately 
learns  to  read  whole  sentences.” 

Another  a2-ticle  in  a medical  publication  points 
out  that,  while  this  method  p2’oduces  2-apid  and  in- 
telligent readers,  it  tests  to  the  limit  the  child’s 
power  of  attention  and  concent2-ation,  the  edito2-ial 
says,  adding: 

“These  autho2-s  feel  that  certain  minor  difficulties 
(of  vision)  which  were  of  minor  impo2-tance  under 
the  older  methods  of  teaching  have  now  become 
significant.” 

Acco2-ding  to  one  author,  there  were  three  times 


The2-e  is  considerable  discussion  in  the  literature 
as  to  the  explanation  of  the  gastric  mucosa  and 
panc2-eatic  tissue  in  a Meckel’s  dive2-ticului22.  Gastric 
mucosa  or  pancreatic  tissue,  or  both,  is  estimated 
to  be  present  in  about  25  per  cent  of  the  instances, 
and  this  25  per  cent  is  probably  2-esponsible  for  222ost 
of  the  trouble. 

The  pleuripotential  theo2-y  of  origin  of  a Meckel’s 
diverticulum  is  based  on  the  concept  that  the  primi- 
tive entoder2nal  tube  is  a ve2-y  short  segment  which 
has,  in  ea2-ly  embryonic  life,  the  potentiality  of  pro- 
ducing stomach,  small  bowel,  and  la2-ge  bowel.  It 
is  not  impossible  that  a S222all  po2-tion  of  this  tissue 
2nay  be  found  in  any  po2-tion  of  the  enti2-e  gastro- 
intestinal tract.  This  seems  to  be  a very  acceptable 
view  and  is  supported  by  the  fact  that  pancreatic 
tissue  is  cominonly  found  in  various  portions  of  the 
stomach  and  small  bowel.  Other  views,  found  in  the 
lite2-ature,  include  the  reimplantation  theory  which 
suggests  that  gastric  mucosa  may  be  sloughed  off 
and  2-eimplanted  in  another  location.  A2iother  is 
that  gast2’icT22Ucosa  is  no2-mally  p2-esent  in  this  lo- 
cation in  order  to  help  sustain  the  ei2ibryo,  and 
that,  under  ordina2-y  circumstances,  regression  of 
these  cells  occurs.  This  theory  would  seein  unten- 
able because  no  one  has  ever  demonstrated  gast2-ic 
mucosa  in  the  embryo. 


as  22iany  cases  of  2-eading  difficulties  among  chil- 
dren who  had  been  taught  by  the  flash  method  as 
among  those  who  had  been  taught  by  the  older 
phonetic  method,  the  editorial  says. 


CHLOROMYCETIN  EFFECTIVE  AGAINST 
TULAREMIA 

Successful  treatment  of  six  cases  of  tula2-emia 
with  Chloromycetin,  is  reported  by  a group  of  doc- 
to2-s  f2om  the  University  of  Ma2-yland  School  of 
Medicine,  Baltiiiiore. 

Robert  T.  Parker,  Robe2t  E.  Bauer,  Howard  E. 
Hall  and  Theodo2-e  E.  Woodward — and  Leona2-d  M. 
Lister,  a medical  student,  describe  their  findings  in 
the  May  6 Jour2ial  of  the  Ame2-ican  Medical  As- 
sociation. 

Both  streptomycin  and  au2-eomycin  previously 
have  been  shown  to  be  valuable  in  treating  tula- 
rei22ia. 


DESIRABILITY  OF  BREAST  FEEDING 

Most  mothers  can  give  their  babies  the  nutri- 
tional and  emotional  benefits  of  b2-east  feeding,  a 
doctor  who  made  a study  of  methods  of  b2-east  feed- 
ing 2-epo2’ts. 

Various  demonst2-ations  have  p2-oved  convincingly 
that  almost  any  mother  who  wants  to  can  breast 
feed  her  baby  as  long  as  she  and  her  docto2-  desi2-e, 
says  Dr.  Frank  Howard  Richa2-dson  of  Asheville, 
N.  C.,  and  the  Children’s  Clinic,  Black  Mountain, 
N.  C.,  in  the  March  25  Jou2-nal  of  the  Ai22erican 
Medical  Association. 

B2-east  feeding  has  been  shown  to  2-educe  12202-tal- 
ity  and  sickness  pe2-centages,  enhance  ii22  222unity  to 
gast2-ointestinal  and  2-espi2-atory  diseases  and  con- 
tribute emotional  benefits  claimed  by  psychologists 
for  2uother  and  baby  alike,  D2’.  Richa2-dson  points 
out. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ORGANIZATION  SECTION 


CEREBRAL  PALSY  COMMITTEE 

As  reported  in  the  April  issue  of  The 
Journal,  your  Cerebral  Palsy  Committee  has 
been  formally  activated.  It  has  held  two 
meetings,  with  much  work  being  accom- 
plished. 

At  its  last  meeting,  April  20,  the  commit- 
tee decided  that  its  first  project  would  be 
to  survey  the  state’s  available  diagnostic 
and  consultation  services  for  the  cerebral 
palsied.  These  services  have  now  been  made 
known  to  the  people  of  the  state  via  news- 
paper and  radio  releases.  Members  of  the 
state  association  have  also  been  appraised  of 
these  facilities  through  a special  bulletin 
from  the  Cerebral  Palsy  Committee. 

The  purpose  of  this  information  is  to  en- 
able every  person  in  Nebraska  afflicted 
with  this  condition  to  receive  the  benefit  of 
these  diagnostic  and  treatment  facilities. 

Each  local  doctor  is  the  key  to  the  success 
of  this  program.  No  patient  will  be  admit- 
ted to  any  of  these  facilities  unless  referred 
by  his  family  physician.  The  committee  will 
make  every  effort  to  be  certain  that  the 
family  doctor  is  then  given  a report  of  the 
patient  from  each  center. 


EMERGENCY  MEDICAL  SERVICE 
COMMITTEE 

The  most  recently  appointed  committee  in 
the  state  association  is  the  Emergency  Med- 
ical Service  Committee,  headed  by  Dr.  John 
Freyman  of  Omaha.  It  held  its  first 
meeting  April  24,  at  which  time  committee 
members  were  briefed  concerning  some  of 
the  group’s  proposed  activities. 

Dr.  Freyman  pointed  out  that  one  of  the 
committee’s  functions  would  be  in  relation 
to  a possible  atomic  emergency.  He  also 
stated  that  it  would  be  responsible  for  mak- 
ing a survey  of  medical  personnel,  hospital 
facilities  and  for  planning  the  medical  pro- 
fession’s role  during  any  emergency. 

The  following  points  outline  the  commit- 
tee’s scope  of  activities: 

1.  The  committee  shall  concern  itself 
with  such  emergencies  as  attack  or  war  and 
not  with  other  types  of  disasters,  i.e.,  flood, 
fire,  etc. 

2.  The  committee  intends  to  concern  it- 
self with  the  problems  arising  out  of  attack 
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or  war  in  the  fields  of  atomic  bombing, 
cliemical  warfare,  bacteriological  warfare 
and  psychological  warfare. 

3.  The  committee  intends  to  study  all 
phases  of  these  conditions  with  particular 
emphasis  on  the  prevention  and  treatment 
of  casualties  resulting  from  any  of  these 
types  of  warfare. 

Other  members  of  the  committee  are  Drs. 
Neil  J.  Everitt,  Omaha;  J.  P.  Redgwick, 
Omaha ; Roy  Whitham,  Lincoln ; Donald 
Watson,  Grand  Island;  G.  F.  Waltemath, 
North  Platte;  and  J.  T.  Hanna,  Scottsbluff. 
The  Advisory  Committee  consists  of  Drs. 
Harold  Lueth,  Percy  Carroll,  both  of  Omaha ; 
and  Frank  Ryder,  Lincoln. 


SPEAKERS  BUREAU 

From  the  very  start  of  the  eight-point 
expanded  program,  the  activation  of  a strong 
Speakers  Bureau  was  considered  one  of  its 
most  important  aspects.  That  strength  has 
now  been  realized. 

After  several  months  of  study  and  investi- 
gation, plans  for  the  formal  instigation  of 
the  Bureau  were  laid  when  the  committee 
met  April  14,  1950.  One  of  the  primaiy 
purposes  of  the  Speakers  Bureau  is  to  en- 
able county  societies  to  hold  good  scientific 
meetings.  Many  speakers,  both  profession- 
al and  lay,  will  also  be  made  available  to 
speak  on  medical  economics. 

As  this  is  written,  it  is  planned  that  the 
list  of  speakers  now  registered  with  the  Bu- 
reau will  be  compiled  and  sent  to  the  county 
society  secretaries,  as  well  as  to  hospital 
chiefs  of  staffs.  This  first  roster  will  be 
comparatively  small,  but  it  is  hoped  that 
new  names  will  be  added  in  the  coming 
months. 

If  you  are  willing  to  read  a scientific  pa- 
per or  speak  on  medical  economics,  the  com- 
mittee would  welcome  your  name  to  the 
Speakers  Bureau  list.  The  committee  also 
hopes  to  secure  the  names  of  many  outstand- 
ing lay  speakers.  If  you  know  of  persons 
with  these  qualifications,  please  send  their 
names  to  the  Nebraska  State  Medical  As- 
sociation headquarters  office,  1315  Sharp 
Building,  Lincoln. 


PLANNING  COMMITTEE 
A meeting  of  the  Planning  Committee  was  held 
Thursday  evening,  April  13,  1950,  Athletic  Club, 
Omaha.  Present  were  Drs.  Floyd  L.  Rogers,  Chair- 
man, Lincoln;  Morris  Nielsen,  Blair;  A.  B.  Ander- 


son, Pawnee  City;  A.  J.  Offerman  and  J.  D.  Mc- 
Carthy, Omaha. 

The  minutes  of  the  previous  meeting  were  ap- 
proved as  read. 

HEALTH  COUNCILS  • 

Dr.  McCarthy  called  attention  to  health  councils 
already  formed  and  the  work  that  is  being  done  by 
the  State  Department  of  Health  in  the  formation 
of  other  health  councils  over  the  state,  suggesting 
that  this  group  should  give  consideration  to  cor- 
relating this  work  and  checking  with  Dr.  Ryder  in 
order  that  the  medical  profession  would  take  the 
leadership  in  this  project. 

Dr.  Rogers  said  he  felt  the  committee  had 
definitely  stated  their  position  in  the  first  para- 
graph of  the  Report  of  the  Planning  Committee 
Relative  to  the  Establishment  of  Health  Councils 
in  Nebraska;  also,  that  he  had  had  the  assurance 
of  the  dental  group  and  veterinarian  group  of 
their  wholehearted  support. 

Dr.  Rogers  stated  the  report  on  the  establish- 
ment of  health  councils  as  read  to  the  Board  of 
Councilors  in  February  would  be  taken  to  the 
House  of  Delegates  and  that  Dr.  Fay  Smith  would 
be  given  this  part  of  the  committee  report  to  take 
to  this  body. 

REPORT  TO  THE  HOUSE  OF  DELEGATES  AS 
TO  ACTIVITIES  FOR  COMING  YEAR 

Dr.  Rogers  read  Part  V — Continuous  Scientific 
Educational  Program — of  the  printed  Proposed  Ex- 
panded Program  for  the  Nebraska  State  Medical 
Association,  and  suggested,  in  his  opinion,  this 
part  of  the  expanded  program  has  not  been  car- 
ried out  and  that  it  should  be  one  of  the  points  to 
be  stressed  on  the  agenda  of  activities  for  next 
year.  He  also  stated  it  was  necessary  for  the  com- 
mittee to  decide  on  the  needs  and  policies  for  the 
coming  year  in  order  that  the  recommendation 
could  be  taken  to  the  House  of  Delegates. 

Dr.  McCarthy  thought  it  was  important  for  the 
state  association  to  have  a group  to  handle  vital 
projects  which  come  up  between  sessions  of  both 
the  Council  and  House  of  Delegates;  a group  that 
would  be  empowered  to  act  and  take  care  of  mat- 
ters as  they  came  up  instead  of  having  to  wait  a 
year  for  approval  by  the  Council  or  House  of  Dele- 
gates; and  that  the  Planning  Committee  make  this 
a part  of  their  recommendations  in  their  report  to 
the  House.  It  was  his  opinion  it  was  necessary  for 
our  organization  to  get  down  to  brass  tacks  and 
formulate  a means  whereby  we  would  have  a group 
which  would  meet  at  any  time  and  be  able  to  go 
ahead  and  pass  on  things  and  get  the  work  done. 
He  fuither  suggested  it  would  be  necessary  to  set 
up  the  machinery  for  carrying  out  the  plans  of  each 
committee  and  that  more  executive  help  in  the 
headquarters  office  was  a pressing  need. 

Dr.  Rogers  also  brought  to  the  committee’s  at- 
tention Part  III  of  the  Expanded  Program,  and 
after  some  discussion  it  was  the  opinion  of  the 
group  that  further  publicity  should  be  given  to  the 
Council  on  Professional  Ethics.  It  was  thought  the 
council  should  be  known  state-wide  as  the  group  to 
whom  medical  complaints  could  be  taken  for  cor- 
rection. 

General  discussion  followed  relative  to  strength- 
ening the  councilor  districts,  continuation  of  pub- 
lic health  work,  prepayment  medical  care  program. 
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etc.  As  a result,  the  following  points  were  sug- 
gested as  activities  to  be  included  in  the  commit- 
tee’s report  to  the  House  of  Delegates  for  the  com- 
ing year: 

1.  Thorough  study  of  a plan  for  continuous  scientific  edu- 
cation 

2.  Activation  of  the  Speakers  Bureau 

3.  Publicity  relative  to  the  Council  on  Professional  Ethics 

4.  Strengthening  of  Councilor  Districts 

5.  Stress  of  public  health  work,  prepayment  medical  care, 
etc. 

6.  Consideration  of  financial  support  for  Health  Council 
and  Public  Health 

7.  Set  up  machinery  and  recommendations  for  a committee 
to  act  bstween  sessions  of  Council  and  House  of  Delegates 

8.  Completion  of  Fee  Schedule 

FEE  SCHEDULE 

The  corrected  fee  schedule,  a copy  of  which  had 
been  previously  sent  each  member  for  study,  was 
gone  over  and  several  minor  changes  made. 

A motion  was  made  by  Dr.  Offerman,  seconded 
by  Dr.  Nielsen,  that  the  fee  schedule  as  corrected 
be  presented  to  the  House  of  Delegates.  The  mo- 
tion carried. 

REDISTRICTING  OF  COUNCILOR  DISTRICTS 

Dr.  Rogers  read  the  letters  received  from  physi- 
cians and  county  societies  in  the  different  parts 
of  the  state  in  which  suggestions  had  been  made 
relative  to  changes  in  the  proposed  redistricting 
map.  These  suggestions  were  considered  and  in 
most  instances  the  changes  were  made  in  accord- 
ance with  the  wishes  of  the  county  society  or  physi- 
cian making  the  request. 

Following  are  the  changes  made  in  the  map: 

Cuming  County  taken  from  Dist.  No.  5 and  added  to  No.  7 

Saunders  County  taken  from  Dist.  No.  5 and  added  to  No.  0 

Hamilton  County  taken  from  Dist.  No.  11  and  added  to  No.  9 

Fillmore  and  Thayer  Counties  taken  from  No.  10  and  added 
to  No.  4 

Garden  County  taken  from  No.  17  and  added  to  No.  15 

Combined  what  was  previously  Dist.  No.  8 with  District  No. 
5.  thus  making  one  councilor  district  out  of  Burt,  Washington, 
Dodge.  Colfax.  Platte.  Boone  and  Nance.  This  will  now  be 
Dist.  No.  5,  and  the  total  number  of  districts  will  be  16  in- 
stead of  17  originally  proposed. 

It  was  the  opinion  of  the  committee  they  should 
recommend  that  the  constitution  or  by-laws  be  al- 
tered so  as  to  make  it  possible  for  any  county  an- 
nually to  request  transfer  to  another  district  pro- 
viding two-thirds  of  their  members  so  vote.  An- 
nually the  House  of  Delegates  may  under  such 
circumstances  transfer  a county  from  one  district 
to  another. 

Dr.  Rogers  suggested  that  Dr.  A.  B.  Anderson 
take  this  part  of  the  committee  report  and  present 
it  to  the  House  of  Delegates  in  May. 

It  was  decided  Dr.  Rogers  should  present  to  the 
House  of  Delegates  that  part  of  the  committee’s 
report  which  would  contain  recommendations  for 
activities  for  the  coming  year;  also,  the  corrected 
fee  schedule  as  approved  by  the  committee. 

The  meeting  adjourned. 


ANNOUNCEMENTS 


NOTICE  OF  MEETING 

The  seventh  national  conference  of  County  Med- 
ical Society  Officers  will  be  held  in  San  Fran- 
cisco, June  25,  1950,  in  the  Palace  Hotel.  All  physi- 
cians are  invited  to  attend.  County  Medical  Society 
Officers  are  especially  urged  to  attend. 

The  program  is  designed  as  a discussion  foinim 
on  subjects  of  particular  interest  to  county  medical 
society  officers. 

The  conference  is  scheduled  for  Sunday,  June  25 
— the  day  prior  to  the  opening  session  of  the  House 
of  Delegates — from  9:00  a.m.  to  12:00  noon  for  the 
morning  session  and  from  8:00  p.m.  to  9:30  p.m. 
for  the  evening  session. 


A.M.A.  GOLF  TOURNAMENT—  MONDAY, 
JUNE  26 

The  Amei’ican  Medical  Golfing  Association  will 
hold  its  34th  Tournament  on  Monday,  June  26,  the 
opening  day  of  the  1950  A.M.A.  Annual  Session. 
The  nationally  famous  Lakeside  Course  of  Olympic 
Golf  Club,  San  Francisco,  has  been  reserved  for 
the  medical  golfers’  tournament.  Dinner  will  be 
seiwed  at  Olympic  at  7 :00  p.m.,  followed  by  pre- 
sentation of  the  many  trophies  and  prizes. 

The  San  Francisco  Tournament  will  give  an  op- 
portunity to  AMGA  Fellows,  and  to  those  who  en- 
ter the  Association  in  1950,  to  enjoy  a wondeiTul 
day  of  golf,  to  win  a nice  prize,  and  to  join  in  the 
famous  good  fellowship  of  the  American  Medical 
Golfing  Association. 


MID-SUMMER  RADIOLOGICAL  CONFERENCE 
The  Rocky  Mountain  Radiological  Society  will 
hold  its  Mid-Summer  Radiological  Conference  at 
the  Shirley-Savoy  Hotel,  Denver,  Colorado,  August 
17-19,  1950.  The  program  committee  has  arranged 
an  excellent  program.  The  guest  speakers  are  as 
follows:  Dr.  George  F.  Lull,  Secretary  and  General 
Manager,  American  Medical  Association;  Dr.  Eu- 
gene P.  Pendergrass,  Philadelphia,  Pennsylvania; 
Dr.  Orville  Meland,  Los  Angeles,  Califoniia;  Dr. 
Kent  Lunblom,  Carolina  Hospital,  Stockholm, 
Sweden;  Dr.  U.  V.  Portmann,  President  of  the 
American  Roentgen  Ray  Society,  Cleveland,  Ohio. 
All  physicians  interested  in  Radiology  are  urged 
to  attend  this  conference.  No  registration  fee. 


AWARD  FOR  OUSTANDING  RESEARCH  IN 
THE  FIELD  OF  INFERTILITY 

The  American  Society  for  the  Study  of  Sterility 
offers  an  annual  award  of  $1000  known  as  the  Ortho 
Award,  for  an  outstanding  contribution  to  the  sub- 
ject of  infertility  and  sterility.  Competition  is  open 
to  those  in  clinical  practice  as  well  as  individuals 
whose  work  is  restricted  to  research  in  the  basic 
sciences.  Essays  submitted  for  the  1951  contest 
must  be  received  not  later  than  March  1,  1951.  The 
Prize  Essay  will  appear  on  the  program  of  the 
1951  meeting  of  the  Society.  For  full  particulars, 
address  The  American  Society  for  the  Study  of 
Sterility,  20  Magnolia  Terrace,  Springfield,  Mass. 
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COURSE  IN  POSTGRADUATE 
GASTROENTEROLOGY 

The  National  Gastroenterological  Association,  an- 
nounces that  its  course  in  Postgraduate  Gastroen- 
terology will  be  given  at  the  Hotel  Statler  in  New 
York  City  on  October  12,  13,  14,  1950. 

The  course,  which  will  again  be  under  the  per- 
sonal direction  of  Dr.  Owen  H.  Wangensteen,  Pro- 
fessor of  Surgery,  University  of  Minnesota  Medical 
School,  will  cover  a large  variety  of  subjects  re- 
lating to  the  diseases  of  the  gastrointestinal  tract. 

The  distinguished  faculty  for  the  course  has  been 
chosen  from  medical  schools  in  New  York  City  as 
well  as  out  of  town. 

For  further  information  and  enrollment  write  to 
the  National  Gastroenterological  Association,  Dept. 
GSJ,  1819  Broadway,  New  York  23,  N.  Y. 


WESTERN  ASSOCIATION  OF  INDUSTRIAL 
PHYSICIANS  AND  SURGEONS  TO  MEET 
The  Western  Association  of  Industrial  Physicians 
and  surgeons  invites  all  American  Medical  Associa- 
tion members  to  attend  its  meeting  on  Sunday,  June 
25th,  1950  (the  day  prior  to  the  opening  of  the 
A.M.A.  convention),  from  9:00  a.m.  to  5:00  p.m., 
in  the  Curran  Theater,  455  Geary  Street,  San  Fran- 
cisco. The  program  includes:  Tetanus  Prophylaxis 
in  Pi-eviously  Immunized  Persons,  Rodney  R.  Beai'd, 
M.D.;  Medical  Administrative  Problems  in  Work- 
men’s Compensation  Cases,  a panel;  A Rest  Regime 
for  Acute  Back  Sprain,  Christopher  Legge,  M.D. 
and  Harry  W.  Walker,  M.D.;  Psychosis,  a Side  Door 
out  of  Industry,  Frank  Tallman,  M.D.;  and  Job 
Placement  in  the  Rehabilitation  of  Alcoholics,  a 
panel. 


NEWS  and  VIEWS 


According  to  a recent  press  report  bids 
for  the  letting  of  the  contracts  for  the  new 
Pawnee  County  Memorial  hospital  will  be 
held  June  15. 


Plans  for  building  a new  hospital  in  Spalding, 
Nebraska,  have  been  completed  and  constniction 
should  start  in  the  next  few  weeks.  The  structure 
will  have  20  beds  including  two  private  rooms, 
nursery,  nurses’  station,  waiting  room,  office,  iso- 
lation ward  with  separate  entrance,  kitchen,  emer- 
gency room  near  ambulance  entrance,  drug  room, 
x-ray  room,  laboratory  and  separate  complete 
surgical  and  obstetrical  suites  including  a labor 
room.  The  basement  wull  include  storage,  heating 
and  laundry  facilities. 

A new  doctor’s  office  building  in  matching  archi- 
tecture will  be  built  across  the  street  and  will  in- 
clude complete  facilities  for  two  physicians  on  the 
ground  floor  with  apartments  on  the  second  floor. 

A second  physician  to  assist  Dr.  M.  M.  Sullivan 
is  now  being  sought  by  the  community. 


The  April  11  issue  of  Look  magazine  carries  an 
article  by  Dr.  George  Gallup,  public  opinion  polling 
specialist,  in  which  he  says  that  among  the  “in- 


formed group’’  the  weight  of  sentiment  against 
compulsory  health  insurance  is  about  3 to  2.  The 
.main  reasons  for  opposition  are  (1)  the  cost  and 
(2)  the  compulsory  nature  of  the  program  which 
would  require  deductions  from  wages  or  salaries, 
and  (3)  fear  that  doctors  would  not  be  able  to  give 
individual  treatment  of  high  quality. 


The  State  Board  of  Control  has  named 
Dr.  William  Nutzman  as  Superintendent  of 
the  Kearney  State  Tuberculosis  Hospital. 

Dr.  Nutzman  has  been  assistant  superin- 
tendent. He  joined  the  hospital  staff  on  a 
part-time  basis  in  1942,  and  went  on  full 
time  duty  in  1945. 

He  succeeds  Dr.  Charles  Caul. 


Whitaker  & Baxter  reports  that  as  of  March  15, 
a total  of  4,181  national,  state  and  local  organiza- 
tions had  taken  a stand  in  opposition  to  Compulsory 
Health  Insurance  and  in  favor  of  Voluntary  Health 
Insurance.  This  is  a gain  of  1,420  new  resolutions 
in  the  six-weeks  period  since  January  31. 

The  4,181  groups  line  up  as  follows:  Medical  and 
allied,  1,033;  Insurance,  117;  Farm,  239;  Veteran, 
385;  Religious,  56;  Women’s  Organizations,  1,768; 
Civic  Clubs,  321,  and  other  groups,  262. 


The  A.  M.  A.  has  signed  a contract  with 
the  City  of  Houston  for  the  use  of  the  Sam 
Houston  Coliseum  and  Music  Hall  in  connec- 
tion with  the  Fifth  Annual  A.  M.  A.  Clinical 
Session  in  that  city,  December  4-7,  1951. 
The  two  places  will  be  used  for  the  scien- 
tific sessions  and  the  scientific  and  technical 
exhibits. 

The  House  of  Delegates  will  hold  its  ses- 
sion at  the  same  time.  Its  meetings  will  be 
in  one  of  the  larger  hotels,  yet  to  be  selected. 

The  A.M.A.  Clinical  Session  this  year  will 
be  held  in  Denver,  November  28-December  1 . 


The  first  full  and  comprehensive  report  by 
Dr.  Philip  S.  Hench  and  his  collaborators  at 
the  Mayo  Clinic,  Rochester,  Minn.,  on  their 
original  work  with  cortisone  and  ACTH  is 
published  by  the  American  Medical  Associa- 
tion in  the  April  issue  of  Archives  of  In- 
ternal Medicine. 

The  article  also  contains  a review  of  other 
pertinent  experimentation  on  these  and  al- 
lied substances. 

Studies  which  led  to  the  use  of  the  hor- 
mones and  their  effects  in  arthritis,  rheu- 
matic fever,  lupus  erythematosus  dissem- 
inatus,  psoriasis,  tuberculosis,  chronic  ulcer- 
ative colitis,  gout  and  allergic  conditions  are 
discussed. 
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In  a letter  to  Dr.  George  F.  Lull,  Secretary-Man- 
ager of  the  American  Medical  Association,  Dr. 
Francisco  del  Rio  Canedo,  director-general  of  the 
Mexican  Government  Tourist  Bureau,  extends  a 
hearty  invitation  to  doctors  attending  the  A.  M.  A. 
convention  in  San  Francisco  in  June  to  visit  Mexico. 
The  address  is  Avenida  Morelos  110,  Mexico,  D.  F. 
The  letter  said  that  “since  it  is  customary  to  hold 
post-convention  tours  we  feel  that  many  of  your 
delegates  would  welcome  a chance  to  visit  Mexico 
once  your  convention  is  over.  We  would  like  nothing 
better  than  to  have  such  a representative  group  of 
your  outstanding  citizens  with  us  and  hereby  ex- 
tend to  them  a most  cordial  invitation  to  visit 
Mexico.” 


MEDICAL  BOOKS  THROUGH  CARE-UNESCO 
PROGRAM 

Medical  books  are  in  greater  demand  than  any 
of  the  12  categories  available  through  the  CARE- 
UNESCO  Book  Fund  Program,  which  provides  for 
the  sending  of  new  texts,  research,  and  reference 
works  for  libraries,  universities,  and  hospitals  in 
Europe  and  Asia. 

This  demand  is  shown  in  a tally  of  priority  lists 
submitted  by  500  institutions  in  the  countries  par- 
ticipating, according  to  the  Book  Fund  department 
at  CARE  headquarters,  20  Broad  St.,  New  York 
City.  The  plan  has  been  endorsed  by  the  American 
Medical  Association. 

Some  of  the  institutions  requested  specific  sub- 
jects from  among  the  30  medical  sub-categories 
covered.  However,  many  simply  stated  “all”  or 
“any” — a fact  further  indicative  of  the  widespread 
need  for  up-to-date  medical  infonuation  overseas. 

The  grateful  reception  those  gifts  received  were 
typified  by  Dr.  Olav  Torgersen,  head  of  the  Depart- 
ment of  Pathology  at  the  University  of  Oslo,  where 
CARE  recently  delivered  medical  and  other  scien- 
tific books  as  the  gift  of  American  donors,  among 
them  the  Richland  County  Medical  Society,  of 
Mansfield,  Ohio. 

“Our  medical  libraries  suffered  severely  from 
the  war,”  he  declared,  “and  still  a considerable 
amount  of  important  medical  literature  cannot  be 
obtained  in  this  country  . . . The  present  generous 
gift  of  American  doctors  through  CARE  will  help 
us  win  over  these  difficulties  ...  It  is  our  hope 
that  this  literature  will  bring  about  a more  exact 
knowledge  of  today’s  American  medicine  and  will 
stimulate  us  to  further  research  and  further  fight 
against  our  common  enemy:  disease.  The  importance 
of  this  fight. is  second  only  to  one  thing — the  fight 
for  peace.” 


mAfM'S  AUXILIARY 


IT  HAPPENED  ON  OUR  SILVER  ANNIVERSARY 
What  the  auxiliary  did  during  the  Twenty-fifth 
Annual  Session  at  Lincoln  May  1 thru  May  4,  was 
brilliantly  and  ably  reported  by  Mrs.  L.  V.  Gibson 
and  Mrs.  Roland  Mueller,  who  were  in  charge  of 
publicity.  Through  their  efforts,  they  had  pub- 
lished in  their  local  newspaper  six  articles  and 
three  pictures,  one  of  the  Auxiliary  Tea,  one  of  the 
Medical  Auxiliary  Officers,  Mrs.  Glen  Whitcomb, 
president,  and  Mrs.  P.  R.  Bancroft,  president-elect. 


and  one  of  our  esteemed  guest  speakers,  Mrs.  Paul 
C.  Craig.  There  was  an  inspiring  and  delightful 
intenuingling  of  business  and  pleasure  throughout 
the  entire  week.  Here  are  the  highlights: 

Tuesday 

Mrs.  C.  Fred  Ferciot  presided  at  an  informal 
luncheon  at  the  Hotel  Comhusker.  Later  in  the 
afternoon  the  auxiliary  were  guests  at  a tea  held 
at  the  home  of  Mrs.  David  Hilton  at  2500  Woods- 
crest.  The  refreshment  table  was  decorated  with 
silver  and  white  in  honor  of  the  auxiliary’s  silver 
anniversary  convention.  That  evening  the  mem- 
bers journeyed  out  to  Cotner  Terrace  for  a fun 
night,  with  doctors  and  wives  both  joining  in  the 
festivities. 

Wednesday 

The  annual  business  meeting  was  held,  during 
which  the  Committee  Chairmen  and  County  Presi- 
dents gave  reports.  Dr.  J.  D.  McCarthy  of  Omaha 
and  Dr.  Charles  Sheets  of  Cozad,  outgoing  and  in- 
coming presidents  of  the  State  Medical  Association, 
spoke  briefly,  suggesting,  as  one  of  our  activities 
for  the  coming  year,  the  sponsorship  of  an  Essay 
Contest.  Dr.  Sheets  suggested  the  title,  “Why  is 
private  practice  superior  to  compulsory  health  in- 
surance?” Congressman  A.  L.  Miller,  Kimball,  Ne- 
braska, who  also  appeared  on  the  program,  particu- 
larly stressed  the  need  to  get  out  and  vote,  and 
pointed  out  that  the  professional  groups  have  been 
lax  in  exercising  their  right  to  vote.  Officers  for 
the  coming  year  are:  Mrs.  Glen  Whitcomb  of  Oma- 
ha, president;  Mrs.  B.  R.  Bancroft  of  Kearney, 
president-elect;  Mrs.  Chester  Thompson,  Omaha, 
Secretary;  Mrs.  0.  V.  Calhoun,  Lincoln,  first  vice- 
president;  Mrs.  J.  P.  Donelan,  Omaha,  second  vice- 
president;  and  Mrs.  H.  O.  Bell,  York,  treasurer. 

At  a luncheon  at  Cotner  Terrace,  about  one  hun- 
dred twenty-two  doctors’  wives  were  alerted  as  to 
their  responsibilities  in  the  National  Educational 
Campaign.  The  speaker  was  Mrs.  Paul  C.  Craig 
of  Reading,  Pa.,  our  national  auxiliary’s  public  re- 
lations chairman.  She  took  us  behind  the  scenes 
in  describing  the  progress  that  has  already  been 
made,  and  left  with  us  many  specific  tools  of  ac- 
tion, to  be  used  as  individuals  and  as  groups. 

At  a banquet  at  the  Comhusker,  Dr.  Ralph  J. 
Gampell,  a voluntary  exile  from  Great  Britain’s 
socialized  medical  system,  addressed  the  doctors 
and  their  wives. 

Thursday 

At  a Joint-Session  Luncheon,  the  doctors  and 
their  wives  heard  Mrs.  Craig  go  into  the  problems 
of  rural  health  and  the  chronically  ill,  and  ex- 
plained what  the  A.M.A.  is  doing  about  them.  Mrs. 
C.  Fred  Ferciot,  our  retiring  president,  told  of  the 
advances  made  in  the  past  year  by  the  auxiliary  in 
Nebraska.  “At  the  convention  last  May,”  she  said, 
“we  started  with  seven  auxiliary  organizations 
which  included  16  Nebraska  counties.  Today  we 
have  14  auxiliaries  in  41  counties,  and  a total  mem- 
bership of  473.”  Mrs.  Ferciot  said  that  the  auxil- 
iary in  Nebraska  is  concentrating  on  five  different 
fields  of  public  health.  They  are:  Rural  health, 

mental  health,  local  health  councils,  voluntary 
health  plans,  and  public  health  relations. 

Thus,  at  the  close  of  these  sessions,  there  was  no 
doubt  in  our  minds  that  the  direction  which  medi- 
cine takes  in  the  future  is  a joint  responsibility 
of  the  doctors  and  their  wives,  and  that  we  must 
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use  our  influence,  in  whatever  way  possible,  to 
counteract  federalization  of  the  medical  profession. 
We  were  very  clearly  and  specifically  shown  that 
it  has  been  done,  how  it  has  been  done,  and  how 
it  can  be  done  in  the  future.  Let’s  do  it! 

Our  thanks  for  the  many  hours  of  pleasure  and 
enlightenment  go  to  the  arrangements  chairmen 
and  their  committees.  To  each  and  every  one,  we 
bestow  our  recognition  of  meritorious  service. 

MRS.  G.  KENNETH  MUEHLIG 
State  Publicity  Chairman 


The  last  meeting  of  the  Woman’s  Auxiliary  to 
the  Omaha-Douglas  County  Medical  Society  was  a 
luncheon  at  the  Omaha  Athletic  Club  May  9.  A 
Board  meeting  preceded  the  regular  business  meet- 
ing. 

Mrs.  Chester  Farrel,  retiring  president,  read  her 
Annual  Report,  as  did  the  various  Committee 
Chairmen.  Motions  were  made  and  passed  to  con- 
tribute $20.00  to  Red  Cross  and  $10.00  to  the  Heart 
Fund.  To  promote  expanded  activities,  $20.00  was 
allowed  the  Program  Chairman. 

The  nominating  committee  presented  the  follow- 
ing slate  for  the  year  1950-51: 

President — Mrs.  L.  W.  Lee. 

President-elect — Mrs.  Herbert  Staubitz. 

Vice  President — Mrs.  H.  H.  Brinkman. 

Secretary — Mrs.  Harold  Neu. 

Treasurer — Mrs..  W.  R.  Kovar. 

MRS.  G.  KENNETH  MUEHLIG 
State  Publicity  Chairman 


RESOLUTIONS  1950 

Be  it  resolved  that  we,  the  members  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation, assembled  in  Lincoln  in  Annual  Meeting 
express  our  gratitude  to: 

1.  The  president  and  officers  of  the  State  Medi- 
cal Auxiliary  for  a very  successful  year  and  for 
their  many  hours  spent,  miles  traveled  and  efforts 
to  stimulate  interest  among  the  doctors’  wives, 
which  resulted  in  the  organization  of  7 new  auxili- 
aries. 

2.  The  Lancaster  County  Auxiliary  for  its  gra- 
cious hospitality  during  the  Convention. 

3.  The  Officers,  Delegates  and  Members  of  the 
State  Medical  Association  and  the  Lancaster  County 
Medical  Association  for  their  many  courtesies,  in- 
cluding their  financial  assistance. 

4.  Mrs.  0.  V.  Calhoun,  president  of  the  Lan- 
caster County  Auxiliary  and  general  chairman  of 
the  convention  arrangements,  and  her  assistants  for 
their  efforts  on  our  behalf. 

5.  Mrs.  David  Hilton,  whose  home  was  so  charm- 
ing a setting  for  the  Auxiliary  Tea. 

6.  The  management  of  the  Hotel  Cornhusker 
which  served  as  Auxiliary  Headquarters. 

7.  ‘Be  it  resolved  that  we,  the  members  of  the 
Auxiliary  to  the  Nebraska  State  Medical  Associa- 
tion, pledge  our  support  to  our  incoming  president. 

8.  That  we  pause  in  respect  for  the  memory  of 
our  third  State  President,  Mrs.  George  Walker. 

9.  Be  it  further  resolved  that  these  resolutions 
be  printed  in  the  Journal  of  the  State  Medical  As- 
sociation and  spread  upon  our  own  minutes. 


Blue  Shield  plaques  of  plastic  have  been  mailed 
to  all  Participating  Physicians  who  have  requested 
them.  If  you  have  overlooked  ordering  yours,  please 
do  so.  One  of  these  attractive  plaques  will  be 
promptly  sent,  without  charge. 


A series  of  two  lectures  on  hospital-medical  pre- 
payment plans  was  presented  by  Dr.  Arthur  J.  Of- 
ferman  to  junior  and  senior  students  at  Creighton 
School  of  Medicine. 


Payments  to  some  physicians  are  delayed  because 
their  medical  repoi'ts  are  not  complete.  When  all 
requested  information  is  not  filled  in,  reports  must 
be  returned  for  completion.  For  prompt  payment, 
make  sure  that  all  necessary  information  is  given 
on  each  report  submitted. 


All  previous  records  for  enrollment  and  payments 
were  exceeded  by  Nebraska  Blue  Cross  and  Blue 
Shield  during  the  first  three  months  of  1950.  There 
were  17,063  Blue  Cross  members  and  18,158  Blue 
Shield  members  enrolled  during  the  first  quarter. 
Blue  Cross  payments  to  hospitals  amounted  to 
$377,952,  while  Blue  Shield  payments  to  doctors  to- 
taled $231,057. 


Most  people  read  while  they  wait,  and  there’s  no 
more  appropriate  reading  in  your  waiting  room 
than  Blue  Cross-Blue  Shield  literature.  We’ll  sup- 
ply all  you  need — at  no  charge,  upon  request.  Use 
this  opportunity  to  promote  the  health  care  plans 
sponsored  by  the  hospitals  and  doctors.  . 


Some  Blue  Shield  members  may  hesitate  to  ask 
their  doctor  to  make  out  a report  for  minor  seiw- 
ices  when  the  fee  is  small.  The  success  of  the  medi- 
cal service  program  depends  upon  full  cooperation, 
even  on  small  accounts.  You  and  your  office  as- 
sistants can  promote  good  public  relations  by  see- 
ing that  application  is  made  for  all  benefits  to 
which  Blue  Shield  membei’s  are  entitled. 


REPORT  OF  EXECUTIVE  DIRECTOR 
OF  NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
April  30,  1950 

Assets : 

Cash  in  banks $103,928.02 

Premiums  in  process  of  collection 13,471.60 

U.  S.  Bonds  (cost  plus  accrued 

interest)  326,366.86  $443,766.48 

Liabilities: 

Accounts  payable.  Blue  Cross $ 10,598.20 

Accounts  payable,  monthly  invoices 248.63 

Accrued  payroll  taxes 65.50 

Claims  payable, — 

Unreported  65,785.25 

Pending  2,400.00 

Contingent  10,000.00 

Unearned  premiums  97,997,87 


$187,095.45 


19G  . 


STATE  HEALTH  DEPARTMENT— BOOK  REVIEW 


Nebr.  S.  M.  Jour. 
June,  1950 


Reserve  for  maternity  care 10,000.00 

Reserve  for  bonuses 1,333.32 

Reserve  for  collection  losses 1,500.00 

Unasslgned  surplus  243,837.71  $443,766.48 


INCOME  AND  EXPENSE 


Income : 


April  30,  1950 


From  dues  

From  enrollment  fees. 
Interest,  U.  S,  Bonds- 


Month  of 
April 

$106,331.27 

1.896.00 


4 Months 
to  Date 
$397,921.53 
9.244.00 
104.17 


Expenses : 

Claims  

Administrative  Expense — 

Regular  

Advertising  (50-50)  

Bonuses  

Secretarial  fees  

Medical  director  

Advertising  

Printing  

Conferences  and  meetings 

Collection  expenses  

Reserve  for  collection  losses 

Taxes  and  licenses 

Dues  

Miscellaneous  


Net  Gain 


$108,227.27 

.$  84.107.25 

9,294.07 

1,304.13 

333.33 

416.67 

250.00 


76.50 

542.98 

6.50 


16.25 

89.09 

54.23 


$ 96,491.00 


.$  11,736.27 


$407,269.70 

$323,953.25 

36,693.54 

4,687.03 

1,333.32 

1,666.68 

1,000.00 

149.80 

1.602.17 

2.628.18 
181.45 

1,500.00 

35.00 

346.16 

123.12 


$375,899.70 


$ 31,370.00 


ENROLLMENT  SUMMARY 
April,  1950 


Groups  enrolled  during  April 85 

Groups  cancelled  during  April 9 

Number  of  active  groups.  May  1,  1950 2,599 

Subscribers  Dependents  Total 

Membership,  April  1,  1950 50,666  70,426  121,092 

Additions  2,059 

Less  terminations  859 

Net  Gain 1,200 

Membership,  May  1,  1950 51,866  72,094  123,960 


CASE  REPORT— APRIL,  1950 


Number  of  cases  paid 2,307 

Number  of  services  rendered 2,821 

Females  1,652 

Males  1,169 

Subscribers  1,009 

Dependents  1,812 


STATE  HEALTH  DEPARTMENT 

HIGHLIGHTS  IN  PUBLIC  HEALTH  PROGRESS 
IN  NEBRASKA,  1949 

The  Division  of  Mental  Health  was  established 
with  Dr,  Janet  Palmer  part-time  Director, 

The  1949  Legislature  created  a Division  of  Dental 
Health.  Previously  dental  health  had  been  a part 
of  the  Maternal  and  Child  Health  Division. 

The  Division  of  Sanitation  directed  the  Stream 
Pollution  Abatement  Project  as  a part  of  the  re- 
sponsibility of  the  Department  for  the  sanitation 
measures  connected  with  the  Missouri  Valley  Pro- 
ject. 

Five  new  Tumor  Clinics  were  established  at:  Beat- 
rice, Hastings,  Nebraska  City,  Wahoo  and  Scotts- 
bluff.  Approximately  1,000  persons  have  attended 
the  clinics  during  1949. 

A Five-State  Conference  was  held  in  Omaha  in 
April  to  emphasize  anew  the  great  need  for  more 
Local  Health  Units. 

A new  fourteen  panel  exhibit  made  its  debut  at 
Farm  and  Home  Week  in  November. 

New  types  of  birth,  death  and  stillbirth  certifi- 
cates were  endorsed  for  use  in  the  state. 

New  equipment  for  quantitative  sampling  of  air- 
borne dusts,  fumes,  and  smoke  was  added  to  the 
laboratory  equipment. 


Visual  aids  audiences  reached  380,000  through 
the  film  loan  service.  Many  new  films  were  added 
to  the  library. 

Schools  for  food  handlers  continued  to  be  re- 
quested throughout  the  state. 

Summer  Institutes  were  held  for  school  lunch- 
room cooks. 

Close  cooperation  continued  between  official  and 
voluntary  health  and  education  groups  in  the  state. 

150,000  blood  specimens  were  examined  in  the 
laboratory  for  evidences  of  syphilis.  There  was  a 
twenty  per  cent  decrease  in  reported  cases. 

Each  of  Nebraska’s  more  than  400  municipal 
water  supplies  were  checked  regularly. 

Many  school  wells  were  checked  and  improve- 
ments made. 

There  is  an  active  roster  of  15,210  licensees  in 
the  office  of  Examining  Boards. 

Attendance  at  145  boxing  and  wrestling  contests 
was  143,799.  No  accidents. 

Twenty-two  counties  have  been  covered  in  the 
Tuberculosis  Survey  this  year,  making  sixty-eight 
counties  covered  since  1944.  84,193  X-rays  have 

been  taken  during  1949. 

The  Division  of  Public  Health  Education  has  sent 
13,000  news  releases  to  250  weekly  papers;  greatly 
increased  its  reference  library;  mailing  list  now 
tops  30,000;  film  seiwice  is  greatly  extended  to 
school  and  community  groups.  Regular  publications 
are  Better  Health  and  the  Almanac.  Requests  for 
materials  and  for  speakers  for  clubs,  institutes  and 
workshops  show  mai-ked  increase. 

Fact-of-the-Month  is  a new  publication  from  the 
Division  of  Mental  Health.  This  Division  has  helped 
to  establish  the  Child  Guidance  Center  in  Lincoln, 
and  the  Epileptic  Clinic  in  Omaha. 

The  County  Health  Councils  were  increased  by 
the  new  Burt  County  Council. 

From  BETTER  HEALTH 


BOOK  REVIEW 

Proceedings  of  the  First  Clinical  ACTH  Con- 
ference, John  R.  Mote,  M.D.,  Editor.  Published  by 
the  Blakiston  Company,  Philadelphia,  Pennsylvania, 
1950.  Price  $5.50. 

Studies  on  the  adrenocorticotrophic  hormone 
(ACTH)  have  tremendously  widened  our  informa- 
tion on  many  body  processes.  The  remarkable  drop 
in  the  number  of  circulating  eosinophils  after 
ACTH  is  administered  is  considered  a sensitive  in- 
dex of  the  efficacy  of  the  hormone.  The  change 
from  a normal  blood  sugar  response  to  a glucose 
meal  to  one  resembling  a diabetic  cuiwe  following 
the  administration  of  ACTH  is  indicative  of  the  in- 
fluence of  the  anterior  pituitary  and  the  adrenal 
gland  upon  the  carbohydrate  metabolism.  ACTH 
produces  an  elevation  in  the  urinary  uric  acid,  cre- 
atinine, and  the  potassium  levels.  These  responses 
were  but  slightly  influenced  by  age.  A comparison 
of  a group  of  young  men  and  women,  age  20 
through  44,  and  elderly  men  and  women,  61  to  88, 
showed  a slight  decline  in  the  eosinophil  level.  A 
greater  change  or  a poorer  response  in  the  urinary 
excretion  after  major  surgery  showed  that  there 
was  a very  low  eosinophil  rate  as  a part  of  a nor- 
mal pituitary  adrenal  response.  This  gradually  re- 
turned to  normal  within  the  first  and  second  days 
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postoperatively,  indicating  some  of  the  stress  reac- 
tions of  the  patient  to  the  surgical  procedure.  The 
findings  of  a high  or  normal  eosinophil  count  during 
the  first  24  to  48  hours  after  an  operation  suggests 
adrenal  cortical  insufficiency  provided  there  is  an 
absence  of  allergy. 

Prolonged  balance  studies  on  normal  men  and 
women  given  50  to  100  mg  of  ACTH  daily  showed  a 
number  of  significant  changes  including  glycosuria 
varying  from  2 to  50  grams  per  day,  hyperglycemic 
and  diabetic  glucose  tolerance  curves  that  begin  24 
hours  after  the  administration  of  ACTH,  a diabetic- 
like response  that  is  relatively  resistant  to  insulin 
and  a glycosuria  tliat  bears  little  relationship  to  the 
negative  nitrogen  balance.  ACTH  is  released  from 
the  anterior  pituitary  following  a number  of  stim- 
uli. Present  woi’k  indicates  that  the  intact  hypo- 
thalamus plays  an  essential  part  in  the  release  of 
ACTH  in  response  to  stress  since  lesions  in  the 
hypothalamus  will  diminish  or  abort  such  response. 
Removal  of  the  posterior  lobe  does  not  affect  the 
ACTH  release.  Complete  hypophysectomy  aborts 
the  response. 

In  operative  trauma,  it  is  believed  that  the  pitui- 
tary releases  an  increased  amount  of  ACTH.  ACTH 
is  also  responsible  for  promoting  the  retention  of 
sodium  in  the  body  by  influencing  absoi-ption  from 
the  renal  tubules.  The  exact  mechanism  of  its  ac- 
tion is  now  known. 

The  first  clinical  ACTH  Conference  is  a monu- 
mental presentation  of  52  papers  by  competent 
workers  in  the  various  fields  of  metabolism,  endo- 
crinology, physiology  and  internal  medicine.  This, 
together  with  pertinent  remarks  and  free  discus- 
sion, is  paving  way  for  new  concepts  of  normal 
metabolism  through  a better  understanding  of  the 
physiology  of  the  endocrine  and  other  systems  of 
the  body.  A product  so  active  that  it  can  influence 
the  eosinophils,  sugar  metabolism,  salt  and  water 
metabolism,  excretion  of  corticosteroids,  blood  pres- 
sure, uric  acid  metabolism,  rheumatic  fever  and  the 
so-called  collagen  diseases  is  obviously  a most  sig- 
nificant advance  in  medicine,  with  potentialities 
which  are  at  this  time  impossible  to  determine. 

This  book  represents  a new  trend  in  thinking  and 
is  a “must  read”  for  any  physician  interested  in 
modem  medical  practice.  There  are  many  helpful 
charts,  illustrative  graphs  and  clear  half-tones.  It 
is  well  written  and  provides  informative  and  fasci- 
nating reading. 

HAROLD  C.  LUETH.  M.D.,  Dean 

University  o'f  Nebraska 

College  of  Medicine 


DEATHS 

James  B.  Anderson,  M.D.,  Lincoln.  Born  in  Mis- 
souri in  1887.  Graduated  from  Creighton  Univer- 
sity School  of  Medicine  in  1910.  Practiced  for  a 
time  in  Omaha,  later  moved  to  Kennard.  In  1927, 
he  moved  to  Lincoln  and  practiced  there  until  his 
retirement  last  December. 

Dr.  Anderson  was  a Veteran  of  World  War  I hav- 
ing served  as  Lieutenant  of  the  Medical  Corp  of 
the  U.  S.  Navy.  Following  the  war,  he  was  active 
in  the  National  Guard  being  a colonel  in  the  llOth 
Division.  Died  in  Memphis,  May  3,  1950.  Surviv- 
ing are  his  wife,  two  sons,  one  of  whom  is  Dr. 
James  Anderson  of  Memphis,  Tenn.,  and  a daughter 
living  in  California. 


Charles  O’Neill  Rich,  M.D.,  Omaha.  Bom  in 
1875.  Graduated  from  Medico-Chirurgical  College 
in  Philadelphia,  Pa.  in  1898.  Located  in  Omaha  in 
1899.  Became  a member  of  the  faculty  of  Creigh- 
ton Medical  College  and  later  joined  the  faculty  of 
the  University  of  Nebraska  College  of  Medicine 
where  he  was  associate  professor  Emeritus,  in  sur- 
gery, at  the  time  of  his  death.  Dr.  Rich  for  many 
years  was  secretary  of  the  staff  of  the  Bishop 
Clarkson  Memorial  Hospital.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and  the  Ameri- 
can Medical  Association.  Died  April  13,  1950.  Sur- 
viving are  his  wife  and  two  daughters. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor^ 
Mezzanine  No.  3,  Medical  Arts  Building,  Omaha. 


WEST  CENTRAL  DIABETES  ASSOCIATION 

The  annual  diabetes  lectureship  was  presented  on 
April  25th  and  26th  with  Dr.  William  H.  Olmsted, 
Associate  Professor  of  Clinical  Medicine,  Washing- 
ton University,  St.  Louis,  Missouri,  as  guest.  The 
meetings  were  held  in  Omaha  and  in  Lincoln.  On 
April  25th  at  7 P.M.  Dr.  Olmsted  met  with  the  lay 
group  of  diabetics  and  their  relatives  at  the  Medi- 
cal Arts  Auditorium,  Omaha,  and  discussed  with 
them  problems  relating  to  diet  and  insulin.  At 
8 P.M.  he  addressed  the  Omaha  Douglas  County 
Medical  Society  on  “Present  Trends  of  the  Diet 
Therapy  in  Diabetes  Mellitus.”  The  members  of 
the  Omaha  and  Council  Bluffs  Dietetic  Association 
were  present  at  both  meetings.  On  April  26th  at 
11  A.M.  Dr.  Olmsted  presented  a talk  on  “Insulin 
Mixtures”  to  the  students  and  faculty  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  at  Univer- 
sity Hospital.  At  4 P.M.  that  afternoon  he  partici- 
pated in  a clinic  at  the  Lincoln  General  Hospital 
discussing  a number  of  diabetic  problems  presented. 
At  7 P.M.  he  addressed  the  Lancaster  County  Medi- 
cal Society  at  the  Cornhusker  Hotel,  Lincoln,  on 
“The  Proper  Uses  of  the  Insulins.” 

The  annual  meeting  of  the  association  was  held 
May  9th  at  the  Medical  Arts  Auditorium,  Omaha. 
The  following  officers  were  elected:  President, 

honorary,  E.  P.  Joslin,  M.D.,  Boston;  President, 
Morris  Margolin,  M.D.,  Omaha;  1st  Vice  Pi-esident, 
Floyd  L.  Rogers,  M.D.,  Lincoln;  2nd  Vice  President, 
Edmond  Walsh,  M.D.,  Omaha;  Secretary,  H.  J. 
Lehnhoff,  M.D.,  Omaha;  Treasurer,  M.  Pepper, 
M.D.,  Omaha.  Board  of  Trustees,  term  expiring 
1953:  H.  J.  Lehnhoff,  M.D.,  Omaha;  C.  R.  Han- 

kins, M.D.,  Omaha;  M.  Margolin,  M.D.,  Omaha; 
P.  J.  Carrol,  M.D.,  Omaha;  A.  A.  Johnson,  M.D., 
Council  Bluffs;  F.  L.  Rogers,  M.D.,  Lincoln;  Mr. 
Chas.  H.  Roper,  Lincoln.  Mr.  Daniel  Monen,  Omaha, 
was  elected  to  the  Advisory  board.  At  the  conclu- 
sion of  the  business  meeting  Dr.  Floyd  L.  Rogers 
of  Lincoln  addressed  the  group  on  “Diabetic  Pa- 
tients I Have  Met.” 


Members  of  the  Four-County  Medical  Society, 
guests  and  their  ladies  met  at  Spalding  April  27 
for  a dinner  meeting  followed  by  three  speeches. 
Guest  speakers  included  Dr.  J.  D.  McCaithy  of 
Omaha,  president  of  the  State  Association,  who 
spoke  on  organized  medicine’s  fight  against  social- 
ism and  compulsory  health  insurance.  Dr.  Maurice 
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Howard  of  Omaha  spoke  on  the  treatment  of  some 
cardiac  irregularities  and  Dr.  James  Kelly  also  of 
Omaha  spoke  on  private  medicine’s  war  on  cancer. 
Dr.  M.  M.  Sullivan  of  Spalding  welcomed  the  speak- 
ers and  other  guests  who  included  Drs.  William  J. 
Reeder,  Cedar  Rapids,  E.  A.  Watson  and  D.  P.  Wat- 
son, Grand  Island,  John  P.  Harger  and  Harry  Hen- 
derson, St.  Edward  and  C.  D.  Williams  of  Genoa. 
Members  of  the  Four-County  Society  present  were 
C.  J.  Miller  and  Frank  A.  Barta,  Ord,  Roy  S.  Cram, 
Burwell,  M.  M.  Sullivan  and  Austin  E.  Mutz,  Spal- 
ding. President  Mutz  announced  completion  of 
plans  to  build  a new  20  bed  $170,000  hospital  in 
Spalding.  The  next  meeting  of  the  society  is 
planned  for  next  fall  in  Burwell,  Nebraska. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th.  Omaha. 


Dr.  F.  F.  Clark  has  reopened  his  office  in  Stuart. 

Dr.  Nicholas  Chick,  formerly  of  Arapahoe,  has 
moved  to  North  Platte. 

Dr.  Donald  J.  O’Brien  of  Omaha  has  re-entered 
the  Navy  Medical  Corps. 

Dr.  and  Mrs.  E.  E.  Yaw  of  Imperial  vacationed 
in  the  Northwest  in  April. 

A newcomer  to  Wahoo  is  Dr.  F.  A.  MacHaffie, 
formerly  of  Boulder,  Colorado. 

Dr.  C.  W.  Weekes  has  resumed  his  practice  in 
Ord,  after  spending  the  winter  in  California. 

Dr.  Fay  Smith  of  Imperial  addressed  the  Grant 
Woman’s  club  on  “The  New  Look  in  Medicine,”  last 
April. 

Dr.  Douglas  Stanton  was  named  by  Governor 
Peterson  as  the  executive  secretary  of  the  Nebras- 
ka Conference  on  Children  and  Youth. 

Dr.  and  Mrs.  Russell  Best  of  Omaha  spent  a week 
in  Colorado  Springs  where  Dr.  Best  attended  a 
meeting  of  the  American  Surgical  Society. 

Dr.  Miles  Foster  of  Omaha  is  the  new  president 
and  Dr.  Frank  H.  Tanner  of  Lincoln  is  the  presi- 
dent-elect of  the  Nebraska  Association  of  Patholo- 
gists. 

Dr.  Louis  E.  Moon  spoke  before  the  New  York 
Proctologic  Society,  April  13,  on  “Certification 
Problems  in  Proctology”  at  the  Academy  of  Medi- 
cine, New  York  City. 

Dr.  and  Mrs.  Rodney  W.  Bliss  of  Omaha  have  re- 
turned from  a three-week  cmise  in  the  Carribean. 
Dr.  Bliss  attended  the  meeting  of  the  American 
College  of  Physicians  in  Boston. 

Dr.  C.  H.  Campbell  was  honored  by  the  Columbus 
Rotary  club  the  latter  part  of  April  on  the  occasion 
of  his  fifty  years  of  practice  of  medicine.  Dr. 
Campbell  has  been  in  Columbus  since  1908. 

Dr.  Arthur  L.  Smith,  Sr.  and  Dr.  Arthur  L. 
Smith,  Jr.  attended  the  Amencan  College  of  Phy- 
sicians in  Boston  during  the  week  of  April  17th. 
Dr.  Arthur  L.  Smith,  Jr.  received  his  fellowship  in 
the  American  College  of  Physicians. 


Tuberculosis  Abstracts 

Historically,  tuberculosis  has  been  a pre- 
dominantly urban  disease  in  the  United 
States.  Associated  with  poverty,  congested 
housing,  poor  nutrition,  and  overexertion, 
tuberculosis  has  taken  its  greatest  tolls  in 
the  slums  of  the  big  city.  The  decline  in  the 
tuberculosis  death  rate  since  1900  has  been 
due  in  the  main  to  urban  developments 
among  which  are  improvement  in  living 
standards  and  the  isolation  and  treatment  of 
cases  in  hospitals.  In  the  meantime,  what 
has  been  happening  to  tuberculosis  in  rural 
areas  ? 

TUBERCULOSIS  AND  ITS  CONTROL 
IN  RURAL  AREAS 

Exact  figures  on  tuberculosis  in  rural 
areas  are  not  available.  The  recording  of 
deaths  in  the  United  States  before  1937  was 
by  place  of  occurrence,  not  by  place  of  resi- 
dence. As  hospitalization  of  the  tuberculous 
in  sanatoriums,  usually  located  in  country 
districts,  increased,  more  deaths  were  arti- 
ficially credited  to  rural  places.  Census  Bu- 
reau definitions  of  “rural,”  moreover,  have 
been  changed  as  has  the  accuracy  of  death 
reporting  in  country  districts.  Despite  these 
limitations,  certain  general  trends  in  the  tu- 
berculosis death  rate,  as  between  cities  and 
rural  districts,  are  evident. 

RURAL  AND  URBAN  TUBERCULOSIS 
DEATH  RATES 

While  tuberculosis  mortality  has  been  de- 
clining in  urban  and  rural  sections  alike,  it 
is  probable  that  the  rate  of  decline  in  the 
cities  has  been  greater  than  in  the  country. 
In  1890,  when  hospital  deaths  were  too  few 
to  influence  the  rural-urban  comparisons 
substantially,  the  death  rate  for  pulmonary 
tuberculosis  in  the  cities  of  registration 
states  was  62  per  cent  higher  than  the  rate 
in  the  rural  parts  of  these  states.  The  dif- 
ferential fell  to  a total  urban  rate  (49.4  per 
100,000)  only  about  20  per  cent  higher  than 
rural  rate  (41.3  per  100,000)  in  1940. 

Accurate  urban  and  rural  tuberculosis 
death  rates  cannot  be  determined  for  any 
year  since  1940.  It  is  estimated,  however, 
that  the  approximate  urban  tuberculosis 
death  rate  in  1946  was  38.7  per  100,000  and 
the  rural  rate  34.9.  These  figures  represent 
a further  decline  of  the  urban  rate  at  a more 
rapid  pace  than  that  of  the  rural  rate. 

Even  in  1940,  the  rural  tuberculosis  death 
rate  was  higher  than  the  urban  in  certain 
demographic  groups.  The  rural  death  rate 
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for  white  females  is  actually  higher  than  the 
urban  at  all  ages  from  15  years  up.  Among 
nonwhite  females,  the  rural  death  rate  ex- 
ceeded the  urban  at  ages  above  54  years. 
Among  males  the  rural  death  rate  exceeded 
the  urban  in  the  highest  age  groups. 

These  findings  illustrate  what  happens  to 
the  tuberculosis  death  rate  in  sex-age  groups 
least  subject  to  frequent  epidemiologic  con- 
tacts. Of  the  various  groups,  white  women 
have  the  least  contact  with  the  general  pop- 
ulation. Among  aged  persons,  contact  is 
also  likely  to  be  minimal.  In  other  words, 
among  groups  with  the  fewest  epidemiologic 
contacts,  the  rural  death  rate  from  tubercu- 
losis is  already  higher  than  the  urban.  Case 
finding  and  isolation  of  active  cases  from  a 
community  reduce  epidemiologic  contacts. 
As  these  steps  are  taken  in  the  cities,  we 
may  expect  the  curves  for  urban  and  rural 
tuberculosis  death  rates  ultimately  to  cross, 
with  urban  rates  becoming  lower  than  rural 
for  all  age-sex-racial  groups. 

RURAL  LIFE  AND  TUBERCULOSIS 

Controlling  tuberculosis  in  rural  America 
is  made  difficult  by  the  same  factors  that 
impede  the  provision  of  general  public  health 
and  medical  services.  Low  per-capita  income 
and  low  population  density,  with  concomi- 
tant deficiencies  of  medical  personnel,  facili- 
ties, and  health  agencies,  create  handicaps 
in  the  battle  against  tuberculosis  as  against 
most  diseases. 

The  central  fact  that  characterizes  the 
approximately  55,000,000  Americans  living 
in  rural  areas,  as  compared  with  city- 
dwellers,  is  lower  average  family  incomes. 
Citation  of  only  the  most  obvious  of  the  ele- 
ments entering  into  a standard  of  living — 
education,  housing,  nutrition  and  the  use  of 
labor-saving  devices — reveals  the  basic  dis- 
tinction at  rural  and  urban  levels.  Rural 
educational  levels,  including  education  on 
personal  hygiene  and  living  habits,  are  woe- 
fully below  the  urban.  It  may  not  be  so 
widely  recognized,  but  the  Census  Bureau 
figures  show  that  average  rural  housing  is 
actually  more  congested  than  urban.  Rural 
families  are  larger  than  urban  and  acres  of 
land  around  a home  do  not  add  space  to  the 
rooms  in  which  the  family  eats,  sleeps,  and 
lives.  , 

The  relevance  of  this  to  the  problem  of 
tuberculosis  would  seem  to  be  this:  if  tu- 
berculosis is  the  classical  “social  disease” 
the  socio-environmental  factors  contributing 
to  its  occurrence  are,  with  one  important 


exception,  epidemiologic  contacts,  found 
most  strikingly  today  in  rural  parts  of  the 
United  States.  Except  for  the  increased 
opportunity  for  the  person-to-person  spread 
of  tubercle  bacilli  in  the  cities,  the  conditions 
of  rural  life  in  America  today  provide  the 
basis  for  a higher  tuberculosis  mortality 
than  do  those  of  urban  life. 

MEASURES  FOR  URBAN  AND  RURAL 
TUBERCULOSIS  CONTROL 
The  measures  for  reducing  epidemiologic 
contact  with  unrecognized  cases  of  tubercu- 
losis which  are  being  employed  in  urban 
areas  are  case  finding  through  private  phy- 
sicians, public  health  tuberculosis  clinics, 
and  mass  X-ray  surveys,  and  isolation  of 
cases  through  hospitalization.  There  are 
special  handicaps  to  all  these  measures  in 
rural  America.  Yet  if  rural  tuberculosis  is 
to  be  reduced,  comparable  measures  of  con- 
trol are  necessary. 

THE  RURAL  CHALLENGE 
As  living  conditions  improve,  and  ef- 
fective case  finding,  treatment,  and  isolation 
of  patients  reduces  the  prevalence  of  tuber- 
culosis in  the  cities,  the  task  of  final  eradi- 
cation of  the  disease  in  the  rural  areas  must 
be  faced.  Present  trends  point  to  the  time 
when  tuberculosis  may  become  the  predom- 
inantly rural  problem  that  typhoid  fever, 
once  an  urban  scourge,  has  become  today. 

The  lesser  epidemiologic  contacts  of  coun- 
try-dwellers is  a distinct  advantage  in  fight- 
ing the  disease.  While  it  may  be  harder  to 
find  cases  among  rural  people  and  harder 
to  get  them  isolated  and  treated,  the  chan- 
nels of  person-to-person  spread  are  fewer. 

The  attack  on  rural  tuberculosis  cannot  be 
effective  unless  it  is  launched  on  all  fronts 
of  rural  health  service.  Rural  housing,  ed- 
ucation, nutrition,  and  general  living  stand- 
ards must  be  elevated.  The  services  of 
competent  physicians  must  be  available  for 
the  everyday  care  and  prevention  of  illness 
and  hospital  services  must  be  expanded  as 
needed.  Public  health  agencies  must  be  ex- 
tended and  X-ray  services  for  periodic  chest 
check-ups  must  be  made  accessible.  Social 
measures  for  the  families  of  persons  dis- 
abled with  tuberculosis  must  be  provided. 

Unless  these  steps  are  taken,  we  may  ex- 
pect a permanent  reservoir  of  tuberculosis 
to  smolder  indefinitely  in  rural  districts. 
With  these  steps  taken  in  city  and  country 
alike,  tuberculosis  can  be  eradicated  from 
America. 

Tuberculosis  and  its  Control  in  Rural  Areas.  Milton  I. 
Roemer,  M.D.,  Public  Health  Reports,  October  7,  1949. 
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EDITORIAL 


EMERGENCY  MEDICAL  SERVICE 

Disasters  occur  at  irregular  and  unpre- 
dictable times  and  are  not  pleasant  events  to 
contemplate.  Usually  there  is  some  loss  of 
life  and  injury  to  the  people  in  the  area  of 
the  catastrophe.  Medical  and  hospital  serv- 
ices in  civilian  life  are  designed  and  organ- 
ized to  provide  service  on  a fairly  closely  ac- 
cepted pattern.  While  the  total  number  of 
patients  in  need  of  care  may  become  large 
during  certain  seasons  or  during  an  epi- 
demic, the  doctor  generally  sees  a more  or 
less  regular  and  even  flow  of  patients  requir- 
ing hospital  or  office  treatment.  There  are 
facilities  for  emergencies  as  a rule  and  when 
they  do  arise  the  victims  are  given  special 
priority.  However,  only  a limited  number 
of  such  cases  can  be  handled  in  any  commun- 
ity before  these  new  loads  put  severe  strain 
on  medical  and  hospital  staffs  and  equip- 
ment, with  the  threat  of  a complete  break- 
down. 

Recently  there  have  been  some  major  dis- 
asters that  have  made  doctors  more  aware 
of  their  responsibilities  for  providing  ade- 
quate emergency  medical  service.  The  Texas 
City,  Texas  and  the  South  Amboy,  New  Jer- 
sey explosions  dramatically  illustrated  the 
need  for  advanced  planning.  In  Chicago  the 
recent  tragic  fire  after  the  collision  of  the 
gasoline  transport  and  the  loaded  street  car 
showed  that  serious  accidents  could  occur  in 
almost  any  community. 

A number  of  state  medical  societies  have 
become  concerned  with  the  problem  and  have 
formulated  sound  emergency  medical  service 
plans.  Shortly  after  the  cessation  of  fighting 

Editor’s  Note:  This  editonal  was  prepared  and  written  at 

the  request  of  The  Journal,  by  Dean  Harold  C.  Lueth,  who  is 
a member  of  the  Council  on  Emergency  Medical  Service  of  the 
American  Medical  Association. 


in  World  War  II,  the  House  of  Delegates  of 
the  American  Medical  Association  felt  that 
a careful  study  of  aerial  bombardment, 
atomic,  biological  and  other  types  of  warfare 
should  be  made  a continuing  function  of  the 
Association.  The  Council  on  National  Emer- 
gency Medical  Service  was  created  and 
charged  with  the  development  of  sound 
plans  for  comprehensive  medical  care  of  the 
nation  in  the  event  of  emergencies.  The 
Maine  Medical  Association  through  its  Com- 
mittee on  Emergency  Civilian  Medical  De- 
fense has  developed  a sound  program  for  all 
types  of  emergencies,  civil  or  military.  The 
Illinois  State  Medical  Society  through  its 
Committee  on  Military  Affairs  and  Emer- 
gency Medical  Service  is  planning  compre- 
hensive medical  service  for  all  future  emer- 
gencies. An  Emergency  Medical  Service 
Committee  of  the  Nebraska  State  Medical 
Association  is  beginning  to  organize  and 
evolve  plans.  • (See  page  237). 

Emergency  Medical  service  requires  close 
coordination  with  many  other  civilian  and 
governmental  groups  including:  police,  fire, 
utilities,  rescue  workers,  American  Red 
Cross,  state  militia,  sheriffs,  state  police  and 
at  times  army,  navy  and  air  force  personnel. 
The  “Hopley  Report”  prepared  under  the 
leadership  of  the  late  Mr.  Russell  J.  Hopley 
of  Omaha  will  undoubtedly  serve  as  a blue 
print  for  all  future  planning.  Within  the 
medical  groups  there  must  be  unity  of  action 
among  physicians,  dentists,  nurses,  hospital 
administrators,  hospital  staffs,  medical  tech- 
nologists, x-ray  technologists  and  auxiliary 
nursing  workers.  Emergency  medical  serv- 
ice may  require  the  services  of  each  physi- 
cian to  meet  the  needs  of  a disaster.  It  is 
hoped  that  every  member  of  the  medical  pro- 
fession will  accept  this  obligation  of  duty 
to  the  injured  and  sick  and  thus  relieve 
unnecessary  suffering  among  the  unfor- 
tunate victims  of  future  disasters. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
July,  1950 


PUBLIC  EDUCATION  TOWARD 
COMPULSION 

During  a recent  meeting  of  our  Code  and 
Cooperation  Committee  there  was  a lengthy 
discussion  on  excessively  high  fees  some  pa- 
tients are  required  to  pay  for  surgical  serv- 
ices or  for  medical  conditions  requiring  care 
over  prolonged  periods.  This  was  considered 
a strong  factor  in  favor  of  federal  control 
through  compulsory  insurance.  That  there 
are  isolated  cases  of  overcharges  for  services 
rendered  to  patients  is  probably  true.  We 
are  also  aware  that  to  many  people  expendi- 
tures for  medical  care  frequently  constitute 
a burden  on  the  household  budget. 

To  deal  with  the  problem  of  overcharges, 
a problem  which  to  our  knowledge  is  nu- 
merically insignificant  (though  admittedly 
embarrassing  in  spite  of  their  rare  occur- 
rence) the  Nebraska  State  Medical  Associa- 
tion now  has  the  machinery  by  which  such 
damaging  indulgences  may  be  stopped.  The 
Council  on  Medical  Ethics  has  the  power  of 
disciplining  members  accused  of  such  prac- 
tices if  it  finds  the  allegations  against  such 
physicians  substantiated.  It  would  be  in- 
teresting to  know  how  many  such  cases  the 
Council  was  called  upon  to  consider  during 
its  first  year  and  what  percentage  of  these 
charges  was  found  valid. 

As  to  the  burden  of  legitimate  costs  of 
medical  care  which  many  families  have  to 
bear  we  should  like  to  point  out:  (a)  that 
what  too  many  people  call  doctor  bills  often 
include  such  items  as  hospital  fees,  drugs, 
appliances,  “adjustments”  and  many  other 
features  which  by  comparison  make  the  ac- 
tual fee  charged  by  the  physician  very  small, 
(b)  That  health  and  its  preservation,  the 
people  of  this  country  must  learn  to  appre- 
ciate, is  a commodity,  the  cost  of  which  is 
no  greater,  and  in  many  instances  less  than 
other  commodities  entering  into  individual 
or  family  living.  Finally,  (c)  where  formerly 
the  annual  cost  of  medical  care  was  consid- 
ered unpredictable,  therefore  unbudgetable, 
today  this  commodity  like  all  other  neces- 
sities, can  be  bought  on  the  open  market  in 
the  form  of  insurance  at  a reasonable  price, 
a price  far  lower  than  that  promised  by 
Uncle  Sam. 

One  of  the  oldest,  albeit  weakest  argu- 
ments used  by  the  Welfare  Staters  has  been 
that  to  make  insurance  against  sickness 
available  to  the  masses  in  the  United  States 
there  must  be  compulsion  by  law.  The  im- 


plication is  that  the  people  are  too  dumb, 
and/or  too  improvident  to  look  out  for  their 
own  welfare.  If  there  has  been  any  effort 
on  the  part  of  our  federal  government  to  ac- 
quaint its  citizens  with  the  benefits  of  vol- 
untary coverage  in  this  field  we  have  failed 
entirely  to  notice  it.  Yet,  within  less  than 
a decade  of  public  education  by  the  medical 
profession  and  allied  groups  more  than  half 
the  population  carries  some  form  of  health 
and  hospital  insurance. 

The  Oscar  Ewing  machine  is  spending 
millions  of  dollars  to  tell  the  people  of  the 
United  States  that  they  cannot  afford  the 
type  and  quantity  of  medical  care  they  need 
unless  they  accept  THE  PLAN.  And  to  Mr. 
Ewing  his  PLAN  is  the  only  method  by 
which  health  may  be  attained  and  main- 
tained. The  only  way  to  accomplish  his  end 
is  through  legal  force.  The  millions  are 
spent  without  regard  to  conscience  or  com- 
mon sense  in  an  effort  to  befuddle  the  man 
on  the  street  so  he  will  actually  demand  such 
compulsion.  Exhorbitant  surgical  fees,  un- 
attainable costs  of  medical  care,  shortage  of 
doctors,  shortage  of  hospital  beds,  etc.,  ad 
nauseum.  This  has  been  the  propaganda 
menu  for  the  past  five  years.  And  there  is 
no  end  in  sight  unless  the  public  becomes 
appreciative  of  the  true  aims  of  some  of  our 
political  prophets.  As  doctors  and  as  citi- 
zens we  can  and  should  help  apprise  the 
people  of  this  nation  of  the  dangers  connected 
with  these  false  promises  before  the  ma- 
jority succumbs  to  the  indigestible  bait. 


THIS  MONTH  WE  URGE  YOU  TO: 

1.  Read  the  minutes  of  the  Proceedings 
of  the  Council  and  the  House  of  Delegates. 
Know  what  your  association  is  doing,  and 
formulate  ways  and  means  by  which  you 
as  an  individual  may  add  strength  to  its 
purposes. 

2.  Send  your  check  to  the  Nebraska  Med- 
ical Foundation  now.  You  know  it  is  a 
worthy  project.  You  also  appreciate  the  im- 
portant role  you  play  in  its  success.  What- 
ever you  feel  you  can  send,  send  it  today. 

3.  Talk  to  your  patients  about  the  Ne- 
braska Medical  Service  (Blue  Shield)  and 
Blue  Cross.  Your  patients  will  be  thankful 
to  you,  because  it  is  a type  of  insurance 
which  protects  their  welfare. 


BUY  U.  S.  SA  VING  BONDS 


^PRESIDENT’S  TAGE 


PROGRESS  MUST  BE  CONTINUED 

The  Nebraska  State  Medical  Association  has  become  an  active,  pro- 
gressive organization.  Renewed  interest  has  been  manifested  by  our  offi- 
cers, the  various  committees  as  well  as  the  individual  members.  This  was 
shown  by  our  recent  state  meeting.  The  program  was  one  of  the  best 
in  our  history,  with  the  result  that  the  attendance  exceeded  any  previous 
meeting. 

However,  we  are  far  from  our  goal.  There  are  too  many  problems 
as  yet  unsolved  to  justify  a relaxation  of  effort.  For  example,  the  recent 
Radio  and  Press  conference  criticized  the  medical  profession  for  its  lack 
of  civic  and  public  interest.  If  we  are  to  promote  proper  public  relations, 
the  physicians  of  Nebraska,  as  individual  citizens,  must  show  a more 
active  interest  in  political  and  civic  activities. 

Also  the  various  committees  have  started  the  new  year  by  holding 
monthly  meetings,  in  order  that  the  Association  will  continue  to  progress. 
Of  immediate  interest  is  the  Nebraska  Division  of  the  American  Heart 
Association.  It  has  formulated  a program  of  Heart  Clinics  throughout 
Nebraska  the  coming  year.  I sincerely  trust  that  the  physicians  of  Ne- 
braska will  accept  these  clinics.  Their  aim  is  to  spread  scientific  informa- 
tion among  the  profession  and  thereby  extend  these  benefits  to  the  public 
in  general. 

Co-ordination  between  the  officers,  the  various  committees  and  the 
council,  all  working  together,  will  make  the  Nebraska  State  Medical  Asso- 
ciation an  organization  of  which  we  may  all  be  justly  proud. 

CHARLES  SHEETS,  M.  D. 

President 


The  Etiologic  Aspects  of  Anemia" 

MAX  M,  STRUMIA,  M.I). 

Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa. 


Anemia  very  seldom  constitutes  the  pri- 
mary morbid  element  in  a patient.  More 
often  it  is  one  of  many  manifestations  of  dis- 
ease. In  fact,  there  are  few  diseases  in  which 
anemia  of  one  sort  or  another  does  not  occur. 
A mild  degree  of  anemia  is  often  accepted  by 
the  attending  physician  as  being  almost  in- 
evitable, and  it  is  often  casually  labeled, 
with-out  too  much  thought  or  further  stu- 
dies, as  “toxic”  or  “secondary.”  In  our  ex- 
perience this  is  a grave  error,  because  fi*e- 
quently  a thorough  study  of  anemia,  particu- 
larly of  its  mechanism,  may  lead  to  the  etio- 
logical factor  and  this  may  throw  a great 
deal  of  light  on  the  main  morbid  process  af- 
fecting the  patient. 

A white  male,  aged  47  years,  for  a period  of  a 
little  over  one  year  had,  on  occasion,  frequent  small 
stools,  with  some  mucus  and  tenesmus.  These  bouts 
alternated  with  periods  of  constipation.  The  pa- 
tient also  had  a slight  weight  loss  and,  occasionally, 
an  evening  temperature  rise  to  100°  to  101°.  The 
patient  at  times  noted  bright  red  blood  in  the  stools. 
He  was  thoroughly  studied  by  a competent  surgeon, 
the  study  including  a complete  radiographic  exam- 
ination, rectal  digital  examination  and  sigmoido- 
scopy. The  latter  was  not  too  successful  because 
of  spasm.  The  conclusion  was  that  the  patient  was 
suffering  from  a rectal  fissure.  Rest  and  diet  im- 
proved the  condition  for  a time.  When  the  patient 
was  referred  for  a laboratory  study  one  year  after 
the  onset  of  symptoms,  the  essential  findings  were 
an  anemia  with  a hemoglobin  concentration  of  12.7 
gm.%,  red  cell  count  of  4,010,000,  and  an  hemato- 
crit of  35.  The  mean  corpuscular  hemoglobin  was 
29  micro  micrograms,  the  mean  corpuscular  vol- 
ume was  87.2  cubic  micra.  An  accurate  history  re- 
vealed that  the  patient  had  felt  well  until  a few 
days  before  this  examination,  but  that  following  a 
gastro-intestinal  upset,  he  had  become  rather  sud- 
denly weak,  and  had  had  some  fever.  This  history 
with  the  finding  of  an  otherwise  normal  eiythropo- 
iesis  pointed  to  a normochromic  normocytic  anemia 
following  acute  blood  losses.  The  intestinal  speci- 
mens indicated  that  probably  the  gastro-intestinal 
tract  was  the  organ  affected.  A sigmoidoscopy, 
repeated  with  a better  preparation  of  the  patient, 
revealed,  12%  cm.  above  the  anal  sphincter,  a 
cauliflower  growth  on  the  right  lateral  wall,  with 
evidence  of  bleeding  and  necrosis.  The  diagnosis 
of  adenocarcinoma  of  the  sigmoid  and  rectal  junc- 
tion was  made,  confirmed  later  when  a resection 
was  performed.  However,  the  patient  already  had 
extensive  liver  metastasis  and  died  a few  months 
later. 

In  the  diagnosis  of  an  anemia  and  the 
search  of  the  etiological  factor,  there  are  a 
few  distinct  steps.  First  and  of  paramount 
importance  is  a very  accurate  history  of  the 

*Read  before  the  Omaha  Mid  West  Clinical  Society.  Oct.,  1949. 
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patient.  In  the  case  reported  above,  the  al- 
teration of  bowel  habits  and  the  weight  loss 
were  very  important  and  obvious  symptoms 
suggesting  the  possibility  of  what  was  found 
later.  The  second  step  is  the  obtaining  of 
accurate  laboratory  hematological  data;  and 
the  third  is  a thorough  critical  analysis  of 
the  evidence  thus  gathered.  We  wish  to  call 
attention  to  the  fact  that  necessity  for  nu- 
merous determinations  on  the  part  of  the 
hematology  workers  often  leads  to  careless 
technique  and  gathering  of  data  which  are 
of  very  limited  significance,  sometimes  mis- 
leading. We  wish  to  emphasize  again  that  it 
is  not  the  severity  of  the  anemia  which  helps 
in  the  study  of  a case  as  much  as  the  type  of 
anemia.  We  consider  the  following  studies 
essential  to  the  proper  investigation  of  an 
anemia;  The  estimation  of  the  hemoglobin 
concentration  in  grams  percent,  red  cell 
count,  the  hematocrit  and,  from  the  above 
data,  the  determination  of  the  indices.  As  a 
measure  of  red  cell  regeneration  there 
should  be  a reticulocyte  count  and,  as  a 
measure  of  the  red  cell  destruction,  a serum 
bilirubin  determination  with  a quantitative 
urobilinogen  determination  done  on  two  con- 
secutive 24-hour  periods.  There  should  be, 
in  addition,  a leucocyte  count  with  a careful 
differential  and  platelet  count.  It  is  often 
necessary,  particularly  in  cases  of  a known 
cardiac  deficit,  in  certain  cases  of  pregnan- 
cy, and  in  chronic  infections,  to  evaluate  the 
blood  volume  of  the  patient  in  order  to  ob- 
tain a better  picture  of  the  degree  of  anemia. 

When  these  data  are  on  hand  the  classifi- 
cations of  an  anemia  can  be  approached  by 
considering: 

The  type  of  anemia,  i.e.,  whether  the  ane- 
mia is  normochromic  normocytic,  hypochro- 
mic microcytic,  with  or  without  lowering  of 
the  mean  corpuscular  hemoglobin  concentra- 
tion, or  hyperchromic  macrocytic.  The  field 
is  thus  greatly  limited  and  consideration  can 
be  then  given  to  whether  or  not  there  is  evi- 
dence of  altered  rate  of  production  and/or  of 
destruction,  i.e.,  whether  there  is  an  acceler- 
ated regeneration  and/or  an  accelerated  de- 
struction. With  these  data,  the  diagnosis  of 
the  general  type  of  anemia  is  reached.  (See 
Table  1.)  At  this  time  it  is  generally  neces- 
sary to  institute  further  investigations.  For 
instance  if  the  anemia  is  due  to  an  iron  defi- 
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cit,  and  the  patient  has  no  obvious  history 
of  bleeding,  a careful  study  of  the  gastro- 
intestinal tract  must  be  made,  including  a 
repeated  search  for  occult  blood  in  the  stools. 
If  the  anemia  is  of  the  hemolytic  type,  i.e., 
accompanied  by  increased  reticulocyte  count, 
then  fragility  of  the  red  cells  should  be  car- 
ried out.  Obviously,  in  a case  of  macrocytic 
hyperchromic  anemia,  an  attempt  should  be 
made  to  see  whether  or  not  this  is  of  the  per- 
nicious type,  and  this  investigation  should 
involve  post-histamine  gastric  analysis,  a 
thorough  neurological  study,  and  particu- 
larly a careful  study  of  the  age  of  the  circu- 
lating neutrophils. 

One  of  the  interesting  and  more  often  neg- 
lected types  of  anemia  is  the  nonnochromic 
normocytic.  This  form  occurs  following  se- 
vere acute  hemorrhage,  and  in  such  cases 
the  etiologic  factor  is  obvious  enough.  This 
type  of  anemia  also  suggests,  as  an  etiologic 
factor,  an  anatomical  or  functional  disturb- 
ance of  the  intestinal  tract  interfering  with 
proper  protein  feeding,  or  faulty  diet  leading 
to  hypoproteinemia  or  excessive  losses  of 
proteins  due  to  nephritis,  draining  sinuses, 
etc.  In  other  words,  the  first  thought  in  a 
chronic  normochromic  normocytic  anemia 
should  be  hypoproteinemia  and  all  of  the 
conditions  leading  to  it.  A normochromic 
nomiocytic  anemia  is  also  the  commonest 
type  of  anemia  to  be  found  in  chronic,  severe 
liver  disorders.  Much  more  rarely,  in  these 
patients,  the  anemia  is  hyperchromic  macro- 
cytic. Particularly  interesting  in  this  group 
is  the  anemia  occumng  in  nephritis,  which 
has  often  been  attributed  to  hypothetic  toxic 
factors.  As  a matter  of  fact,  one  of  the  ma- 
jor etiologic  factors  in  the  anemia  of  neph- 
ritic patients  is  often  the  attending  physi- 
cian’s faulty  thinking  or  inaccurate  estima- 
tion of  the  patient’s  nitrogen  requirements. 
Only  too  often  a nephritic  patient  with  ab- 
normal protein  losses  in  the  urine  is  placed 
on  a diet  with  low  animal  protein  intake,  be- 
low minimal  requirements.  Over  a long  pe- 
riod of  time  this  negative  nitrogen  balance 
invariably  leads  to  a chronic  normochromic 
normocytic  anemia  which  is  often  very  stub- 
i boni  and  will  respond  to  subsequent  proper 
feeding  very  slowly,  if  at  all. 

If  acute  blood  losses  or  hypoproteinemia 
. are  not  found  to  be  a possible  etiologic  factor 
in  a normochromic,  normocytic  anemia,  an 
alteration  of  the  thyroid  gland  leading  either 
to  thyrotoxicosis  or  myxedema  should  next 
be  considered  and  properly  investigated.  A 
deficit  of  vitamin  C would  lead  to  a similar 


foi'm  of  anemia,  as  well  as  any  factor  causing 
a hypoplasia  of  the  bone  marrow  such  as  ra- 
dioactive substances , osteosclerosis,  all  leu- 
kemias, metastasis  of  various  tumors,  etc.  In 
other  words,  all  forms  of  myelophthisic  le- 
sions. 

When  confronted  with  recurrence  of  ane- 
mia in  a patient  we  must  not  conclude  with- 
out further  investigation  that  the  etiologic 
factor,  found  to  be  operating  in  previous  oc- 
casions, is  the  same  in  action  at  present. 

A patient,  a white  woman  aged  61,  has  had  per- 
nicious anemia  for  at  least  17  years,  having  first 
been  seen  in  1934.  At  that  time  the  patient  had 
signs  of  severe  cord  injury  but  responded  readily 
to  liver  parenterally.  Later,  she  was  maintained  at 
a very  satisfactory  level  of  hemopoiesis  with  mini- 
mal doses  of  liver  or  ventriculin  oi’ally.  In  1946 
the  patient  stopped  the  liver  therapy  altogether  for 
a period  of  several  months.  On  11/1/46  her  hemo- 
globin was  8 gm.%,  the  red  cell  count  1,600,000 
and  the  mean  corpuscular  hemoglobin  and  the  mean 
corpuscular  volume  were  considerably  increased.  She 
was  administered  adequate  amounts  of  liver  par- 
enterally; she  promptly  responded  and  on  1/7/47 
her  hemoglobin  was  15.9  gm.%,  the  red  cell  count 
4,900,000  and  all  the  indices  had  returned  to  nor- 
mal. The  patient  remained  in  good  general  condi- 
tion but  beginning  July  1,  1947,  she  started  a 
weight  reducing  diet  and  received  no  liver  therapy. 
During  this  period  of  time  the  diet  consisted  almost 
entirely  of  potatoes  and  some  fresh  fruits  and 
vegetables.  After  about  one  month  of  this  self- 
imposed  diet,  the  patient  noticed  difficulty  in  walk- 
ing and  on  her  own  initiative  began  taking  pow- 
dered liver  orally. 

On  the  2nd  day  of  September,  when  she  present- 
ed herself  for  a check-up,  it  was  found  that  she  had 
considerable  reduction  of  the  hemoglobin  and  red 
cell  count  (hemoglobin  10.9  gm.%,  red  cell  count 
3,300,000)  but  that  the  anemia  was  now  nonno- 
chromic  noi-mocytic.  On  the  same  day  the  patient 
was  placed  on  a high  animal  protein  intake,  and 
was  continued  on  the  small  maintenance  dose  of 
liver  which  she  was  taking.  In  addition  she  re- 
ceived, on  two  occasions,  7 days  apart,  15  units  of 
purified  liver  parenterally.  There  was  no  response 
whatever  of  the  reticulocyte  count,  which  remained 
nonnal.  This  confimied  the  impression  that  this 
patient  had  developed  a normochromic  normocytic 
anemia  due  to  severe  reduction  in  the  protein  in- 
take. On  10/18/47  the  hemoglobin  concentration 
had  increased  from  3.6  gm.%  to  14.5  gm.%  and  the 
red  cell  count  was  over  4,000,000.  During  this 
period  of  time,  the  patient  had  been  on  a strongly 
positive  nitrogen  balance  averaging  5 to  7 gms.  of 
retained  nitrogen  daily.  Continuance  of  a noiTnal 
diet  has  maintained  this  patient  on  normal  eryth- 
ropoiesis.  (See  Table  2). 

The  technical  limitations  of  the  laboratory 
hematological  data  must  be  kept  ever  pres- 
ent. Determinations  of  the  hemoglobin  con- 
centration, the  red  cell  count  and  the  hem- 
atocrit measure  of  the  relative  volume  of 
packed  red  cells  are  subject  to  considerable 
technical  variations  even  when  done  by  ex- 
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ETIO LOGIC  ASPECTS  OF  ANEMIA:  STRUMIA 


Nebr.  S.  M.  Jour. 
July,  1950 


TABLE  I 

MECHANISM 

ETIOLOGY 

CLINICAL  ENTITY 

HEMATOLOGICAL  FORM 

r Pernicious  Anemia  1 

Gastric  Carcinoma 
Gastric  Resection 

Deficiency  of 

Severe  Hepatitis 

of  Long  Standing 

Hyperchromic 

the  Antianemic 

Sprue 

Goat  Milk  Anemia 

Macrocytic 

Liver  Factor 

Idiopatic  Steatorrhea 
Dibothriocephalus 
Latus  Infestation 
Syphilis  (rarely) 

1 Pregnancy  (rarely) 

DEFICIENCY 

Idiopathic  Hypochromic 

Deficiency  of 

Anemia 

Hypochromic 

(DEFECTIVE  -< 

Iron 

Anemia  of  Pregnancy 
Alimentary 

Microcytic 

MATURATION) 

Gastrointestinal  Dis. 
Chronic  Blood  Losses 

Deficiency  of 
Protein 

Faulty  Diet 
Gastro-Intestinal 
Diseases 

Some  Anemias  of 

Pregnancy 

Excessive  Losses  Due 

Normochromic 

Deficiency  of 
Thyroxin 

to  Nephritis,  Etc. 

Thyrotoxicosis 

Myxedema 

Normocytic 

Deficiency  of 

Scurvy  and  Related 

Vitamin  C 

Conditions 

Infections  (Rheumatic 

Bacteria  Toxins 

Fever,  Syphilis, 

TOXIC 

Streptococcic 
■ Infections,  Etc. 

Normochromic 

(INTERFERENCE 

Chemical  Poisons  | ^ead.  Arsenic,  Mercury, 

1 Iodine,  Intoxications 

Tissue  Breakdown  Tumors  in  General 

. Normocytic 

WITH 

(Generally) 

MULTIPLICATION) 

X-ray  and  Radioactive 
Substances 

Radiation  Sickness 

MYELOPHTHISIC 

Any  Anomalous  Growth 

’ Osteosclerosis 

(INTERFERENCE  WITH 

in  the  Bone  Mai'row 

All  Leukemias 

MULTIPLICATION  AND 

Cavity 

Reticuloendotheliosis 

MATURATION,  ETC.) 

Neoplastic  Diseases 
' Primary,  Chronic 

Normochromic 

HYPOPLASIA  OR 

Toxic,  Often  Unknown 

(Idiopathic) 

Acute  Total  Bone  Marrow 

Normocytic 

APLASIA  OF  THE  BONE 

Aplasia  (Ehrlich) 

MARROW  STEM  CELLS 

Terminal  State  in  Various 

Forms  of  Anemia 

ACUTE 

Traumas 

Thrombocytopenia 

Normochromic 

(Traumas,  Hemorrhagic 

Hemophilia 

INCREASED  LOSS 

Diseases) 

Hemorrhagic  Diseases 

Normocytic 

[ of  Newborn,  Etc. 

THROUGH 

CHRONIC 

Metrorrhagia 
Excessive  Menorrhagia 

Hypochromic 

HEMORRHAGE 

(Repeated  Small  Blood 

Bleeding  Intestinal 

Losses  from  any 

Tumors 

Agent) 

Hookworm 
Infestation,  Etc. 

Microcytic 

Infections 

Malaria 
Oroya  Fever 

Normochromic 

Leishmania 
Gas  Bacillus 

Normocytic 

Familial  Hemolytic 

Hyperchromic 

Anemia 

Spherocytic 

Hereditary  or  Congenital 

Erythroblastosis 

Fetalis 

. Normochromic 

Normocytic 

Factor 

Erythroblastic 

Hypochromic — Normocytic 

Anemia 

(Generally) 

Sickle  Cell  Anemia 

Normochromic 

INCREASED  LOSS 

L Favism 

Microcytic 

Unknown 

Hemolytic 

Agents 

Incompatible  j 

Acquired  Hemolytic 
Jaundice 

Acute  Toxic  Hemolytic 
Jaundice 

. Paroxysmal  Hemoglobinura 

f 

THROUGH 

HEMOLYSIS 

Post-Transfusion 

Blood 

Hemolytic  Syndrome 
Numerous  Chemical 

Normochromic 

Allergic 

Substances 
Practically  All  Drugs 

Normocytic 

Containing  the  Benzol 
Ring,  Etc. 

Poisons  (Snake  Venom, 

Potassium  Chlorate,  * 

Toxic 

Saponin,  Nitrites, 
Phenylhydryzine,  Etc. 

1 

. Extensive  Burns 
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pert  technicians  and  under  optimal  condi- 
tions. Tlie  results  of  a typical  experiment 
will  emphasize  this  point.  Five  experienced 
hematology  technicians  made,  from  the  same 
specimen  of  oxalated  blood,  two  determina- 
tions each  of  the  hemoglobin  concentration 
and  two  determinations  of  the  red  cell  count. 
Identical  manner  of  mixing  blood  was  em- 
ployed for  all  sampling  and  the  blood  was 
maintained  in  continuous  motion  while  the 
samples  were  obtained.  Pipettes  employed 
for  hemoglobin  determinations  were  calibrat- 
ed to  contain  20  cu.  mm.  of  blood  which  was 
diluted  with  5 ml.  of  sodium  carbonate  solu- 
tion. These  pipettes  and  those  used  for  the 
red  cell  counts  had  the  tolerance  for  accura- 
cy of  less  than  +3%.  The  ten  individual  de- 
terminations thus  resulting  showed  for  the 
red  cell  count  a maximum  variation  of  -3.04 
to  2.10%  and  for  the  hemoglobin  determina- 
tion from  -3.35  to  2.79%.  The  standard  devi- 
ation and  the  coefficient  of  variation  are  as 
follows ; 

Hemoglobin  Rell  Cell  Count 

Standard  Deviation 0.296  gm.%  71.024  cu.mm. 

Coefficient  of  Variation_2.01  1.54 

However,  when  the  above  determinations 
are  done  in  a routine  manner,  which  includes 
individual  samplings  from  the  patient,  the 
error  becomes  at  least  twice  as  great.  In 
other  words,  we  must  allow  for  the  hemo- 
globin determination  a possible  error  of  12%, 
and  for  the  red  cell  count  a possible  error  of 


10%.  This,  in  effect,  means  that  variations 
up  to  500,000  cells  (250,000+)  and  up  to  1.5 
gm.  of  hemoglobin  (.75  gm.+)  must  not  be 
considered  as  being  of  absolute  significance 
unless  they  are  confirmed  by  repeated  de- 
terminations. In  this  respect,  more  accurate 
results  are  obtained  when  hematological 
studies  of  this  nature  are  done  from  samples 
of  oxalated  blood  obtained  from  veni-punc- 
ture  and  without  stasis. 

Concerning  the  relative  volume  of  packed 
red  cells  we  find  that  determinations  ob- 
tained with  the  air  turbine  hematocrit  are 
much  more  accurate  than  those  obtained 
with  the  ordinary  method.  A scheme  of 
classification  of  anemias  based  essentially  on 
the  etiologic  factor  correlated  to  the  mecha- 
nism, the  hematological  form,  and  the  clini- 
cal entity  is  given  in  table  1. 

Table  2 

A NORMOCHROMIC  NORMOCYTIC  ANEMIA 
DUE  TO  LOW  PROTEIN  INTAKE  FOLLOWING 
RECOVERY  FROM  A RECURRENCE 
OF  PERNICIOUS  ANEMIA 

R.B.C. 


HEMOG. 

MILLIONS 

Date 

GM.% 

per  cu.  mm. 

M.C.H. 

M.C.V.  M.C.H.C. 

11-1-46 

8 

1.6 

49 

132  35 

1-7-47 

15.9 

4.9 

32 

91  37 

2-3-47 

14.1 

4.5 

3-17-47 

14.3 

4.3 

5-12-47 

14.4 

4.4 

7-1-47 

14.9 

4.5 

9-2-47 

10.9 

3.3 

33 

94  35 

❖ ❖ ❖ 


FAMILY  DOCTORS  OUTNUMBER  SPECIALISTS  TWO  TO  ONE 


Nearly  two  out  of  every  three  physicians  in  pri- 
vate practice  in  this  country  are  family  doctoi’S. 

This  is  brought  out  by  the  American  Medical  As- 
sociation’s recent  count  of  physicians  in  connection 
with  its  publication  of  the  18th  edition  of  the  Amer- 
ican Medical  Directory,  according  to  Frank  V. 
Cargill,  Chicago,  directory  editor. 

The  new  directory  shows  that  the  physicians  of 
the  United  States  are  in  the  following  classifica- 
tions: 72,550  are  in  general  pi'actice  and  22,976 
are  in  general  practice  but  give  some  attention  to  a 
specialty;  54,891  limit  their  practice  to  a specialty; 
12,536  are  in  federal  government  service;  9,700  are 
retired  or  in  fields  not  related  to  medicine;  3,737 
are  in  administrative,  editorial  or  other  executive 
positions  related  to  medicine,  and  24,887  are  interns, 
resident  physicians  or  full  time  physicians  in  hos- 
pitals. 

The  previous  directory,  issued  in  1942,  listed  the 
number  of  physicians  in  the  United  States  as  180,- 
496.  In  the  1950  edition  the  number  is  201,277,  an 


increase  of  20,781  and  an  average  yearly  gain  of 
2,598  during  the  last  eight  years. 

California  leads  in  the  number  gained,  with  16,- 
668  physicians  in  1950  as  compared  with  12,365 
in  1942,  an  increase  of  4,303.  New  York  state  shows 
a gain  of  2,284;  Texas,  772;  Pennsylvania,  704; 
Florida,  634,  and  Massachusetts,  603. 

Among  the  24  largest  cities  in  the  United  States, 
New  York  City  (including  Brooklyn)  is  first  in 
physician  population  with  17,915  physicians,  an  in- 
crease of  1,244  since  1942.  Chicago  is  second  with 
7,477,  a gain  of  294;  Philadelphia  is  third  with  4,- 
894,  an  increase  of  649;  Los  Angeles  is  fourth  with 
4,183,  a gain  of  811,  and  Boston  is  fifth  with  3,388, 
a gain  of  454. 

Distribution  of  the  directory  is  scheduled  to  be- 
gin May  22,  Mr.  Cargill  said.  A new  feature  of 
the  1950  edition  is  the  inclusion  of  data  on  the 
World  Medical  Association,  covering  historical  ma- 
terial, officers  and  representatives  and  the  medi- 
cal manpower  of  vai’ious  nations. 
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SYMPOSIUM  ON  EARLY  DIAGNOSIS  OF  MALIGNANCIES 

Early  Diagnosis  of  Malignancies  of  the  Breast* 

HERBERT  H.  DAVIS,  M.D. 

Omaha,  Nebr. 


This  subject  is  very  important  due  to  the 
frequency  of  carcinoma  of  the  breast  and  to 
the  importance  of  the  early  diagnosis  by  the 
patient’s  family  physician.  Approximately 
one  of  each  30  or  35  women  will  develop  car- 
cinoma of  the  breast.  It  is  only  1%  as  com- 
mon in  men.  Patients  with  breast  lesions 
will  go  to  the  physician  because  of  a lump, 
pain,  discharge  from  the  nipple  or  assymetry 
of  the  breast.  Proper  evaluation  by  the 
physician  is  a grave  responsibility,  as  cure 
depends  upon  early  diagnosis  and  operation. 
Delay  usually  results  in  ultimate  death  of  the 
patient  because  of  metastases.  It  is  impor- 
tant to  examine  the  breasts  in  all  routine 
general  physical  examinations.  Hargensen 
reported  that  3.4%  of  the  patients  he  op- 
erated upon  for  carcinoma  of  the  breast  were 
discovered  in  this  way. 

As  early  carcinoma  of  the  breast  is  usually 
painless,  the  patient  is  likely  to  discover  a 
lump  accidentally,  often  when  bathing. 
Occasionally,  however,  the  onset  may  show 
a mild  discomfort,  or  trauma  may  cause  the 
patient  to  palpate  her  breast.  A retraction 
of  the  nipple,  drawing  in  of  the  skin  over  the 
tumor,  or  a deformity  of  the  breast  may  be 
the  initial  complaint. 

Gentle  palpation  with  the  flat  of  the  hand 
over  the  breast  reveals  a lump.  Do  not  pick 
up  the  breast  between  your  fingers  as  this 
often  gives  a false  impression  of  a lump.  In 
early  stages,  especially  if  the  lump  is  deep 
in  the  breast,  it  may  be  impossible  to  tell  ac- 
curately the  consistency  or  the  encapsula- 
tion. In  a scirrhous  carcinoma,  which  is  the 
commonest  type,  the  tumor  is  hard  and  has 
an  indefinite  infiltrating  border.  It  tends 
to  grow  slowly  and  be  contractile.  A me- 
dullary carcinoma  is  softer,  rapidly  growing, 
and  expansile. 

As  a scirrhous  carcinoma  progresses  it 
tends  to  cause  retraction  of  the  skin  over  the 
tumor  and  shrinking  of  that  portion  of  the 
breast.  As  the  tumor  invades  the  ligamenta 
suspensoria  of  Sir.  Astley  Cooper  the  skin 
at  first  is  limited  in  motion.  This  may  be 
demonstrated  by  manipulating  the  tumor  and 
noting  the  skin  over  it.  Later  the  skin  re- 
traction may  be  permanent.  The  nipple  may 

♦Read  before  the  Omaha  Mid-West  Clinical  Society.  Oct..  1949. 
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retract  and  be  drawn  toward  the  tumor  to 
alter  its  axis.  Ulceration  may  occur  late. 

Carcinoma  spreads  most  commonly  by  the 
lymphatics.  Anatomically  the  lymphatics  of 
the  breast  accompany  the  lactiferous  ducts 
to  the  subareolar  plexus  of  Sappey.  From 
there  lymph  vessels  drain  mainly  to  the  ax- 
illary nodes.  Carcinoma  metastases  to  these 
nodes  may  be  palpated,  usually  first  in  the 
lower  pectoral  group  of  auxiliary  nodes  just 
beneath  the  lateral  border  of  the  pectoralis 
major  muscle.  Early  it  is  a discrete,  mov- 
able, usually  non-tender  lump.  Later  there 
will  be  involvement  of  higher  axillary  nodes, 
central,  subclavian,  and  even  supraclavicular 
nodes  along  the  axillary  vein.  In  palpating 
for  axillary  node  metastases,  have  the  pa- 
tient’s arm  relaxed  so  the  pectoral  muscles 
are  lax.  In  late  stages  the  axillary  lesions 
may  be  very  hard,  large,  grown  together  and 
fixed  to  the  surrounding  tissues  and  skin. 
Edema  of  the  arm  may  result. 

To  a lesser  extent  there  may  be  a lympatic 
spread  of  carcinoma  along  those  lymphatic 
vessels  accompanying  penetrating  branches 
of  the  internal  mammary  vessels  to  the  in- 
ternal mammary  lymph  nodes  within  the 
thorax  and  then  to  the  mediastinum,  pleura, 
and  lungs.  Lymphatic  spread  may  be  inte- 
riorly to  the  liver  and  peritoneal  cavity,  or 
across  the  midline  to  the  opposite  breast  and 
even  to  the  opposite  axillary  nodes. 

Metastases  to  bone  are  common  and  may 
be  in  large  numbers.  Most  common  bones  in- 
volved are  ribs,  vertebrae,  and  pelvis.  Prac- 
tically all  bones  of  the  trunk,  neck,  head, 
arm  and  thigh  may  contain  metastases. 
There  is  practically  never  involvement  distal 
to  the  elbow  or  knee.  Visceral  metastases 
occur  especially  in  lungs,  liver,  brain,  ovaries, 
etc. 

Rarer  types  of  carcinoma  of  the  breast 
than  scirrhous  or  medullary  are  Paget’s  dis- 
ease of  the  breast,  comedo  carcinoma,  gel- 
atinous carcinoma,  and  so-called  inflamma- 
tory carcinoma  . Sarcoma  is  about  1%  as 
common  as  carcinoma. 

Paget’s  disease  usually  has  an  ulcerated 
nipple  plus  a lump  deeper  in  the  breast.  It 
must  be  considered  when  there  is  an  eczema- 


Volume  35 
Number  7 


MALIGNANCIES  OF  THE  BREAST:  DAVIS 


209 


like  lesion  or  erosion  of  the  nipple  which  does 
not  heal.  The  lesion  of  the  nipple  is  crusted 
or  a moist  and  granular  area.  It  heals  and 
breaks  down.  The  nipple  may  be  destroyed. 

Comedo  carcinoma  is  a duct  carcinoma. 
There  is  usually  a discharge  from  the  nipple 
which  may  be  serous,  grumous,  or  bloody. 
The  diffuse  type  is  slow  growing  and  may  in- 
volve the  gi-eater  part  of  the  breast.  A lo- 
calized type  may  occur,  usually  near  the 
areola.  Comedo  carcinoma  is  relatively  slow 
growing,  metastasizes  late,  and  may  be 
cured  in  85%  of  the  patients. 

Gelatinous  carcinoma  makes  up  1%  to  3% 
of  cases  of  carcinoma  of  the  breast.  It  is 
also  slow  growing  and  metastasizes  late, 
there  is  usually  protrusion  and  enlargement 
of  the  nipple  but  occasionally  it  is  retracted. 
Halsted  described  a swish  or  firm  pressure 
and  there  may  be  a cystic  feel  to  it.  The 
lump  may  be  translucent  to  light.  It  may 
be  very  large  and  may  ulcerate  late. 

Inflammatory  carcinoma  occurs  in  4%.  It 
may  occur  in  young  women  and  especially 
during  pregnancy  and  lactation.  It  has  a 
diffusely  spreading  readness,  resembling  a 
spreading,  acute  infection,  especially  erysip- 
elas. It  may  spread  beyond  the  breast  and 
cause  edema  of  the  arm  with  early  node  in- 
volvement. It  is  extremely  malignant,  prac- 
tically all  die  on  the  average  in  18  months. 
The  lesion  is  blocking  of  lymphatic  channels 
by  carcinoma  penneation.  It  is  not  an  acute 
inflammation  and  there  is  little  or  no  fever 
or  leukocytosis. 

Sarcoma  may  be  primary  but  more  com- 
monly arises  in  an  adenofibroma.  Thus  there 
is  often  an  encapsulated  lump  for  years 
which  starts  to  grow  rapidly.  Metastasis  is 
usually  by  the  blood  rather  than  by  lymphat- 
ics, so  axillary  nodes  are  rarely  enlarged. 

Common  benign  lesions  to  differentiate 
from  carcinoma  are  so-called  chronic  mas- 
titis, cystic  disease,  adenofibroma,  and 
papilloma.  Rarely,  there  is  traumatic  fat 
necrosis,  lipoma,  plasma  cell  mastitis,  or  oth- 
er types  of  inflammation  as  tuberculosis, 
actinomycosis,  syphilis,  etc. 

Chronic  mastitis  is  a poor  name  as  it  is 
not  an  inflammation.  The  main  complaint 
is  pain,  usually  accentuated  before  menstrual 
periods.  There  is  not  a dominant  lump  but 
rather  a diffuse,  tender  nodularity.  It  is  of 
no  surgical  importance. 

Cystic  disease  is  the  commonest  lesion  of 
the  breast  at  40  to  55  years  of  age.  There 


may  be  a single  cyst  or  it  may  resemble 
chronic  mastitis  except  that  lumps  are  pal- 
pated in  addition  to  the  nodularity.  Cysts 
may  be  present  in  large  numbers  and  of  all 
sizes.  If  a cyst  is  large  enough,  aspiration 
may  aid  in  diagnosis.  Large  cysts  are  usual- 
ly not  dangerous  but  in  ducts  and  small  cyst 
there  may  be  epithelial  hyperplasia.  The  re- 
lationship between  this  and  carcinoma  is  de- 
bated. 

Adenofibroma  is  usually  a single  lump  but 
there  may  be  several.  It  is  encapsulated 
and  of  hard  rubber  consistency.  The  remain- 
ing breast  tissue  feels  normal.  The  common- 
est age  is  20  to  35.  An  adenofibroma  usually 
grows  rapidly  during  a pregnancy.  A cyst, 
on  the  contrary,  usually  decreases  in  size  or 
disappears  during  a pregnancy.  In  early 
stages  an  adenofibroma  cannot  be  diagnosed 
from  carcinoma  as  both  may  be  single,  solid, 
nontender  lumps.  A biopsy  is  necessary. 
Any  single,  solid,  dominant  lump  of  the 
breast  should  have  an  immediate  biopsy. 

Papilloma  causes  a discharge  from  the  nip- 
ple, usually  bloody.  A lump  may  or  may  not 
be  palpable.  It  may  be  single  or  multiple. 
This  is  definitely  a precancerous  condition. 

Traumatic  fat  necrosis  may  be  indistin- 
guishable from  carcinoma.  Both  are  very 
hard  and  may  be  fixed  to  the  skin.  A bi- 
opsy is  always  necessary. 

A single  lump  is  of  quite  different  signif- 
icance that  nodularity.  Most  commonly  a 
dominant  lump  is  adenofibroma,  cyst,  or  car- 
cinoma. Aspiration  will  often  differentiate 
a cyst  from  a solid  tumor.  Also  the  feeling 
of  the  needle  in  the  tumor  may  help  to  differ- 
entiate between  an  adenofibroma  and  car- 
cinoma. A biopsy  should  always  be  done. 

Discharge  from  the  nipple  occurs  in  8%  of 
all  mammary  lesions.  It  may  be  physiologic 
and  harmless,  or  pathologic,  as  in  inflamma- 
tion or  epithelial  proliferation.  Occasionally 
women  continue  to  secrete  a small  amount 
of  milk  for  months  and  in  rare  cases  for 
years,  after  lactation  would  normally  have 
ceased.  This  secretion  is  usually  bilateral. 
Low  grade  inflammation  in  the  subareolar 
area  may  break  into  a duct  and  cause  a pu- 
rulent discharge.  A thin  yellowish,  brown- 
ish, reddish  or  frankly  bloody  discharge  is 
almost  always  a sign  of  epithelial  profilera- 
tion.  A grumous,  greenish-yellow  discharge 
is  almost  always  due  to  stasis  in  dilated 
ducts.  Sanguinous  or  sei’osanguinous  dis- 
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charge  usually  means  papilloma  or  papillary 
carcinoma.  The  three  commonest  causes  of 
a discharge  from  the  nipple  in  order  of  fre- 
quency are  duct  papilloma,  carcinoma,  and 
cystic  disease. 

A definitely  enlarged  nontender  axillary 
lymph  node  in  the  presence  of  a dominant 
breast  lump  usually  denotes  carcinoma  of  the 
breast.  This  is  not  necessarily  so  if  there 
is  breast  or  skin  inflammation  or  ulceration 
as  then  it  may  be  laymphadenitis.  An  en- 
larged axillary  lymph  node,  in  the  absence 
of  a breast  lump,  inflammation,  or  ulceration 
should  be  excised  for  biopsy.  It  may  be  a 
lymphoma  or  adenocarcinoma.  If  adenocar- 
cinoma, even  in  the  absence  of  a lump  in  the 
breast,  a radical  mastectomy  should  be  done. 
Careful  study  of  this  breast  so  removed  will 
practically  always  reveal  a small  primary 
carcinoma. 

A recent  retraction  of  a nipple  without  ap- 
parent cause  in  the  cancer  age  usually  is  due 
to  carcinoma.  Rarely,  it  may  be  caused  by 
cystic  disease,  chronic  mastitis,  and  chronic 
inflammation.  A retraction  of  the  nipple 
persisting  since  puberty  and  which  is  usual- 
ly bilateral  is  usually  congenital  and  of  no 
importance  in  diagnosis  of  carcinoma.  A his- 
tory of  unilateral  retraction  of  the  nipple  for 
many  years  since  a breast  infection  of  lacta- 
tion is  also  unimportant. 


The  age  of  the  patient  is  of  importance  in 
diangnosis.  Carcinoma  is  most  common  after 
the  age  of  40  but  may  be  found  at  any  time 
after  puberty.  Adenofibroma  occurs  usually 
from  puberty  to  35.  As  it  is  on  an  endocrine 
basis,  it  practically  never  occurs  after  meno- 
pause unless  estrogens  are  given  in  large 
amounts  or  there  is  an  estrogen  forming  tu- 
mor, as  gran  ulosa  cell  tumor  or  carcinoma 
of  the  ovary.  Cystic  disease  is  most  often 
in  the  10  years  before  menopause  or  in  the 
first  few  years  after  menopause.  A domin- 
ant solid  lump  appearing  after  menopause  is 
presumptively  a carcinoma.  Fat  necrosis 
and  lipoma  may  occur  at  any  age. 

When  should  a biopsy  of  the  breast  be 
done?  Any  single  solid,  dominant  lump  of 
the  breast  at  any  age  should  have  an  imme- 
diate biopsy  to  rule  out  carcinoma.  It  is  im- 
portant to  understand  the  diagnostic  points 
in  lesions  of  the  breast  so  as  to  avoid  un- 
necessary biopsies  and  know  when  the  pa- 
tient may  be  safely  reassured.  On  the  other 
hand,  in  case  of  doubt,  a biopsy  should  be 
done  rather  than  take  a chance  of  missing 
a carcinoma.  It  is  advised  to  have  a capable 
pathologist  present  to  make  an  immediate 
frozen  section  at  the  time  of  operation. 
Guided  by  the  result  the  surgeon  can  finish 
the  operation,  doing  nothing  more  than  the 
local  excision  of  the  lesion  or  a simple  or 
radical  mastectomy. 


^ ^ ^ 


Early  Diagnosis  of  Malignancies  of  the 
Cervix  and  Uterus* 

J.  PHIL  REDGWICK,  M.D. 

Omaha,  Nebr. 


The  early  diagnosis  of  pelvic  malignancy, 
whether  cervical  or  uterine,  is  made  micro- 
scopically. History  taking,  physical  exam- 
inations, and  repeated  careful  pelvic  exam- 
inations with  a bivalve  speculum  and  a good 
light  are  important.  The  biopsy,  currette- 
ments,  and  the  newer  method  of  vaginal 
smears  must  be  emphasized  if  we  are  to 
diagnose  cancer  early  enough  to  be  of  aid. 
No  method  is  infallible.  The  currettement 
and  biopsy  may  fail.  False  positives  occur 
with  the  smear  method  only  too  frequently. 
The  combination  of  biopsy,  currettement, 
and  vaginal  smear,  as  an  adjunct,  must  be 
used  and  repeatedly  if  we  are  to  improve  our 
mortality  rate.  In  this  country,  15,000 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct..  1949. 


women  die  annually  of  uterine  malignancy. 
Sixty  per  cent  of  the  women  with  cancer  of 
the  cervix  are  totally  inoperable  when  first 
seen  by  the  surgeon^^>. 

Symptoms  of  malignancy  of  the  cervix 
or  uterus  are  of  little  importance  in  early 
diagnosis.  There  may  be  none.  Only  too 
frequently  positive  smears  are  confirmed 
by  positive  biopsies  of  the  intra-epithelial 
type  or  cancer  in  situ  of  the  cervix  on 
asymptomatic  patients.  We  have  found  one 
at  the  University  on  a patient,  age  28,  whose 
only  complaint  was  sterility.  Many  have 
been  reported  by  Papanicolaou  smears  and 
confirmed  by  biopsy  on  asymptomatic  pa- 
tients through  screening  methods. 
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Carcinoma  of  a slightly  later  type,  where 
the  lesion  is  seen  by  inspection,  have  inter- 
menstrual  hemorrhages  and  leukorrhea  as 
the  most  common  symptoms.  Perhaps  too 
much  emphasis  has  been  placed  on  the  4th 
and  5th  decades.  Four  to  six  per  cent  of 
early  cervical  malignancies  are  in  women 
under  35. 

The  Papanicolaou  smear  was  originally 
proposed  as  a screening  method  for  early 
diagnosis.  Various  groups  have  done  the 
Papanicolaou  smear  both  as  a screening 
method,  and  as  a diagnostic  measure  in 
symptomatic  patients.  The  results  from 
various  clinics  show  a great  deal  of  varia- 
tion. 

Joseph  Skapier<2)  of  the  Strang  Cancer 
Preventative  Clinic  of  New  York,  and  Gates 
and  Warren,  show  it  can  be  used  for: 

1.  Study  of  obscure  cases  of  borderline 
lesions. 

2.  For  the  determination  of  sensitivity 
to  irradiation  of  cancer  of  the  uterus  in  in- 
dividual cases. 

3.  For  diagnosis  in  selected  cases. 

4.  Routine  test  in  a general  physical  ex- 
amination. 

5.  Adjunct  to  biopsy. 

In  1946  and  1947  at  the  Strang  Clinic,  ap- 
proximately 8,000  asymptomatic  women  had 
vaginal  and  cervical  smears.  All  these  were 
prepared  and  studied  according  to  Papanico- 
laou technique.  Screening  of  the  slides  may 
be  done  by  trained  personnel,  leaving  only 
the  suspicious  and  positive  slides  to  the 
cytologist.  The  criteria  for  malignant  cells 
in  a vaginal  or  cervical  smear  are: 

1.  Unusually  large  nucleus  in  proportion 
to  the  cytoplasm. 

2.  Nuclear  richness  in  chromatin  con- 
tent. 

3.  Fragmentation  and  irregularities  of 
the  nucleus  with  thickening  of  the  nuclear 
membrane  and  prominence  of  the  nucleoli. 

4.  Aberrant  cells  suggesting  loss  of  pat- 
tern and  overcrowding  of  cells  is  of  particu- 
lar importance  in  the  clustered  forms. 

5.  Young  cells  and  variation  in  size. 

These  observations  are  characteristic  of 
both  epidermoid  carcinoma  of  the  cervix  and 
adenocarcinoma  of  the  fundus.  Histocytes 
in  excess  are  suggestive,  however,  a histo- 
cytic  reaction  may  be  found  in  inflammation, 
and  normally  following  menses  or  coitus. 


A good  cytologist  can  examine  four  to  six 
slides  an  hour.  In  7,777  asymptomatic  wom- 
en examined,  22  cancers  of  the  female  gen- 
ital tract  were  detected.  About  one  posi- 
tive in  354  cases.  Twenty-one  of  the  twen- 
ty-two positive  cases  were  proven  positive 
by  vaginal  biopsies.  The  clinical  data  were 
interesting  as  three  cases  or  14%  were  en- 
tirely negative  by  symptoms  and  pelvic  ex- 
amination, while  the  remaining  18  or  86  per 
cent  showed  clinical  evidence  of  pathology. 

Dr.  Willis  Brown  at  the  University  of 
Iowa  showed  similar  results  on  5,000  cases. 

At  Jefferson  Medical  College,  Drs.  Schef- 
fey,  Rahoff  and  Hoffman(^>  in  over  5,000 
cases  of  which  500  cases  were  symptomatic 
cases  on  a gynecological  service,  warned  that 
although  valuable  as  an  adjunct,  over-en- 
thusiasm for  smear  cellular  cytology  should 
not  prevail.  In  63  cancer  patients,  correct 
positive  smears  were  obtained  in  44  or  only 
70  per  cent.  Negative  smears  were  obtained 
in  19  or  30  per  cent.  In  the  57  cases  of 
clinical  cancer,  17  or  28.8  per  cent  were 
missed.  Excellent  correlation  was  obtained 
in  437  patients  who  did  not  have  cancer. 
Correct  negative  smears  were  obtained  in 
430  or  98.4  per  cent  while  false  positives  oc- 
curred in  only  7 or  1.6  per  cent. 

In  1875  cases  studied  in  the  laboratories 
of  the  Vincent  Memorial  Massachusetts  Gen- 
eral Hospital,  Fremont  Smith  and  Graham 
found  smears  to  have  an  overall  accuracy  of 
96  per  cent.  Their  percentage  of  error  also 
was  higher  in  proven  cases  of  carcinoma. 
An  incorrect  diagnosis  was  made  in  10.3  per 
cent  of  454  carcinoma  cases  while  false  pos- 
itives were  reported  in  2.9  per  cent  of  861 
negative  cases. 

Since  we  do  have  a new  proven  aid  in  the 
smear  cytology  technique  of  Papanicolaou, 
it  should  certainly  be  used  in  hospitalized 
gynecological  patients,  particularly  all  cases 
going  to  surgery  for  plastic  pelvic  surgery 
with  symptoms  of  intermenstrual  bleeding 
or  leucorrhea.  Dilatation  and  currettements 
and  biopsies  should  also  be  routine  on  op- 
erative gynecological  cases.  One  positive 
currettement  or  biopsy  certainly  pays  off 
for  many  negative  ones.  We  have  all  been 
surprised,  I am  sure,  by  reports  from  the 
pathologists  on  cancer  of  the  cervix  in  situ 
after  total  hysterectomies  have  been  done 
for  other  pathology  where  the  cervix  ap- 
peared normal  on  inspection  and  a malig- 
nancy was  not  suspected.  This,  incidentally. 
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is  a good  reason  for  a total  over  a subtotal 
hysterectomy.  Three  to  four  per  cent  of 
cervical  malignancies  are  reported  from 
cervical  stumps  after  subtotal  hysterecto- 
mies were  done.  We  have  also  encountered 
persistent  infections  on  remaining  cervical 
stumps  that  are  troublesome.  At  times  pro- 
lapse of  the  stump  is  also  encountered. 

The  manner  of  obtaining  the  biopsy  is 
very  important.  Most  pathologists  prefer  a 
cut  specimen  to  one  removed  by  electric 
conization.  Very  frequently  the  site  of  early 
carcinoma  of  the  cervix  is  at  the  junction  of 
the  squamous  and  columnar  epithelium. 
Various  methods  have  been  devised  for  re- 
moving biopsies.  The  punch  biopsy  is  used 
best  on  friable,  well  defined  lesions.  Mul- 
tiple areas,  suspicious  areas,  or  benign  ero- 
sions should  be  removed. 

Schiller’s  stain  is  of  value  in  picking  the 
site  where  there  is  no  break  or  erosion  in 
the  epithelium.  Dr.  Mengert  of  Southwest- 
ern Medical  School,  Dallas,  Texas,  has  some 
evidence,  from  his  work  on  early  malignan- 
cies of  the  cervix,  to  suggest  that  the  can- 
cer is  more  frequently  found  at  the  lateral 
junction  of  the  squamous  epithelium  with 
the  columnar  at  the  external  oss. 

S.  B.  Gusberg(^)  from  Sloan  Hospital 
for  Women,  New  York,  has  devised  a con- 
ing biopsy  for  removal  of  the  entire  squam- 
ous columnar  junction.  This  instrument  is 
sharp  cutting  and  can  be  used  as  an  office 
procedure. 

Personally  I use  a sharp  knife  and  do  a 
modified  Sturmdorff  operation  and  follow  it 
with  electric  coagulation  to  control  bleeding. 
This  gives  the  pathologist  material  for  serial 
sections  of  the  entire  squamous  columnar 
junction. 

Recent  work  in  clarifying  our  terminology 
of  carcinoma  in  situ,  intra-epithelial  car- 
cinoma, invasive  and  non-invasive  carcinoma 
of  the  cervix  was  presented  at  the  71st 
meeting  of  the  American  Gynecological  So- 
ciety at  Williamsburg,  Virginia  in  May  of 
1948.  This  work  was  done  by  Galvin 
and  Te  Linde of  Baltimore.  These  ob- 
servations followed  those  of  Schottlander 
and  Kermaumer,  who  noted  a thin  layer  of 
carcinoma  extending  over  the  surface,  sur- 
rounding advanced  cervical  cancer.  They  in 
turn  followed  the  epochal  work  of  Schiller 
who  first  conceived  the  idea  that  surface 
carcinoma  could  be  the  beginning  of  invasive 
carcinoma. 


The  histological  picture  of  intra-epithelial 
carcinoma  or  carcinoma  in  situ  is  typical  of 
invasive  or  even  matastatic  carcinoma;  it 
being  so  called  because  it  has  not  broken 
through  the  basal  membrane. 

Observations  of  Drs.  Galvin  and  Te  Linde 
lead  them  to  believe  that  cervical  carcinoma 
in  situ  begins  in  the  basal  layer.  It  begins, 
as  they  have  designated  it  by  a hyperactivity 
of  the  basal  cells.  They  point  out  that 
histologically  there  is  a strong  suggestion 
that  basal  cell  activity,  with  hyperchromatic 
nuclear  and  mitotic  figures,  may  on  occasion 
mature  into  carcinoma  in  situ. 

They  have  case  histories  with  repeated 
biopsies  showing  evidence  of  basal  cell  hy- 
peractivity becoming  intra-epithelial  car- 
cinoma. Others  with  repeated  biopsies,  over 
long  periods  of  time,  showing  the  hyperac- 
tivity of  the  basal  cells  remaining  as  such 
with  no  shift  to  a malignant  picture. 

As  to  the  more  important  question,  the 
relation  of  intra-epithelial  carcinoma  to  in- 
vasive carcinoma:  They  cite  75  cases  of  car- 
cinoma in  situ  since  1940  diagnosed  by  bi- 
opsies. In  67  cases  the  cervix  was  removed 
by  a Wertheim  operation.  One  case  was  dis- 
covered by  the  removal  of  a cervix  in  a 
Manchester  operation.  In  the  seven  other 
cases,  the  cervix  was  coned  out.  In  all  cases, 
almost  the  entire  cervix  was  available  for 
serial  section  study.  They  found  that  there 
was  microscopic  evidence  of  invasion  in  55 
out  of  75  cases.  This  points  out  that  with 
serial  sections  on  larger  amounts  of  cervical 
tissue,  a more  exacting  diagnosis  can  be 
made.  Many  biopsies  diagnosed  only  as  car- 
cinoma in  situ  would  show  invasion  if  more 
complete  serial  sections  were  made. 

Carcinoma  in  situ  may  be  very  slow  in 
showing  invasion.  Smith  and  Pemberton 
reported  four  cases  in  which  tissue  removed 
by  biopsy  showed  carcinoma  in  situ.  Clin- 
ical or  invasive  carcinoma  w'as  diagnosed  in 
two  of  the  cases  four  years  later,  in  one  case 
six  years  later,  and  in  the  remaining  case 
twelve  years  later. 

Many  cases  have  been  reported  showing 
clinical  cancer  following  surface  cancer.  One 
reported  by  Galvin  and  Te  Linde  terminated 
fatally  in  six  months,  this  being  one  excep- 
tion. Most  cases  of  carcinoma  in  situ  re- 
viewed, were  slow  in  invading,  many  re- 
mained dormant  for  years.  How  many  never 
became  clinical  cancer  can,  for  obvious 
reason,  never  be  ascertained  as  patients  may 
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die  of  other  causes  before  invasion  begins. 
All  intra-epithelial  cancer  or  cancer  in  situ 
should  be  regarded  as  true  cancers  and 
treated  accordingly. 

More  Wertheim  operations  for  early  car- 
cinoma of  the  cervix  are  being  done  now 
than  formerly,  according  to  T.  Meigs.  Dr. 
Te  Linde  does  a modified  Wertheim  (no 
gland  resections)  on  the  intraepithelial  type 
of  cervical  cancer  but  points  out  that  radium 
and  x-ray  therapy  are  still  his  choice  if 
there  is  a visible  lesion.  The  recent  con- 
troversy of  treatment  is  not  within  the  scope 
of  this  paper. 

The  serological  methods  of  diagnosis  will 
be  discussed  by  Dr.  Perry  Tollman. 

SUMMARY 

1.  Diagnosis  of  early  carcinoma  of  the 
cervix  and  uterus  is  a microscopical  diag- 
nosis. 

2.  The  smear  or  cellular  cytology  method 
of  Papanicolaou  is  certainly  valuable  as  both 
a screening  method  and  as  an  adjunct  to 
biopsies. 


3.  Early  carcinoma  of  the  cervix  is  dis- 
covered in  proportion  to  the  frequency  it  is 
suspected.  Dr.  Schiller  in  1933  reported  a 
50  per  cent  reduction  of  undiagnosed  cancer 
by  meticulous  examinations  of  the  cervix 
pre-operatively. 

4.  The  Papanicolaou  smear  should  be 
routine  as  should  biopsy  and  currettement  in 
all  cases  of  pelvic  surgery. 

5.  The  methods  of  taking  biopsies  is  of 
utmost  importance. 
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Early  Diagnosis  of  Malignancy  of  the 
Stomach  and  Colon" 

RAYMOND  J.  WYRENS,  M.D. 

Omaha,  Nebr. 


The  classical  picture  of  carcinoma  of  the 
stomach  as  described  in  textbooks  of  medi- 
cine and  generally  considered  typical  of  this 
disease  applies  to  lesions  already  far  ad- 
vanced. The  typical  description  is  that  of 
a patient  in  the  so-called  “cancer  age”  who 
has  always  been  in  good  health  until  about 
a year  previously  when  he  developed  epi- 
gastric discomfort  after  meals,  becoming 
progressively  more  severe.  Later  there  has 
been  nausea  and  vomiting  with  progressive 
loss  of  weight  and  strength  and  perhaps  a 
palpable  tumor  in  the  epigastrium.  Such  a 
patient  can  usually  be  given  only  palliative 
treatment,  his  lesion  is  often  non-respect- 
able. Any  hope  for  permanent  cure  rests 
in  early  recognition  of  the  disease,  long  be- 
fore this  syndrome  is  complete. 

There  are  four  important  procedures 
which  must  be  considered  as  aids  to  the 
early  diagnosis  of  cancer  of  the  stomach: 
(1)  a careful  and  detailed  history  with  at- 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct..  1949. 


tention  to  early  symptoms,  (2)  X-ray  exam- 
ination of  the  stomach  with  the  barium 
meal,  (3)  gastroscopy,  and  (4)  examination 
of  the  stomach  contents  for  malignant  cells. 
Each  of  these,  however,  has  definite  limita- 
tions, as  the  final  diagnosis  frequently  can 
be  made  only  on  histological  examination  of 
the  lesion. 

The  first  symptoms  may  be  vague  or 
trivial.  Slight  epigastric  distress  after  eat- 
ing, anorexia  or  mild  nausea,  eructations  and 
fullness  in  the  epigastrium,  especially  if  the 
patient  has  previously  been  free  of  digestive 
symptoms,  should  arouse  suspicion.  Per- 
sistent symptoms  of  this  nature  call  for  ex- 
amination by  X-ray.  If  the  examination  is 
negative  and  symptoms  continue,  the  X-ray 
examination  should  be  repeated  in  three 
weeks.  Occasionally  the  vomiting  of  blood, 
a tarry  stool,  pain  on  swallowing,  diarrhea, 
anemia  or  weight  loss  may  be  the  present- 
ing symptom.  It  is  well  to  remember  that 
about  a third  of  patients  with  carcinoma  of 
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the  stom?.ch  complain  of  ulcer-like  dyspepsia 
with  relief  of  symptoms  upon  the  taking  of 
food  or  alkali.  Often  such  patients  will  be 
placed  on  ulcer  management  without  benefit 
of  X-ray  with  temporary  relief  of  symptoms, 
thus  delaying  a proper  diagnosis  for  many 
weeks. 

Occasionally  malignant  lesions  of  the 
stomach  may  be  found  in  individuals  who 
have  had  dyspeptic  symptoms  for  years.  It 
is  not  unusual  for  gastric  carcinoma  to  be- 
come superimposed  upon  a long  standing 
chronic  cholicystitis,  chronic  constipation, 
irritable  colon  or  peptic  ulcer.  When  a story 
of  long  standing  digestive  distress  is  ob- 
tained a careful  history  should  reveal  symp- 
toms which  are  different  from  those  pre- 
viously experienced  and  which  are  related 
to  the  more  recently  acquired  malignant 
lesion. 

In  order  to  establish  an  early  diagnosis 
it  is  necessary  to  X-ray  many  individuals 
in  whom  there  is  merely  a suspicion  of  the 
disease.  This  results  in  the  taking  of  many 
normal  X-rays,  but  the  number  of  early  diag- 
noses of  resectable  lesions  justifies  the 
seemingly  unnecessary  examinations.  Dem- 
onstration that  a lesion  of  some  kind  exists 
in  the  stomach  is  of  greatest  importance, 
and  in  the  majority  of  instances  X-ray  ex- 
amination alone  will  settle  the  diagnosis. 
However  there  is  a certain  group  of  cases 
in  which  an  ulcer  defect  is  found  and  it  is 
impossible  to  say  whether  the  lesion  is  a 
benign  inflammatory  ulcer  or  an  ulcerating 
carcinoma.  Allen  and  Welch(^>  studied  all 
the  ulcerating  lesions  of  patients  at  the 
Massachusetts  General  Hospital  from  1930 
to  1940.  Of  these  there  were  277  which 
were  considered  benign;  however,  on  his- 
tological examination  14%  were  found  to  be 
malignant.  Gastroscopic  examination,  even 
in  most  experienced  hands,  is  not  always 
helpful  in  this  differentiation.  The  im- 
portance of  recognizing  such  lesions  as  neo- 
plastic cannot  be  overemphasized  because  it 
is  in  this  group  that  early  resectable  carci- 
nomas are  most  likely  to  be  found. 

There  are  several  characteristics  of  the 
ulcerating  lesion,  such  as  its  location  and 
size,  which  may  be  of  assistance  in  making 
a differential  diagnosis.  Carcinoma  should 
be  suspected  and  gastric  resection  per- 
formed if:  (1)  the  ulcer  is  of  short  duration 
and  the  patient  is  over  50  years  of  age,  (2) 
the  lesion  is  located  on  the  greater  curva- 
ture or  in  the  pre-pyloric  area,  (3)  the  ul- 


cer measures  2,5  cm_.  or  more  in  diameter, 

(4)  there  is  no  free  hydrochloric  acid,  or 

(5)  the  defect  is  on  the  lesser  curvature 
and  does  not  heal.  Medical  treatment  for 
three  weeks  is  warranted  if  the  patient  is 
young,  the  ulcer  is  small  and  of  short  dura- 
tion, and  located  on  the  lesser  curvature. 
Adequate  healing  should  be  demonstrated  in 
three  weeks  and  should  be  maintained 
through  repeated  examinations  over  a pe- 
riod of  twelve  to  eighteen  months  before 
one  can  be  certain  that  malignancy  has  been 
ruled  out. 

Surgical  exploration  and  histological  ex- 
amination of  all  doubtful  gastric  ulcers  ac- 
complishes a double  purpose,  a diagnosis  is 
established  and  the  lesion,  be  it  benign  or 
malignant,  is  removed.  It  is  true  some  pa- 
tients with  benign  lesions  will  be  subjected 
to  partial  gastrectomy,  but  this  is  good 
therapy  for  peptic  ulcer  of  the  stomach  since 
the  results  are  excellent,  and  the  risk  of  op- 
eration by  a competent  surgeon  is  considei’- 
ably  less  than  the  risk  of  carcinoma  in  a 
lesion  of  doubtful  character. 

There  is  more  opportunity  for  the  early 
diagnosis  of  malignancy  of  the  large  bowel 
than  of  the  stomach,  because  the  lesion  us- 
ually makes  itself  known  by  subjective 
symptoms  at  an  earlier  stage  of  its  develop- 
ment. 

Carcinoma  of  the  colon  probably  originates 
either  in  a pre-existing  polyp  or  as  a sessile 
indurated  nodule  in  the  mucosa.  Any  hope 
of  control  of  this  disease  must  include  a 
constant  search  for  and  removal  of  pre- 
malignant  lesions.  Many  surgeons  and 
pathologists  feel  that  all  polyps  are  pre-can- 
cerous  lesions.  Certainly  there  is  a great 
tendency  for  polyps  associated  with  inflam- 
matory disease  to  undergo  malignant  de- 
generation. In  congenital  polyposis  we  al- 
most invariably  find  malignant  change.  It 
is  universally  accepted  that  in  this  condition 
the  treatment  of  choice  is  surgical  removal 
with  total  colectomy  if  necessary.  Many 
authorities  insist  that  all  hyperplastic  areas, 
adenomas  and  papillomas  be  removed  or 
completely  destroyed  because  of  their  tend- 
ency to  malignant  degeneration. 

The  early  diagnosis  of  neoplasms  of  the 
colon  is  made  by  four  methods  of  examina- 
tion, (1)  a complete  physical  with  careful 
history,  (2)  digital  rectal  examination,  (3) 
sigmoidoscopic  examination,  and  (4)  barium 
enema  with  air  contrast  studies.  Graham*-^ 
reported  a series  of  32  cases  of  carcinoma 
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of  the  rectum  in  which  50%  were  incorrect- 
ly diagnosed,  yet  all  but  four  of  these  lesions 
were  within  the  reach  of  the  examining' 
finger.  Bcehme*^)  states  that  nearly  70% 
of  all  cancers  of  the  colon  can  be  palpated 
by  the  examining  finger  or  seen  through 
the  sigmoidoscope.  A digital  rectal  exam- 
ination should  be  a routine  part  of  every 
general  physical  examination  and  a sigmoid- 
oscopic  examination  should  be  part  of  the 
investigation  of  every  gastro-intestinal  prob- 
lem. 

The  high  incidence  of  hemorrhoids  in  as- 
sociation with  cancer  of  the  lower  bowel  is 
striking.  Hemorrhoids  should  always  be 
considered  a s>Tnptom  of  rectal  or  colonic 
disease  until  proved  otherwise.  It  has  been 
reported  that  as  high  as  75%  of  patients 
whose  disease  is  eventually  diagnosed  as 
carcinoma  of  the  rectum  have  had  previous 
treatment  for  hemorrhoids. 

The  most  frequent  areas  involved  in  ma- 
lignant disease  are  those  exposed  to  the 
greatest  irritative  influence,  the  rectum,  sig- 
moid and  cecum.  Approximately  50%  are 
to  be  found  in  the  rectum,  25%  in  the  sig- 
moid area  and  about  7%  in  the  cecum.  The 
remainder  are  almost  equally  distributed 
throughout  the  balance  of  the  colon. 

The  type  of  lesion  and  symptomatology 
varies  considerably,  depending  upon  what 
region  of  the  colon  is  involved.  Cancers  of 
the  proximal  colon  tend  to  be  large,  bulky, 
fungating  and  friable.  They  ulcerate  fre- 
quently, and  since  the  fecal  stream  is  liquid, 
they  rarely  obstruct.  In  the  distal  colon 
the  lesions  tend  to  be  scirrhotic  and  annular. 
The  lumen  of  the  bowel  is  small  and  the 
stool  is  solid,  consequently  obstruction  is 
common. 

The  symptoms  of  carcinoma  of  the  right 
colon  are  usually  vague  and  ill-defined  and 
one  must  be  constantly  on  the  lookout  in 
order  to  make  a diagnosis  early.  Most  of 
the  patients  will  complain  of  some  abdom- 
inal pain  or  indigestion.  The  discomfort  may 
be  only  a “heavy  feeling”  or  a sense  of 
“trapped  gas”  on  the  right  side.  Pain  may 
resemble  that  of  chronic  gallbladder  dis- 
ease or  appendicitis.  Not  infrequently  car- 
cinoma of  the  cecum  is  found  during  opera- 
tion for  appendicitis.  Dyspeptic  symptoms 
such  as  “sour  stomach,”  distress  after  meals 
or  a sense  of  epigastric  fullness  may  be 
present.  Anemia  is  usually  prominent,  and 
with  this  the  patient  complains  of  weakness 
and  fatigue.  The  degree  of  anemia  is  gen- 


erally out  of  proportion  to  the  amount  of 
blood  in  the  stool.  Gross  bleeding  is  rare, 
but  occult  blood  is  almost  always  present. 
In  about  one-third  of  cases  there  is  change 
of  bowel  habit,  occasionally  constipation  but 
more  frequently  diarrhea.  A tender  palp- 
able mass  is  often  present  and  sometimes 
this  is  the  finding  that  brings  the  patient 
to  consult  a doctor. 

Cancer  of  the  left  colon  usually  presents 
symptoms  which  are  more  definitely  localiz- 
ing. Here  obstructive  symptoms  predom- 
inate. Pain  is  cramping  in  character  and 
its  severity  is  proportional  to  the  degree  of 
obstruction.  This  pain  is  often  relieved  by 
bowel  movement.  About  80%  will  complain 
of  some  change  in  bowel  habit,  chiefly  con- 
stipation. Diarrhea,  however,  is  frequently 
seen,  and  occasionally  there  will  be  alter- 
nating constipation  and  diarrhea.  Frankly 
bloody  stools  are  seen  in  about  one-half  of 
cases.  Anemia  is  not  an  early  symptom, 
and  if  present,  it  is  highly  probable  that  the 
lesion  is  inoperable. 

Carcinoma  of  the  rectum  presents  still  an- 
other picture  because  of  mechanical  differ- 
ences. Obstructive  symptoms  are  late  be- 
cause most  lesions  are  in  the  roomy  ampulla. 
The  prominent  finding  is  an  abnormal  stool 
with  the  presence  of  blood,  pus  or  mucus. 
Less  commonly  we  find  changes  in  the  cal- 
iber of  the  stool.  Many  have  a progressive 
constipation  although  here,  too,  we  may  find 
diarrhea.  Rectal  pain  and  tenderness  are 
common  if  the  lesion  is  near  the  anal  outlet. 

Significant  symptoms,  then,  which  should 
always  lead  to  complete  investigation  of  the 
colon  are  any  abnormality  of  the  stool,  any 
change  of  bowel  habit,  any  unexplained  ab- 
dominal pain  or  indigestion,  the  presence  of 
a palpable  abdominal  mass  or  an  unexplained 
anemia.  Almost  all  of  the  malignant  lesions 
of  the  colon  will  display  one  or  more  of  these 
findings. 

It  cannot  be  emphasized  too  strongly  that 
the  only  hope  of  satisfactory  results  in  the 
treatment  of  cancer  lies  in  early  diagnosis. 
This  is  nowhere  more  important  than  in 
malignancies  of  the  gastro-intestinal  tract. 
One  must  forever  be  on  the  alert  and  any 
unexplained  digestive  symptom  must  be  fol- 
lowed by  adequate  X-ray  studies,  and  direct 
visualization  of  those  areas  which  can  be 
reached  by  instruments.  The  routine  use 
of  the  gloved  finger  will  save  many  lives 
by  revealing  the  presence  of  unsuspected 
early  rectal  lesions. 

( IMbliogrraphy  in  Reprints) 
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Laboratory  studies  which  may  be  useful 
in  early  malignancies  may  be  divided  into 
two  general  classes:  those  which  are  spe- 
cific ; and  those  which  may  be  useful  in 
screen  procedures.  At  the  present  time  the 
specific  procedures  are  those  concerned  with 
the  examination  of  tissue  i.e.  the  actual  tu- 
mor cells  for  their  identification  and  classi- 
fication. Most  important  of  these  is  biopsy. 
This  is  included  here  because  it  is  the  one 
characteristic  and  specific  type  of  determin- 
ation which  may  aid  or  make  the  diagnosis 
of  malignancy  and  the  procedure  which  is 
essential  for  adequate  understanding  of  the 
lesion. 

I should  like  to  mention  several  factors 
which  the  referring  physician  must  take 
into  consideration  in  connection  with  biopsy. 
First,  the  specimen  must  represent  the  le- 
sion. The  pathologist  is  able  to  report  only 
on  what  he  finds  in  the  tissue;  and  it  is 
therefore  obvious  that  unless  the  biopsy  is 
well  chosen  and  representative  of  the  lesion 
under  consideration,  he  will  not  offer  you 
the  greatest  assistance  in  the  understanding 
of  your  patient’s  disease.  There  are  several 
points  about  taking  the  biopsy  which  will 
help  considerably  in  furnishing  the  patholo- 
gist material  which  he  can  study  most  ade- 
quately. First,  the  specimen  should  be  re- 
moved with  a knife  wherever  feasible  and 
possible.  This  results  in  the  least  distortion 
of  tissue.  Cautery  knives  always  destroy 
and  damage  a considerable  layer  of  cells  ad- 
jacent to  the  line  of  incision.  If  the  speci- 
men is  large  enough,  parts  of  the  material 
are  not  subjected  to  heat  and  electric  cur- 
rent, a satisfactory  biopsy  may  result.  How- 
ever, with  small  fragments  the  cells  are 
often  so  distorted  through  the  full  thickness 
of  the  tissues  removed  that  interpretation 
is  difficult  and  even  impossible. 

After  removal  of  an  adequate  and  repre- 
sentative biopsy,  the  fixation  of  the  speci- 
men must  be  considered.  Formalin  is  the 
almost  universally  used  fixative.  It  is  the 
best  for  ordinary  purposes  permitting  a va- 
liety  of  staining  procedures  to  be  used,  and 
gives  very  adequate  preservation  of  the  cells 
and  their  patterns.  The  principal  consider- 
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ation  is  that  an  adequate  amount  of  the  fix- 
ing fluid  be  used.  This  should  not  be  less 
than  5 times  the  amount  of  tissue  removed, 
and  better  fixation  will  ordinarily  result  if 
at  least  10  times  as  much  fluid  as  tissue  is 
used.  Then  the  tissue  must  be  placed  in  a 
container  which  will  permit  the  fixing  solu- 
tion free  access  to  the  tissue  biopsy.  It  is 
the  experience  of  all  pathologists,  I am  sure, 
to  receive  or  to  have  received  biopsies  forced 
into  a test  tube  with  a small  amount  of  for- 
malin in  the  bottom  of  the  tube  which  can 
reach  only  one  surface  of  the  biopsy.  He 
finds  that  a layer  along  one  side  is  well  fixed 
with  the  remainder  of  the  tissue  poorlj'^ 
fixed,  and  destroyed  by  autolyic  action  of 
enzymes  within  the  tissue  or  of  bacterial 
action  in  cases  of  infected  material.  There- 
fore, please  use  a container  which  is  large 
enough  to  permit  free  access  of  the  fixing 
fluid  to  the  specimen. 

Another  procedure  has  come  into  common 
use  in  recent  years  and  is  essentially  a type 
of  biopsy.  I refer  to  the  smear  technic, 
which  is  extremely  useful  in  many  situa- 
tions. It  was  popularized  first  in  connec- 
tion with  vaginal  secretion,  for  examination 
of  cells  shed  by  the  cervix  and  endometrium. 
In  this  technic,  as  with  more  formal  biopsy, 
the  principal  considerations  are  first,  that 
a representative  and  adequate  specimen  be 
obtained,  and  second,  that  proper  fixation 
be  arranged.  One  of  the  appealing  advan- 
tages of  this  technic  is  that  selection  of  the 
material  is  less  difficult.  Fixation,  however, 
is  critical  and  is  extremely  important.  The 
material  having  been  spread  on  the  glass 
slide  should  be  immediately  plunged  while 
still  wet  into  the  fixing  solution  which  is  a 
mixture  of  equal  parts  of  absolute  ethyl  al- 
cohol and  ether.  Absolute  methyl  alcohol 
and  ether  may  be  used.  This  gives  very 
rapid  and  good  fixation  so  that  proper  stain- 
ing differentiation  can  be  obtained  later. 
Fixation  should  continue  for  one  to  one  and 
one-half  hours.  Several  proposals  have  been 
made  for  subsequent  handling  of  this  ma- 
terial. We  have  found  it  very  satisfactory 
after  this  hour  to  hour  and  a half  fixation 
to  remove  the  slide  and  permit  it  to  dry.  The 
surface  is  protected  by  having  another  slide 
bound  on  the  face  surface  but  separated  by 
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a thin  strip  of  cardboard  or  toothpicks,  so 
that  cells  on  the  surface  are  not  disturbed. 
This  dry  slide  may  be  adequately  stained 
after  a few  days’  time.  Another  proposal 
which  has  been  very  satisfactory  is  to  use  a 
drop  or  two  of  glycerine  to  cover  the  surface 
of  the  smear  with  another  slide  applied 
closely.  Either  procedure  works  out  very 
satisfactorily.  We  have  been  particularly 
impressed  with  the  usefulness  of  this  pro- 
cedure in  studying  inaccessible  areas  of  the 
body,  particularly  bronchi,  where  the  spu- 
tum may  be  studied.  It  may  take  a number 
of  smear  preparations  before  adequate 
examination  of  shed  cells  can  be  made,  but 
since  biopsy  is  so  extremely  difficult,  we 
have  felt  that  it  is  very  well  worthwhile. 

The  second  group  of  tests  are  those  which 
may  be  considered  as  screen  tests.  It  has 
been  the  hope  of  workers  in  the  field  of  ma- 
lignancy for  a long  time  that  some  simple 
test  could  be  devised  which  would  distin- 
guish the  patient  bearing  a malignant  tumor 
from  those  who  have  no  such  tumors.  These 
tests  have  ranged  through  a wide  variety  of 
technics — sometimes  involving  study  of  the 
urine  for  the  presence  of  abnormal  material 
presumably  formed  by  the  tumor  which  are 
not  present  in  the  normal  patient.  Studies 
of  the  blood  again  for  either  abnormal  sub- 
stances or  for  other  changes  in  the  blood 
which  might  be  recognized.  In  recent  years 
a number  of  these  tests  have  been  studied. 
The  perfect  test,  of  course,  would  be  one 
which  is  positive  in  the  patient  having  ma- 
lignant tumor  and  negative  in  the  patient 
who  does  not  have  such  a tumor.  This  ideal 
has  not  been  approached  by  any  of  the 
tests  devised  to  date.  Compromise  has  been 
attempted  with  tests  that  are  positive  in  a 
high  proportion  of  the  patients  with  malig- 
nant tumors  and  give  relatively  few  false 
positives,  i.e.  positive  tests  in  patients  who 
by  the  most  careful  study  do  not  appear  to 
have  malignant  tumors.  Even  this  desirable 
state  has  not  been  closely  approached.  If 
such  a procedure  could  be  devised  it  could 
be  of  very  great  help  in  excluding  a large 
number  of  patients  who  would  not  have  to 
be  subjected  to  very  careful  study  and  would 
select  the  group  which  were  worthy  of  very 
careful  observation. 

I shall  mention  a number  of  the  proce- 
dures which  have  been  used  recently  and 
studied  rather  critically  indicating  some- 
thing of  the  nature  of  the  test  and  the  de- 
gree of  specificity  which  has  been  obtained. 


Probably  the  most  recent  to  be  publicized  in 
the  press  has  been  the  Huggin’s  least  coagu- 
lable  protein  test  and  the  lodoacetate  test.  In 
the  Huggin’s  laboratory  this  has  been  posi- 
tive in  some  65-70%  of  the  patients  known 
to  have  tumor  with  probably  20-25%  of  posi- 
tive results  in  patients  who  do  not  have  tu- 
mor. One  might  comment  here  that  inter- 
pretation of  this  procedure  is  not  too  strik- 
ingly different  from  the  sedimentation  test. 
The  sedimentation  test  is  a very  useful  pro- 
cedure in  studying  inflammatory  disorders, 
but  it  is  positive  in  a number  of  disorders 
not  characterized  by  inflammation,  and,  not 
all  patients  who  have  inflammatory  lesions 
will  have  a rapid  sedimentation  rate.  The 
procedure,  nevertheless,  has  extensive  use- 
fulness if  one  is  aware  of  the  variability  in 
the  procedure.  It  should  be  pointed  out  that 
in  other  laboratories  the  proportion  of  posi- 
tive tests  has  not  been  as  high  as  reported 
by  Huggin’s  laboratory.  It  is  fair  to  say 
that  other  workers  reporting  on  this  test 
have  probably  not  had  the  same  experience 
of  Huggin’s  workers,  but  nevertheless,  con- 
sidering the  use  of  such  test  in  many  labora- 
tories we  believe  that  these  lower  reported 
figures  probable  more  nearly  represent  the 
general  results  which  will  be  obtained. 

There  are  other  tests  of  about  the  same 
degree  of  specificity;  one  by  Black  is  a de- 
colorization  of  dye  on  heating,  with  positives 
running  in  the  order  of  55-60%  of  the  cases. 
There  is  another  test  devised  by  Black,  the 
Methylene  blue  test  which  has  proven  to  be 
positive  in  about  75%  of  the  cases.  There 
are,  nevertheless,  numerous  false  positives 
reported.  Another  procedure  devised  by 
Bendien  using  vanadium  salts  has  run  on  the 
order  of  70%  positive,  again  with  an  appre- 
ciable number,  on  the  order  of  15-20%  of 
false  positives. 

Another  interesting  fact  was  discovered 
by  Dunlap  and  associates.  It  is  that  a fair 
number  of  patients  with  gastric  carcinoma 
have  acid  phosphatase  in  gastric  fluid.  The 
test  can  be  done  only  on  achlorhydric  pa- 
tients. It  again  has  not  been  thoroughly 
consistent. 

All  of  these  procedures  suggest  that  there 
are  significant  metabolic  disorders  in  the 
patient  with  malignant  tumor,  and  perhaps 
the  ideal  test  will  be  developed.  It  is  not  at 
present  available. 

Biopsy  and  smears  are  the  precise  and  im- 
portant aids  the  laboratory  can  offer. 


Early  Diag'nosis  of  Carcinoma  of  the 
Stomach  and  Colon* 

D.  A.  DOWELL,  M.D. 

Omaha,  Nebr. 


The  radiologic  implications  of  carcinoma 
of  the  intestinal  tract  are  such  as  to  make 
the  radiologist  feel  very  humble.  When  one 
considers  that  carcinoma  of  the  stomach  ac- 
counts for  nearly  20%  of  cancer  deaths  he 
realizes  that  he  is  dealing  with  a serious 
problem.  This  is  especially  true  in  male  pa- 
tients because  more  than  two-thirds  of  gas- 
tric cancers  are  in  men,  in  fact  this  is  the 
most  frequent  serious  cancer  found  in  the 
male.  When  the  radiologist  objectively  at- 
tempts to  determine  the  role  which  he  must 
play  in  diagnosing  this  disease,  particularly 
in  recognizing  it  at  such  a time  that  its 
eradication  is  possible,  he  cannot  but  be  im- 
pressed with  the  importance  of  his  responsi- 
bility. 

All  authorities  interested  in  this  disease 
agree  that  roentgen  ray  studies  are  very 
important  for  its  diagnosis.  Dr.  B.  R.  Kirk- 
lin,  a radiologist,  has  said  that  less  than  1% 
of  gastric  cancers  should  evade  detection  by 
careful  x-ray  examination.  Dr.  Richard 
Sweet,  a surgeon,  says  that  statistically  not 
more  than  90%  of  carcinoma  of  the  stomach 
is  diagnosed  by  x-ray  study.  Dr.  Walter 
Palmer,  in  his  section  on  Diseases  of  the  Di- 
gestive Tract  in  Cecil’s  Medicine,  says  that 
x-ray  examination  is  the  most  important 
method  for  evaluating  diseases  of  the  diges- 
tive system.  Even  if  we  accept  the  more 
conservative  view,  the  importance  of  the 
obligation  which  the  radiologist  assumes 
when  he  expresses  an  opinion  to  the  effect 
that  a stomach  is  free  from  evidence  of  a 
tumor  or  that  it  shows  evidence  of  involve- 
ment is  an  importance  which  cannot  be  min- 
imized. 

To  understand  the  role  which  the  radiolo- 
gist plays  in  diagnosing  gastric  cancer  we 
must  bear  in  mind  the  shortcomings  which 
are  inherent  in  this  method  of  study.  First 
of  all,  we  must  remember  that  only  lesions 
which  are  gross  enough  to  be  visible  to  the 
naked  eye  can  be  expected  to  cast  shadows 
by  x-ray  examination  that  will  have  a patho- 
logic significance.  Secondly,  shadows  in 
themselves  are  rarely  pathognomonic. 
Thirdly,  technical  factors  may  produce 
changes  which  will  greatly  complicate  accu- 
rate evaluation  of  findings.  For  instance,  it 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 
218 


is  well  known  that  a bolus  of  food  within 
the  stomach  may  simulate  a neoplasm  to 
the  extent  that  differentiation  can  be  made 
only  with  considerable  difficulty.  But  in 
spite  of  all  imperfections  of  this  method  of 
study  the  radiologist  must  be  able  to  study 
a stomach,  to  determine  if  any  abnormality 
is  present,  to  evaluate  the  variations  from 
the  normal  that  are  present  and,  always 
with  an  eye  on  the  law  of  averages,  to  ar- 
rive at  conclusions  which  should  be  correct 
in  90%  or  more  of  cases. 

Usually  the  simplest  possible  classifica- 
tion is  the  one  that  is  the  most  practical  and 
makes  for  the  greatest  accuracy.  A simple 
classification  of  gastric  cancer  is  (1)  infil- 
trative, with  or  without  ulceration,  and  (2) 
vegetative.  If  a lesion  is  infiltrative  it  will 
produce  changes  in  the  gastric  wall  such  as 
rigidity  and  deformity,  which  when  gross 
can  be  detected  very  easily.  If  minimal  close 
and  careful  study  are  of  course  necessary. 
If  vegetative,  a lesion  in  the  stomach  will 
occupy  some  of  the  space  in  the  lumen  which 
should  be  accessible  for  filling  with  the 
opaque  mixture.  The  failure  of  that  por- 
tion to  fill  with  the  commonly  used  barium 
mixture  is  usually  not  too  difficult  to  de- 
termine. The  difficulty  depends  to  a con- 
siderable extent  upon  the  size  and  the  posi- 
tion of  the  vegetative  mass.  In  addition  to 
the  type  of  variation  that  is  seen  its  location 
may  be  helpful  in  our  evaluation.  We  know 
from  statistical  studies  that  nearly  one  half 
of  gastric  cancer  are  found  in  the  antral  or 
pyloric  portion  of  the  stomach  and  about 
one-fourth  are  found  on  the  lesser  curvature 
aspect  proximal  to  the  antrum.  Ten  per 
cent  are  found  in  the  cardiac  portion  and 
the  remainder  are  found  elsewhere  in  the 
stomach.  Another  fairly  safe  rule  is  that 
any  ulcer  found  on  the  greater  curvature  of 
the  stomach  is  cancer. 

One  great  shortcoming  in  our  x-ray  study 
is  that  we  have  no  method  for  determining 
if  a gastric  cancer  is  confined  to  the  stom- 
ach or  if  it  has  metastasized  to  regional  or 
remote  nodes  or  to  other  structures  and  or- 
gans such  as  the  liver.  Assuming  that  the 
tumor  demonstrated  by  x-ray  study  is  local- 
ized the  radiologist  should  be  able  to  offer 
some  help  to  the  surgeon  in  evaluating  its 
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operability.  He  knows  that  most  cancers  in 
the  stomach  are  more  extensive  than  they 
appear  at  x-ray  examination  and  he  is  fa- 
miliar with  the  difficulties  of  removing  can- 
cers which  involve  the  cardia  but  he  knows 
too  that  the  feeling  among  most  capable  gas- 
troenterologists, oncologists  and  surgeons  is 
that  regardless  of  roentgen  appearance, 
most,  if  not  all  patients  are  entitled  to  the 
benefit  of  an  exploratory  operation.  It  is 
undoubtedly  true  that  only  the  surgeon  can 
judge  if  a tumor  is  too  extensive  for  resec- 
tion. However,  the  converse  is  not  true  and 
even  if  a gastric  lesion  appears  very  mini- 
mal the  surgeon  is  not  able  to  predict 
whether  it  is  benign  or  malignant.  Dr.  Ross 
Golden,  who  has  had  extensive  experience  in 
this  field,  says  that  if  he  is  unable  to  evalu- 
ate the  potential  malignant  characteristics 
of  a gastric  lesion  by  x-ray  study,  that  the 
surgeon  by  use  of  his  fingers  and  eyes  will 
also  be  unable  to  evaluate  it  at  surgery  and 
that  it  is  unfair  to  expect  the  surgeon  to  do 
so.  Certainly  a pathologist  would  not  ex- 
press an  opinion  without  benefit  of  a micro- 
scope. Dr.  Golden  says  that  when  his  group 
is  unable  to  arrive  at  a conclusion  their  sur- 
geons operate  not  for  the  purpose  of  explor- 
ing but  for  the  purpose  of  resecting.  It  is 
better  to  sacrifice  the  rare  benign  stomach 
than  to  fail  to  resect  the  frequent  carcinom- 
atous stomach. 

Diagnosis  is  certainly  much  more  accurate 
when  the  radiologist  is  able  to  demonstrate 
a filling  defect  corresponding  to  a palpable 
mass.  Cures  of  gastric  cancer  would  be  med- 
ical curiosities  if  the  condition  were  never 
diagnosed  in  the  absence  of  these  findings. 
\Mien  involvement  is  gross  and  obvious  the 
prognosis  is  very  bad.  To  improve  the  sal- 
vage rate  diagnosis  should  be  made  when 
the  onlj^  roentgen  signs  demonstrable  are  an 
abnormality  of  gastric  rugae  in  a very  local- 
ized area  or  a minimal  variation  from  the 
normal  in  peristaltic  action.  At  present  the 
only  hope  of  increasing  the  percentage  of 
cures  is  to  detect  the  cancers  in  earlier  stag- 
es when  involvement  is  less  extensive  and 
metastases  less  likely.  Detecting  the  disease 
at  such  a stage  should  be  possible  in  a high 
percentage  of  instances,  provided  of  course, 
that  the  patient  is  examined  at  such  time. 

IMany  of  the  same  considerations  apply 
to  the  early  diagnosis  of  cancer  of  the  colon 
as  to  the  stomach.  In  good  hands  roentgen 
diagnosis  should  be  as  accurate  in  the  colon 
as  in  the  stomach.  However,  the  importance 


is  considerably  less  and  the  responsibility  of 
the  radiologist  is  not  as  great.  It  is  axiom- 
atic that  direct  examination  is  superior  to 
examination  by  means  of  shadows  and  since 
at  least  50%  of  colonic  cancer  can  be  detect- 
ed by  means  of  the  examining  finger  or 
viewed  through  a proctoscope  or  sigmoido- 
scope much  of  the  diagnostic  burden  has 
been  removed  from  the  radiologist.  In  dem- 
onstrating these  lesions  in  the  colon  which 
are  not  demonstrable  by  direct  study  the 
roentgenologist  has  at  his  disposal  the  con- 
ventional barium  enema  and  the  double  con- 
trast modification  which  combines  the  use 
of  air  and  the  opaque  mixture.  The  pres- 
ence of  an  obstructing  lesion  or  a gross  fill- 
ing defect  in  the  wall  of  the  colon  is  usually 
not  difficult  to  demonstrate.  But  to  find 
the  early  or  minimal  lesion  or  the  small  pol- 
yp which  must  be  considered  precancer,  if 
not  true  carcinoma,  may  be  more  difficult. 
There  is  no  x-ray  study  in  which  proper 
preparation  of  the  patient  is  more  important. 
No  one  would  attempt  an  x-ray  examination 
of  a stomach  after  a patient  had  eaten.  It 
is  equally  foolish  to  express  an  opinion  after 
administering  a barium  enema  to  a patient 
whose  colon  had  not  been  cleansed.  No  one 
can  distinguish  between  a polyp  and  a small 
mass  of  feces  and  studies  of  the  colon  must 
be  regarded  as  worthless  unless  the  patient 
has  been  prepared.  Adequate  cleansing  of 
the  colon  requires  the  use  of  an  effective 
laxative  and  for  this  purpose  castor  oil  has 
few  equals.  The  irritant  cleansing  effect  of 
castor  oil  without  changing  the  mucosal  pat- 
tern is  much  more  desirable  than  the  cleans- 
ing of  other  laxatives,  such  as  salines,  which 
may  produce  edema  of  the  mucosa  and  dis- 
tort the  normal  mucosal  pattern.  But  re- 
gardless of  the  technical  problems  early 
diagnosis  of  colonic  cancer  by  any  method 
is  possible  only  if  the  patient  is  seen  when 
the  disease  is  early  and  upon  this  very  con- 
sideration the  cure  rate  depends.  ' 

SUMMARY 

1.  Carcinoma  of  the  stomach,  responsible 
for  nearly  20%  of  cancer  deaths,  is  detect- 
able by  x-ray  study  in  90%  of  cases. 

2.  Early  diagnosis  of  gastric  cancer  is 
possible  only  by  early  study. 

3.  Carcinoma  of  the  colon  in  areas  not 
accessible  to  direct  study  should  also  be  de- 
tectable in  a high  percentage  of  cases. 

4.  Accurate  evaluation  of  the  colon  is 
possible  only  following  proper  preparation  of 
the  patient. 

(References  in  Reprints) 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ORGANIZATION  SECTION 


DEPARTMENT  OF  WELFARE  COMES 
UP  ONCE  MORE 

President  Truman  submitted  a govern- 
ment reorganization  plan  to  the  Congress 
last  summer  calling  for  the  elevation  of 
Oscar  Ewing  and  his  Federal  Security  Agen- 
cy to  Cabinet  rank  as  the  Department  of 
Welfare.  The  plan  was  beaten  soundly  in 
the  Senate.  60-32. 

This  same  plan,  under  a different  name, 
was  again  sent  to  Congress  by  the  President 
last  May  31.  The  new  department,  under 
the  present  plan.  No.  27,  would  be  known  as 
the  Department  of  Health,  Education  and 
Security.  Its  functions,  however,  would  be 
almost  identical  with  those  proposed  under 
the  Department  of  Welfare. 

Reorganization  Plan  No.  27  is  unlike  usual 
legislation  in  that  it  will  not  die  automatical- 
ly if  Congress  adjourns  without  acting  on  it. 
If  this  should  happen,  the  President  would 
be  authorized,  under  Congressional  rule,  to 
set  up  the  new  department. 

The  only  exception  to  this  would  be  if  Con- 
gress adjourned  before  July  31.  In  other 
words,  reorganization  plans  must  be  acted 
upon  within  60  days  or  they  go  into  effect. 
This  explains  fully  the  administration’s 
strategy  and  timing  on  this  much-wanted 
plan. 

As  a result  of  this  strategy,  the  following 
factors  exist: 

1.  The  plan,  unless  vetoed  by  either 
house,  becomes  law  on  July  31. 

2.  Under  Congress’  official  schedule  of  op- 
erations, the  session  should  be  adjourned  by 
July  31.  As  President,  Mr.  Truman  could 
not  logically  or  officially  assume  that  Con- 
gress would  remain  in  session  beyond  this 
legal  deadline. 

3.  This  gives  Plan  No.  27  an  important  ad- 
vantage. Congress  must  debate  it  near  the 
close  of  the  session.  For  this  reason,  it  may 
become  law  without  Congressional  action. 

4.  The  only  way  to  defeat  the  plan  is  for 
either  the  Senate  or  the  House  to  disapprove 
it  by  a majority  of  ALL  members,  not  just 
all  members  present  on  the  day  of  the  vote. 

The  new  Cabinet  post  would  include  chief- 
ly the  functions  now  under  the  Federal  Se- 
curity Agency,  headed  by  Oscar  Ewing,  who 
is  spending  most  of  his  time  and  effort  try- 
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ing  to  sell  the  American  people  on  socialized 
medicine.  If  the  new  cabinet  post  is  created, 
it  is  generally  conceded  that  Mr.  Truman 
will  ask  that  Ewing  head  it  up. 

Every  member  of  the  state  medical  asso- 
ciation should  write  his  Congressman  and 
Nebraska’s  two  Senators,  protesting  the  pas- 
sage of  this  plan. 

A.M.A.  MEMBERSHIP 

One  of  the  most  significant  actions  of  the 
House  of  Delegates  during  the  1950  Annual 
Session  was  its  vote  to  make  membership 
in  the  American  Medical  Association  a re- 
quirement for  membership  in  the  state  med- 
ical association  and  the  county  societies. 

In  the  future,  each  member  will  pay  his 
county  society,  state  association  and  AMA 
dues  to  his  county  society  secretary.  The 
state  and  AMA  dues  will  be  forwarded  to 
the  headquarters  office  in  Lincoln,  which 
will  then  send  the  AMA  dues  on  to  the  na- 
tional organization. 

This  action  was  taken  in  support  of  the 
AMA’s  present  fight  against  socialized  medi- 
cine and  its  future  activities. 

CODE  OF  COOPERATION 

The  second  meeting  of  the  Code  of  Cooper- 
ation Committees  was  held  June  9 in  Lin- 
coln. These  committees  consisted  of  repre- 
sentatives of  the  Nebraska  Press  Associa- 
tion, the  Nebraska  Broadcasting  Associa- 
tion, the  Nebraska  Hospital  Association  and 
the  Nebraska  State  Medical  Association. 

The  purpose  of  the  meeting  was  to  dis- 
cuss the  operation  of  the  Code,  which  was 
adopted  last  September,  and  to  determine 
ways  to  make  it  work  better.  All  present 
agreed  that  it  had  done  much  to  eliminate 
misunderstandings  between  the  four  groups ; 
all  were  enthusiastic  about  its  future. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
EIGHTEENTH  ANNUAL  ASSEMBLY 

October  23,  24,  2.5,  26,  27,  1950 
Hotel  Paxton  — Omaha,  Nebr. 

PARTIAL  LIST  OF  DISTINGUISHED  GUESTS 

J.  Burns  Amberson,  M.D.,  New  York,  New  York — 
Professor  of  Medicine,  College  of  Physicians  and 
Surgeons,  Columbia  University;  Visiting  Physician 
in  Charge,  Chest  Service,  Bellevue  Hospital 


Walter  P.  Blount,  M.D.,  Milwaukee,  Wisconsin — 
Orthopedic  Surgeon 

Nicholson  J.  Eastman,  M.D.,  Baltimore,  Mary- 
land— Professor  of  Obstetrics,  John  Hopkins  Uni- 
versity; Obstetrician-in-Chief,  Johns  Hopkins  Hos- 
pital 

Morris  Herman,  M.D.,  New  York,  New  York — 
Professor  of  Clinical  Psychiatry,  New  York  Univer- 
sity College  of  Medicine;  Attending  Psychiatrist, 
University  Hospital  (New  York  University-Bellevue 
Medical  Center;  Visiting  Psychiatrist,  Bellevue  Hos- 
pital (New  York  University-Bellevue  Medical  Cen- 
ter). 

Angus  D.  McLachlin,  M.D.,  London,  Ontario — 
Professor  and  Head  of  Department  of  Surgery,  Uni- 
versity of  Western  Ontario 

Edward  B.  D.  Neuhauser,  M.D.,  Boston,  Massa- 
chusetts— Radiologist,  The  Children’s  Medical  Cen- 
ter of  Boston;  Assistant  Professor  of  Radiology, 
Haiward  Medical  School 

Louis  H.  Newburgh,  M.D.,  Ann  Arbor,  Michigan 
— Professor  of  Clinical  Investigation,  University  of 
Michigan  Medical  School 

Donald  M.  Pillsbury,  M.D.,  Philadelphia,  Penn- 
sylvania— Professor  of  Dermatology  and  Syphil- 
University  of  Pennsylvania  School  of  Medi- 
cine 

C.  Wilbur  Rucker,  M.D.,  Rochester,  Minnesota — 
Associate  Professor  of  Ophthalmology,  Mayo  Foun- 
dation, University  of  Minnesota  Graduate  School 
of  Medicine;  Consultant  and  Head  of  Section  of 
Ophthalomology,  Mayo  Clinic 

Austin  Smith,  M.D.,  Chicago,  Illinois— Editor,  The 
Journal  of  the  American  Medical  Association 

Nathan  A.  Womack,  M.D.,  Iowa  City,  Iowa — Pro- 
fessor of  Surgery,  State  University  of  Iowa' College 
of  Medicine 

Wolf  W.  Zuelzer,  M.D.,  Detroit,  Michigan — Pro- 
fessor of  Pediatric  Research,  Wayne  University 
College  of  Medicine;  Associate  Pediatrician-in- 
Chief,  and  Director  of  Laboratories  Children’s  Hos- 
pital of  Michigan 

Guest  speakers  will  present  addresses,  clinics  and 
round  table  discussions  throughout  the  five  day 
meeting.  The  Friday  morning  program  will  in- 
clude a clinicopathologic  conference  and  a panel 
discussion  of  special  interest  to  all  practicing  physi- 
cians. 

Members  of  the  Society  will  present  individual 
lectures  on  timely  subjects  on  Wednesday,  and  on 
Tuesday  and  Thursday  will  participate  in  panel 
discussions  as  follows: 

1.  Jaundice 

2.  New  Drugs 

3.  Obstetric  Problems 

4.  Management  of  Advanced  Malignancy 

5.  Functional  and  Organic  Disorders  of  the  Colon 

6.  Gastrointestinal  Symptoms  Due  to  Extrinsic 
Organic  Etiology 

Scientific  and  technical  exhibits  and  daily  mo- 
tion pictures  will  again  have  their  place  on  the 
program. 

MEMBERS  OF  THE  AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE 

The  annual  sessions  of  the  Omaha  Mid-West  Clin- 
ical Society  have  been  given  an  A rating  by  The 
American  Academy  of  General  Practice.  Attend- 
ance at  this  meeting  is  accepted  for  credit  toward 
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the  fifty  hours  of  FORMAL  postgraduate  study 
which  is  required  every  three  yeai’s  for  continued 
membership  in  The  American  Academy  of  General 
Piactice. 

Make  your  plans  now  to  attend  the  full  five 
days  of  the  Eighteenth  Annual  Assembly  of  the 
Omaha  Mid-West  Clinical  Society — October  23rd  to 
27th,  inclusive. 

For  further  information  write  to  the  Omaha  Mid- 
West  Clinical  Society,  1031  Medical  Arts  Building. 


The  American  College  of  Physicians  announces 
that  a limited  number  of  Fellowships  in  Medicine 
will  be  available  from  July  1,  1951  to  June  30,  1952. 
These  Fellowships  are  designed  to  provide  an  op- 
portunity for  reseai’ch  training  either  in  the  basic 
medical  sciences  or  in  the  application  of  these 
sciences  to  clinical  investigation.  They  are  for  the 
benefit  of  physicians  who  are  in  the  early  stages 
of  their  preparation  for  a teaching  and  investiga- 
tive career  in  Internal  Medicine. 

The  stipend  will  be  from  $2,200  to  $3,200. 

Application  forms  will  be  supplied  on  request 
to  The  American  College  of  Physicians,  4200  Pine 
Street,  Philadelphia  4,  Pa.,  and  must  be  submitted 
in  duplicate  not  later  than  October  1,  1950. 


The  Fourth  Annual  Rocky  Mountain  Cancer  Con- 
ference will  be  held  in  Denver,  July  17  and  18, 
1950.  Headquarters  are  at  the  Shirley-Savoy  Hotel. 
No  registration  fee. 


A competitive  examination  for  appointment  of 
Medical  Officers  in  the  Regular  Corps  of  the  United 
States  Public  Health  Service  will  be  held  on  Octo- 
ber 9,  10  and  11,  1950.  Examinations  will  be  held 
at  a number  of  points  throughout  the  United 
States,  located  as  centrally  as  possible  in  relation 
to  the  homes  of  candidates.  Applications  must  be 
received  no  later  than  September  11,  1950. 


The  American  College  of  Physicians  will  conduct 
its  32nd  Annual  Session  at  St.  Louis,  Mo.,  April 
9-13,  inclusive,  1951.  Dr.  Ralph  Kinsella  of  St. 
Louis  is  the  General  Chairman  and  will  be  respon- 
sible for  local  arrangements  and  for  the  program 
of  Clinics  and  Panel  Discussions. 


The  American  Congress  of  Physical  Medicine 
will  hold  its  twenty-eighth  annual  scientific  and  clin- 
ical session  August  28,  29,  30,  31  and  September  1, 
1950  inclusive,  at  the  Hotel  Statler,  Boston,  Massa- 
chusetts. Scientific  and  clinical  sessions  will  be 
given  on  the  days  of  August  28,  29,  30,  31  and 
September  1,  1950.  All  sessions  will  be  open  to 
members  of  the  medical  profession  in  good  stand- 
ing with  the  American  Medical  Association.  In 
addition  to  the  scientific  sessions,  the  annual  in- 
struction seminars  will  be  held  August  28,  29,  30 
and  31. 

BUY  U.  S.  SAVING 
☆ ☆ ☆ BONDS  ☆ ☆ ☆ 


NEWS  and  VIEWS 


NEBRASKA  CHAPTER  AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE 

The  Nebraska  Chapter  of  the  American  Academy 
of  General  Practice  held  its  third  annual  meeting 
in  Lincoln  on  the  evening  of  the  4th  of  May.  The 
business  meeting  was  preceded  by  a dinner  in  the 
Lancaster  Room  of  the  Cornhusker  Hotel,  and  over 
thirty  members  and  guests  attended.  Honored 
guests  for  the  evening  were  Dr.  Charles  Sheets, 
President  of  the  Nebraska  State  Medical  Associa- 
tion, and  Mr.  Mac  Cahal,  Executive  Secretary  and 
General  Counsel  of  the  American  Academy  of  Gen- 
eral Practice. 


We  are  very  thankful  to  Dr.  J.  D.  McCarthy  for 
allotting  us  the  time  for  our  annual  meeting,  follow- 
ing the  very  interesting  Panel  Discussion  by  the 
Cornell  Group,  and  to  Mr.  Merle  Smith  for  being  so 
helpful  in  finding  us  a spot  for  our  exhibit. 


The  Omaha  District  Chapter  of  the  N.A.G.P.  have 
been  holding  their  monthly  meetings  in  local  hospi- 
tals. The  program  consists  of  papers  presented  by 
specialists  in  the  various  fields  of  Medicine  and 
Surgery,  and  have  been  interesting  and  educational. 


The  first  meeting  of  the  Board  of  Directors  of 
the  N.A.G.P.  was  held  at  the  Omaha  Athletic  Club 
on  May  18th.  Those  present  were  F.  J.  Mnuk,  J.  P. 
Gilligan,  Charles  Way,  Bernard  V.  Kenney,  Harvey 
D.  Runty,  Glen  D.  Whitcomb,  Don  E.  Baca,  Floyd 
C.  Nelson  and  W.  E.  Hungerford. 

Dr.  Runty  resigned  as  Chairman  of  the  Board,  as 
he  is  now  President  Elect,  and  Dr.  Way  was  ap- 
pointed as  the  new  Chairman  by  the  other  members 
of  the  Board.  Dr.  John  A.  Brown  of  Lincoln  was 
appointed  to  the  Board  to  fill  the  vacancy  created 
by  the  resignation  of  Dr.  Runty. 


Plans  are  being  made  to  hold  a one  day  scientific 
meeting  of  the  N.A.G.P.  some  time  this  Fall.  The 
exact  time  and  place  has  not  as  yet  been  decided 
upon — more  later  about  that. 


Plans  are  about  completed  for  a special  tour  to 
the  Hawaiian  Islands  for  members  of  the  Academy- 
following  the  1951  Assembly  in  March.  Watch  for 
full  information  concerning  the  trip  in  an  early  is- 
sue of  “GP.”  Here  is  a point  not  to  be  overlooked: 
If  our  colleagues  in  Hawaii  (we  have  fourteen  mem- 
bers there)  present  a clinical  program  for  the  Acad- 
emy members,  expenses  of  our  members  to  the 
Islands  may  be  deducted  for  income  tax  purposes. 
So — it  looks  like  it  might  be  worth  while  to  “follow 
the  sun  in  ’51!” 


The  American  Academy  of  General  Prac- 
tice requires  one  hundred  fifty  hours  of 
medical  study  every  three  years  for  con- 
tinued membership.  Fifty  of  these  hours 
must  be  in  attendance  at  formal  postgradu- 
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ate  courses.  The  remaining  one  hundred 
may  be  made  up  by  attendance  at  national, 
state  and  county  medical  society  scientific 
meetings.  Upon  the  strong  recommendation 
of  the  officers  of  the  Nebraska  Academy  of 
General  Practice,  to  the  Committee  on  Edu- 
cation and  to  our  National  Board  of  Direc- 
tors, they  have  classified  the  Omaha  Mid- 
VVest  meeting  as  class  A.  This  means  that 
attendance  at  the  meetings  is  accepted  for 
credit  towards  the  fifty  hours  of  formal 
postgraduate  study  required  every  three 
years  for  our  members.  To  me  this  is  one 
of  the  greatest  compliments  that  could  be 
given  these  meetings.  There  is  no  other 
meeting  of  that  type  so  accredited.  The 
Interstate  Postgraduate  Medical  Associa- 
tion of  North  America,  which  many  of  us 
have  considered  one  of  the  top  meetings, 
received  a B classification. 

HARVEY  D.  RUNTY,  M.D.,  Chairman. 

Board  of  Directors. 


WOMAN’S  AUXILIARY 


The  first  meeting  of  the  Interim  Committee  of 
the  Woman’s  Auxiliary  to  the  Nebraska  State  Medi- 
cal Association  was  held  at  the  home  of  our  State 
President,  Mrs.  Glenn  D.  Whitcomb,  Monday  after- 
noon, May  22. 

This  newly  created  committee  was  temporarily 
appointed  to  meet  letter-writing  demands  and 
extra-curricular  secretarial  activities,  which  are  ex- 
pected to  be  even  heavier  than  usual  during  this 
coming  year.  The  main  function  of  the  committee 
is  to  advise  and  assist  with  secretarial  duties,  to 
have  in  readiness  a group  to  go  into  action,  as  the 
need  arises,  and  to  be  prepared  to  fulfill  any  other 
requests  coming  from  national  and  state  head- 
quarters in  behalf  of  the  national  educational  cam- 
paign against  socialized  medicine. 

After  being  briefed  on  their  duties,  the  afternoon 
was  spent  reviewing,  classifying  and  filing  all  the 
literature  which  had  accumulated  during  the  past 
years.  This  material  is  to  be  placed  on  file  in  the 
State  Office  for  future  reference  by  the  officers  and 
members  of  the  auxiliary. 

Members  of  the  committee  are:  Mrs.  Chester  Far- 
rell, Chairman,  Mrs.  Clarence  Rubendall,  Mrs.  Mau- 
rice Grier,  Mrs.  Clifford  H.  Hansen,  Mrs.  Donald  J. 
Bucholz,  Mrs.  L.  W.  Lee,  and  Mrs.  Herbert  F.  Ger- 
ald. 

MRS.  G.  KENNETH  MUEHLIG. 

Press  and  Publicity  Chairman. 


Reports  of  the  state  medical  auxiliary  convention 
were  given  Wednesday  evening,  May  10,  when  the 
Auxiliary  to  the  Adams  County  Medical  Society  met 
for  dinner  at  the  Hastings  State  Hospital. 

Attending  the  convention  in  Lincoln  May  2-5  had 
been  the  president,  Mrs.  D.  W.  Kingsley,  Mrs.  G.  L. 
Pinney  and  Mrs.  A.  E.  Harrington,  all  of  Hastings, 
and  Mrs.  C.  E.  Abbott  of  Minden.  They  reported 


that  there  are  14  organized  auxiliaries  in  Nebraska 
with  a total  of  473  members. 

Details  of  the  nurse  recruitment  tea  given  by  the  v. 
Mary  Panning  School  of  Nursing  with  assistance  of 
the  auxiliary  were  related.  Mrs.  G.  Paul  Charlton 
presented  a resume  of  the  health  program  spon- 
sored last  week  by  the  YWCA. 

Fifteen  members  and  a guest,  Mrs.  J.  B.  Barthell 
of  Lincoln,  attended  the  dinner.  The  next  meeting 
will  be  in  the  fall. 

MRS.  L.  W.  RORK. 

MINUTES  OF  BOARD  OF  COUNCILORS 
MAY  2,  19.50 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Ted  Riddell  at  5 o’clock  in  the 
Lancaster  Room,  Hotel  Cornhusker,  Lincoln,  Ne- 
braska. 

The  following  members  were  present:  Drs.  Clay- 

ton Andrews,  J.  C.  Waddell,  W.  E.  Wright,  R.  T. 

Van  Metre,  R.  E.  Hariy,  A.  A.  Ashby,  R.  R.  Brady, 
Earl  F.  Leininger,  Harvey  L.  Clarke,  Jr.,  and  Ted 
Riddell. 

Also  present  were  Drs.  J.  D.  McCarthy,  R.  F. 
Decker,  R.  B.  Adams,  and  Mr.  M.  C.  Smith. 

The  minutes  of  the  Febi-uary  meeting  of  the 
Council  were  approved  as  published. 

The  following  names  which  had  been  presented  by 
local  county  societies  for  Honorary  Memberships 
were  read  by  Dr.  R.  R.  Brady,  Secretary  of  the 
Council: 

A.  N.  Howley.  M.D..  Norfolk.  Madison-Six  County 
O.  E.  Longacre,  M.D..  Rising  City.  Butler  County 
E.  T.  Manning.  M.D.  : John  Baptist.  M.D.,  and  John  R. 
Dyer,  M.D.,  Omaha,  Omaha-Douglas  County 

W.  R.  Boyer,  M.D.,  Pawnee  City,  Pawnee  County 
S.  B.  Kooi-y.  M.D.,  Schuyler.  Colfax  County 
Mary  MacVean.  M.D..  and  Wm.  Edmonds',  M.D..  Nebraska 
City,  Otoe  County 

Harry  Benson,  M.D.,  Oakland.  Burt  County 
H.  Winnett  Orr,  M.D.,  Lincoln.  Lancaster  County 
John  Victor  Reilly,  M.D.,  Grand  Inland,  Hall  County 
A.  E.  Buchanan,  M.D.,  Fremont,  Dodge  County 

A motion  was  made  by  Dr.  J.  C.  Waddell  that  we 
recommend  the  above  list  of  doctors  to  the  House 
of  Delegates  for  Honorary  Memberships  in  the  state 
association.  The  motion  was  seconded  by  Dr.  R.  T. 

Van  Metre. 

General  discussion  followed  as  to  the  interpreta- 
tion of  the  sections  in  the  Constitution  and  By-Laws 
pertaining  to  honorary  memberships.  A suggestion 
was  made  that  perhaps  some  other  method  could  be 
inaugurated  to  honor  those  doctors  who  would  not 
want  to  cease  active  participation  in  the  associa- 
tion’s activities  but  who,  in  the  opinion  of  their  local 
county  societies,  had  rendered  outstanding  service 
to  the  association.  Too,  the  question  of  necessary 
amendments  to  both  Constitution  and  By-Laws, 
should  such  a plan  be  worked  out,  was  debated  and 
it  was  decided  to  table  the  motion  until  Dr. 
McCarthy  could  again  be  called  into  the  meeting. 

Dr.  Riddell  called  for  nominations  for  a member 
of  the  Board  of  Trustees  to  be  elected  by  the  Coun- 
cil. 

Dr.  G.  E.  Peters  was  nominated  and  a motion  was 
made  that  the  nominations  be  closed.  The  motion 
was  seconded  and  carried. 

A motion  was  made  that  the  chair  be  instructed 
to  cast  the  unanimous  ballot  of  the  Council  for  Dr. 

G.  E.  Peters  as  a member  of  the  Board  of  Trustees. 

The  motion  was  ?ecpn^ed  and  carried. 

III,’ 
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Nominations  for  a member  of  the  Medicolegal 
Advice  Committee  were  called  for  by  the  chair.  Dr. 
R.  B.  Adams  was  nominated  to  succeed  himself,  and 
a motion  was  made  that  the  nominations  be  closed. 
The  motion  was  seconded  and  carried. 

A motion  was  made  that  the  secretary  cast  the 
unanimous  ballot  of  the  Council  for  Dr.  R.  B.  Adams 
as  a member  of  the  Medicolegal  Advice  Committee. 
The  motion  was  seconded  and  carried. 

The  election  of  a member  of  the  Council  on  Pro- 
fessional Ethics  was  the  next  oixler  of  business  and 
Dr.  K.  S.  J.  Hohlen  was  nominated  to  succeed  him- 
self. 

A motion  was  made  that  the  nominations  be 
closed  and  the  secretary  cast  the  unanimous  ballot 
for  Dr.  K.  S.  J.  Hohlen  as  a member  of  the  Council 
on  Professional  Ethics  for  a term  of  5 years.  The 
motion  was  seconded  and  carried. 

Discussion  was  resumed  relative  to  recommenda- 
tions for  honorary  memberships  and  it  was  the 
opinion  of  the  group  that  careful  consideration 
should  be  given  any  plan  presented  and  that  the 
names  submitted  by  the  various  component  county 
societies  should  be  studied  by  a special  committee 
at  the  next  meeting. 

Dr.  J.  C.  Waddell,  with  the  consent  of  Dr.  Van 
Metre,  withdrew  his  original  motion  w'hich  recom- 
mended the  list  of  doctors  for  honorary  member- 
ships. 

A motion  wms  made  that  the  matter  of  honorary 
memberships  be  tabled  until  the  sections  on  Honor- 
ary Memberships  be  clarified  by  the  Committee  on 
Constitution  and  By-Laws.  The  motion  was  sec- 
onded and  carried. 

Dr.  Riddell  appointed  the  following  committee  to 
study  the  matter  and  check  with  the  Committee  on 
Constitution  and  By-Laws: 

Dr.  Clayton  Andrews,  Chairman  ■ 

Dr.  Earl  Leininger 

Dr.  Harvey  Clarke,  Jr. 

A motion  was  made  to  adjourn  until  9 o’clock 
Wednesday,  May  3. 


BOARD  OF  COUNCILORS 
MAY  3,  1950 

The  Board  of  Councilors  held  their  second  session 
in  the  Lancaster  Room,  Hotel  Cornhusker,  Lincoln. 
The  meeting  was  called  to  order  by  Dr.  Ted  Riddell, 
President. 

The  following  members  were  present:  Drs.  Clay- 
ton Andrews,  J.  C.  Waddell,  W.  E.  Wright,  R.  T. 
Van  Metre,  R.  E.  Harry,  A.  A.  Ashby,  R.  R.  Brady, 
C.  H.  Sheets,  Earl  F.  Leininger,  Harvey  L.  Clarke 
and  Ted  Riddell. 

Also  present  were  Drs.  J.  D.  McCarthy,  R.  B. 
Adams  and  R.  F.  Decker. 

The  minutes  of  the  first  session  were  read  by  Dr. 
Brady  and  approved  as  read. 

Dr.  Riddell  called  for  a report  from  the  special 
committee  appointed  at  yesterday’s  session  to  study 
the  provisions  for  honorary  memberships  and  to 
check  with  the  Committee  on  Constitution  and  By- 
Law's. 

Dr.  Andrews  stated  that  as  a result  of  their  study 
and  talk  with  the  Committee  on  Constitution  and 
By-Laws  it  was  the  committee’s  thought  that  the 
matter  should  be  handled  in  the  following  manner: 


(1)  For  those  persons  who  have  become  inactive 
either  because  of  old  age  or  physical  disability  or 
financial  disability,  a Life  Membership  be  granted 
and  with  these  life  memberships  they  would  not  pay 
dues.  (2)  That  the  Honorary  Memberships  be  held 
for  those  persons  who  have  rendered  distinguished 
seiwice  to  their  county  society  or  state  association. 
It  would  include  those  men  who  have  made  their 
name  known  throughout  the  country  in  professional  • 
work.  In  honorary  memberships  dues  would  be  paid 
because  a great  many  of  these  physicians  would  like 
to  retain  their  participation  in  state  association  ac- 
tivities. For  the  present  time  the  men  who  would 
fall  into  this  group  could  be  given  the  Distinguished 
Service  Certificate  which  is  already  printed  and 
which  we  give  to  each  retiring  president. 

General  discussion  ensued  and  it  was  the  opinion 
of  the  Council  that  this  would  require  further  study; 
also,  that  the  final  plans  should  include  the  provi- 
sion that  each  individual  doctor  should  send  a letter 
requesting  such  life  memberships  which  would  be 
approved  by  the  county  society. 

A motion  was  made  by  Dr.  Andrews  that  the 
chair  appoint  a committee  for  the  study  of  these 
problems,  keeping  in  mind  the  points  and  recom- 
mendations discussed,  and  that  a report  be  brought 
to  the  Mid-Winter  Meeting  of  the  Council.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Riddell  reappointed  Drs.  Clayton  Andrews, 
Earl  Leininger  and  Harvey  Clarke,  Jr.,  for  this  com- 
mittee. 

A motion  was  made  that  the  names  presented  for 
Honorary  Memberships  be  considered  individually 
and  proper  action  taken.  The  motion  was  seconded 
and  carried. 

A.  N.  Howley,  Norfolk,  Madison  Six  County — A 
motion  was  made  that  Dr.  Howley’s  name  be  de- 
ferred and  no  action  taken.  The  motion  was  sec- 
onded and  carried. 

O.  E.  Longacre,  Rising  City,  Butler  County — A 
motion  was  made,  seconded  and  carried  that  Dr. 
Longacre’s  name  be  deferred  and  no  action  taken. 

E.  T.  Manning,  John  Baptist  and  John  R.  Dwyer, 
all  of  Omaha,  Omaha-Douglas  County — A motion 
was  made  that  Drs.  Manning,  Baptist  and  Dwyer  be 
recommended  to  the  House  of  Delegates  for  Honor- 
ary Memberships.  The  motion  was  seconded  and 
carried. 

S.  B.  Koory,  Schuyler,  Colfax  County — A motion 
was  made  and  seconded  that  Dr.  Koory’s  name  be 
deferred  for  another  year.  The  motion  was  carried. 

Mary  MacVean  and  Wm.  Edmonds,  Nebraska 
City,  Otoe  County — A motion  was  made  and  sec- 
onded that  Drs.  MacVean  and  Edmonds  be  recom- 
mended to  the  House  of  Delegates  for  Honorary 
Memberships.  The  motion  carried. 

John  Victor  Reilly,  Grand  Island,  Hall  County — A 
motion  was  made  that  Dr.  Reilly  be  recommended 
to  the  House  of  Delegates  for  Honorary  Member- 
ship. The  motion  was  seconded  and  carried. 

H.  Winnett  Orr,  Lincoln,  Lancaster  County  and 
Harry  Benson,  Oakland,  Burt  County — ^A  motion 
was  made  that  Drs.  Orr  and  Benson  be  recom- 
mended to  the  House  of  Delegates  to  receive  Dis- 
tinguished Service  Certificates.  The  motion  was 
seconded  and  carried. 

W.  R.  Boyer,  Pawnee  City,  Pawnee  County — A 
motion  was  made  and  seconded  that  Dr.  Boyer’s 
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name  be  deferred  and  no  action  taken.  The  motion 
carried. 

A.  E.  Buchanan,  Fremont,  Dodge  County — A mo- 
tion was  made  that  the  name  of  Dr.  Buchanan  be 
recommended  to  the  House  of  Delegates  for  Honor- 
ary Membership.  The  motion  was  seconded  and 
carried. 

Two  additional  names,  Drs.  G.  A.  Heath  and  Wm. 
C.  Peterson,  were  presented  for  Honorary  Member- 
ships by  the  Jefferson  County  Medical  Society.  A 
motion  was  made  and  seconded  that  these  physi- 
cians’ names  be  deferred  until  further  information 
could  be  obtained.  The  motion  carried. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 


BOARD  OF  COUNCILORS 
MAY  4,  1950 

The  third  session  of  the  Board  of  Councilors  was 
held  May  4,  1950,  in  the  State  Suite,  Hotel  Com- 
husker,  Lincoln,  Nebraska.  The  meeting  was  called 
to  oi-der  by  Dr.  Ted  Riddell,  President,  with  the  fol- 
lowing members  present:  Drs.  Ted  Riddell,  J.  C. 
Waddell,  Harvey  Clarke,  Earl  Leininger,  A.  A. 
Ashby,  R.  T.  Van  Meter,  Wm.  Wright,  R.  E.  Harry, 
Clayton  Andrews,  R.  R.  Brady. 

The  minutes  of  the  May  3rd  session  were  read  and 
approved. 

Dr.  Earl  Leininger  was  nominated  as  President  of 
the  Council  and  a motion  was  made  by  Dr.  Wm. 
Wright  that  the  nominations  be  closed  and  Dr.  Lein- 
inger be  declared  elected  President  of  the  Council. 
The  motion  was  seconded  by  Dr.  A.  A.  Ashby  and 
carried. 

There  was  no  unfinished  business  or  new  business 
to  be  transacted. 

A motion  was  made  to  adjourn.  The  motion  was 
seconded  and  carried. 


HOUSE  OF  DELEGATES 
May  1.  2.  3.  and  4,  1950 


Session 

County  1st  2nd  3rd  4th 

FILLMORE— 

V.  V.  Smrha,  Milligan  (D) 

A.  A.  Ashby,  Geneva  (A) 

FIVE  COUNTY— 

J.  W.  Levey,  Winnebago  (D) 

C.  E.  Buhl,  Pender  (A| 

W.  Benthack,  Wayne  (D) 

R.  M.  Matron,  Wayne  (A) 

R.  P.  Carroll,  Laurel  (D) 

F.  G.  Dewey.  Coleridge  (A)  — 

C.  M.  Coe,  Wakefield  (D) 

R.  E.  Bray,  Ponca  (A) 

FRANKLIN- 
FOUR  COUNTY— 

M.  M.  Sullivan,  Spalding  (D)^ 

GAGE— 

W.  W.  Waddell,  Beatrice  (D)_ 

Harvey  D.  Runty,  Beatrice  (A) 
GARDEN-KEITH-PERKINS— 

John  L.  McFee,  Ogallala  (D)_ 

F.  M.  Bell,  Grant  (A) 

HALL— 


W.  D.  McGrath,  Grand  Island  (D) P P P 

K.  F.  McDermott,  Grand  Lsland  (A) 

HAMILTON— 

J.  M.  Woodward,  Aurora  (D) P 

C.  M.  Troester,  Harrington  (A). 

HARLAN— 

K.  C.  McGrew,  Orleans  (D) P P 

Paul  I.  Ekart.  Alma  (A) 

HOLT  AND  NORTHWEST— 

Wilber  Johnson,  Valentine  (D) 

Thomas  Deakin,  Valentine  (A) P P P 


HOWARD— 

J.  Y.  Racines,  Palmer  (D) 

R.  W.  Hanisch,  St.  Paul  (A) 

JEFFERSON— 

JOHNSON— 

E.  VanAckerman,  Tecumseh  (D) P 

L.  J.  Chadek.  Tecumseh  (A) 

LANCASTER— 

E.  S.  Wegner.  Lincoln  (D) 

R.  E.  Garlinghouse,  Lincoln  (A) 

Fritz  Teal,  Lincoln  (D) 

J.  C.  Peterson,  Lincoln  (A) 

H.  S.  Morgan.  Lincoln  (D) 

W.  W.  Carveth,  Lincoln  (A) 

E.  W.  Hancock,  Lincoln  (D) 

E.  E.  Angle,  Lincoln  (A) 

LINCOLN— 


Edw.  Stevenson,  North  Platte  (D) P P P 

MADISON  SIX 

A.  C.  Barry,  Norfolk  (D) P P 

A.  J.  Schwedhelm.  Norfolk  (A) 

W.  W.  Graham.  Elgin  (D) P P P P 

E.  E.  Curtis,  Neligh  (A) 

W.  I.  Devers,  Pierce  (D) P 

John  Calvert.  Pierce  (A) 

J.  D.  Reid.  Pilger  (D) P 

H.  S.  Tennant,  Stanton  (A1 


County  1st  2nd  3rd  4th 

ADAMS— 

BOONE— 

Donald  Dickson.  Albion  (D) P 

J.  E.  Davis,  Albion  (A) 

BOX  BUTTE— 

Robert  J.  Morgan.  Alliance  (D) P P 

Wm.  Howell.  Hyannis  (A) 

BUFFALO— 

Dan  A.  Nye.  Kearney'  (D) P P 

T.  S.  Elliott,  Kearney  (A) 

BURT— 

I.  Lukens.  Tekamah  (D) P P P 


L.  E.  Sauer.  Tekamah  (A) 

BUTLER— 

D.  E.  Burdick,  David  City  (D) 
L.  G.  Ekeler.  David  City  (A)_ 
CASS— 


R.  R.  Andersen.  Nehawka  (D| P P 

CHEYENNE-KIMBALL-DEUEL— 

E.  H.  Grimm.  Sidney  (Dl P 

H.  A.  Cook.  Sidney  (A| 

CLAY— 

H.  V.  Nuss,  Sutton  (D) P P P 

COLFAX— 

H.  Dey  Myers,  Schuyler  (D) 

G.  F.  Kolouch,  Schuyler  (A) 

CUSTER— 

R.  D.  Bryson.  Callaway  (D) P P P P 

Theo.  Koefoot,  Jr..  Broken  Bow  (A) 

DAWSON— 

R.  S.  Wycoff.  Le.x'ngton  (D) P P P P 

W.  Anderson.  Lexington  I A) 

DODGE— 

Robert  Reeder.  Fremont  (D) P P P 

D.  B.  Wengert.  Fremont  (A) P 


R.  H.  Kohtz.  Bloomfield  (D) P P P P 

Wm.  E.  Wright.  Creighton  (A) 

I.  L.  Thompson.  We^t  Point  (D) 

J.  W.  Vincent.  West  Point  (A) 

MERRICK— 

NANCE — 


Homer  Davis.  Genoa  (D) P P 

NEMAHA— 

Edgar  Cline.  Auburn  (Dl 

R.  C.  Fenstermacher,  Auburn  (A) P 

NOPTHWWESTERN  NEBRASKA— 

H.  V.  Crum.  Rushville  (Dl P P 

W.  K.  Wolfe,  Gordon  (A) 

NUCKOLLS— 

Arnold  Webman,  Superior  (Dl P P P 

Bryon  L.  Brown,  Superior  (A) 

OMAHA-DOUGLAS— 

Sven  Isacson.  Omaha  (Dl 

T.  T.  Smith.  Omaha  (A1 P P P P 

Payson  Adams.  Omaha  (D) P P P P 

Leo  Hughes.  Omaha  (A1 

Paul  S.  Read.  Omaha  ((Dl P P P P 

Meyer  Beber,  Omaha  (A) 

Charles  Shramek.  Omaha  (Dl P P 

A.  C.  Johnson.  Omaha  (A1 

W.  J.  McMartin.  Quiaha  (D) P P P P 

C.  P.  Hankins.  Omaha  (A1 

A.  J.  Offerman,  Omaha  (Dl P P P P 

H.  J.  Lehnhoff.  Omaha  (A1 

Harley  Anderson.  Omaha  (Dl P P P 

Frank  .Swenson,  Omaha  (A1 

James  Bradley,  Omaha  (Dl P P P P 

W.  R.  Hamsa,  Omaha  (A1 

OTOE— 

W.  C.  Kenner.  Nebraska  City  (Dl P P P 

D.  D.  Stonecypher,  Nebraska  City  (A). 

PAWNEE— 

A.  B.  Anderson.  Pawnee  City  (D) P P P P 


P P 


P P P 
P P P 


P P P P 

P P P 


P P P P 
P P P P 
P P P P 
P P P P 
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Session 

County  1st  2nd  3rd  4th 

PHELPS— 

H.  A.  McConahay,  Holdrege  (D) P 

PLATTE— 

E-  E.  Koebbe,  Columbus  |D) P P P P 

C.  H.  Campbell,  Columbus  (A) 

POLK— 

RICHARDSON— 

Wm.  Shook.  Shubert  (D) P P P 

E.  E.  Lenneman.  Falls  City  (A) 

SALINE— 

Paul  J.  Huber.  Crete  (D) P P P 

F.  Travnicke.  Wilber  (A) 

SAUNDERS— 

W.  W.  Noyes,  Ceresco  (D) P P P P 

D.  C.  Kent,  Wahoo  (A) 

SCOTTS  BLUFF— 

H.  A.  Blackstone,  Bridgreport  (D) P P P P 

W.  C.  Harvey,  Sr.,  Gering  (A) 

SEWARD— 

C.  F.  Hille,  Beaver  Crossing  (D) P 

W.  Ray  Hill.  Milford  (A) 

SOUTHWESTERN  NEBRASKA- 

Fay  Smith,  Imperial  (D) P P P P 

THAYER— 

F.  A.  Mountford,  Davenport  (D) P P P 

Paul  A.  Reed,  Dcshler  (A) 

WASHINGTON— 

Morris  Nielsen.  Blair  (D) P P P P 

C.  D.  Howard,  Blair  (A) 

WEBSTER— 

YORK— 

H.  O.  Bell,  York  (D) P 

R.  E.  Harry,  York  (A) 


MINUTES  OF  HOUSE  OF  DELEGATES 
MEETING 
MAY  1,  1950 

The  first  meeting  of  the  House  of  Delegates  was 
held  in  the  Lancaster  Room,  Hotel  Cornhusker,  Lin- 
coln, Nebraska.  Thirty-four  members  were  present. 

The  meeting  was  called  to  order  by  Dr.  Rudolph 
F.  Decker,  Speaker  of  the  House  of  Delegates,  at 
2 p.m. 

First  order  of  business  was  the  report  of  the 
Committee  on  Credentials;  and  Dr.  E.  W.  Hancock 
read  the  following  report: 

May  1,  1950 

The  Credentials  Committee  met  and  examined  the 
credentials  as  sent  in  by  the  county  societies  and 
recommends  to  the  House  of  Delegates  that  this  list 
made  from  the  credentials  be  accepted  as  the  offi- 
cial roll  call  of  the  House  of  Delegates. 

This  committee  further  recommends  that  the 
names  of  Drs.  H.  A.  McConahay,  Holdrege,  Phelps 
County  and  A.  B.  Anderson,  Pawnee  City,  Pawnee 
County,  be  added  as  certified  delegates  from  their 
respective  county  societies. 

E.  W.  Hancock,  M.D. 

A motion  was  made  and  seconded  that  the  report 
of  the  Credentials  Committee  be  accepted.  The  mo- 
tion carried. 

The  minutes  of  the  last  session  were  called  for  by 
the  chair  and  Dr.  Adams  stated  he  would  be  glad  to 
read  them  but  they  had  been  published  in  the  Ne- 
braska State  Medical  Journal. 

A motion  was  made  and  seconded  that  the  min- 
utes of  the  last  session  of  the  House  of  Delegates  be 
approved  as  published.  The  motion  carried. 

Dr.  Decker  stated  the  next  order  of  business  was 
the  appointment  of  reference  committees  and  read 
the  following  list  of  reference  committees,  subject 
to  the  ratification  of  the  House  of  Delegates: 

Reference  Committee  No.  1 — Report  of  Officers: 
Drs.  R.  D.  Bryson,  Robert  Reeder,  F.  A.  Mountford. 
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Reference  Committee  No.  2 — Council:  Walter 
Benthack,  B.  H.  Grim  and  Harley  Anderson. 

Reference  Committee  No.  3 — Constitution  and 
By-Laws:  Drs.  R.  S.  Wycoff,  Paul  Read,  W.  W.  Gra- 
ham. 

Reference  Committee  No.  4 — Voluntary  Prepay- 
ment Plans:  Drs.  Payson  Adams,  E.  E.  Koebbe, 
R.  H.  Kohtz. 

Reference  Committee  No.  5 — Planning  Commit- 
tee: Drs.  Paul  J.  Huber,  Fritz  Teal,  T.  T.  Smith. 

Reference  Committee  No.  6 — Miscellaneous  Com- 
mittee Reports:  Drs.  H.  A.  Blackstone,  J.  M.  Wood- 
ard, W.  D.  McGrath. 

Reference  Committee  No.  7 — Public  Health:  Drs. 
W.  C.  Kenner,  W.  W.  Noyes,  Chas.  Shramek. 

A motion  was  made  that  the  list  of  appointments 
be  approved  as  read.  The  motion  was  seconded  and 
carried. 

A five  minute  recess  was  called  by  the  chair  for 
the  purpose  of  selecting  a Nominating  Committee. 

The  meeting  was  again  called  to  order  by  the 
chair. 

Delegates  from  each  councilor  district  were  asked 
to  name  their  selection  for  their  district.  These 
selections  were  as  follows: 

1st  District — Paul  Read,  M.D.,  Omaha 
2nd  District — Fritz  Teal,  M.D.,  Lincoln 
3rd  District — H.  D.  Runty,  M.D.,  Beatrice 
4th  District — Walter  Benthack,  M.D.,  Wayne 
5th  District — Robert  Reeder.  M.D.,  Fremont 
6th  District — W,  W.  Noyes.  M.D.,  Ceresco 
7th  District — Paul  Huber,  M.D.,  Crete 
8th  District — T.  W.  Deakin,  M.D.,  Valentine 
9th  District — R.  S.  Wycoff,  M.D.,  Lexington 
10th  District — Fay  Smith,  M,D..  Imperial 
11th  District — John  L.  McFee.  M.D.,  Ogallala 
12th  District — B.  H.  Grimm,  M.D.,  Sidney 

A motion  was  made  that  these  men  be  selected  as 
the  Nominating  Committee.  The  motion  was  sec- 
onded and  carried. 

Dr.  Adams  asked  permission  of  the  floor  and 
introduced  Dr.  John  Harger,  formerly  of  Chicago, 
now  residing  and  practicing  at  St.  Edwards,  Ne- 
braska. Dr.  Harger  spoke  briefly  to  the  House. 

Dr.  Adams  also  introduced  Mrs.  C.  Fred  Ferciot, 
President  of  the  Woman’s  Auxiliary  of  the  Nebras- 
ka State  Medical  Association. 

Mrs.  Ferciot  thanked  the  House  of  Delegates  for 
the  honor  of  being  invited  before  this  body  and  read 
her  report  of  activities  for  the  past  year. 

A motion  was  made  that  the  House  of  Delegates 
extend  their  appreciation  and  confidence  to  Mrs. 
Ferciot  in  behalf  of  the  Auxiliary  and  pledge  their 
cooperation  and  continued  support.  The  motion  was 
seconded  and  carried. 

The  chair  announced  that  after  each  reference 
committee-  was  organized  it  should  contact  Mr. 
Smith  and  give  him  the  time  and  place  of  their 
meeting  in  order  that  such  information  could  be 
placed  on  the  bulletin  board  so  that  the  members 
would  know  exactly  where  and  when  the  committees 
would  meet. 

Dr.  Adams  asked  for  a show  of  hands  to  ascertain 
how  many  would  attend  the  Sportsman’s  Dinner  at 
the  Hillcrest  Country  Club. 

Mr.  Smith  asked  permission  of  the  floor  and 
introduced  Mr.  Harvey  Sethman,  Executive  Secre- 
tary of  the  Colorado  State  Medical  Society.  Mr. 
Sethman  brought  greetings  from  the  Colorado  soci- 
ety and  expressed  appreciation  for  the  hospitality 
extended  him. 
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Dr.  J.  D.  Bradley  read  the  following  resolution: 

“WHEREAS,  the  Nebraska  State  Medical  Association  is  a 
constituent  society  of  the  American  Medical  Association,  and 

■'WHEREAS,  members  of  the  American  Medical  Association 
now  must  pay  dues  to  retain  their  membership,  and 

“WHEREAS,  the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  believe  that  members  of  the  association 
and  its  component  societies  should  be  members  of  the  Ameri- 
can Medical  Association. 

“THEREFORE  BE  IT  RESOLVED,  that  to  be  eligible  for 
membership  in  the  Nebraska  State  Medical  Association  a 
physician  must  be  a member  of  his  component  medical  society 
and  a member  of  the  American  Medical  Association,  and 

“BE  IT  FURTHER  RESOLVED,  that  a copy  of  this  resolu- 
tion be  transmitted  to  the  Secretary  of  the  American  Medical 
Association  and  to  the  secretaries  of  all  constituent  ttate 
medical  societies.” 

The  chair  ruled  that  the  foregoing  resolution 
would  be  referred  to  Reference  Committee  No.  3 — 
Constitution  and  By-Laws. 

Dr.  Earle  Johnson,  Chairman  of  the  Committee  on 
Constitution  and  By-Laws,  read  the  committee’s  re- 
port which  included  several  recommended  changes 
in  the  present  By-Laws  of  the  Nebraska  State  Medi- 
cal Association. 

The  chair  ruled  that  these  amendments  should  lay 
on  the  table  for  a day  and  that  they  be  referred  to 
Reference  Committee  No.  3 — Constitution  and  By- 
Laws. 

The  chair  called  for  additional  committee  reports. 
Dr.  Floyd  Rogers,  Chairman,  read  that  part  of  the 
Planning  Committee  report  which  dealt  with  the 
plan  of  activities  for  the  coming  year  and  the  fee 
schedule. 

The  chair  ruled,  with  the  consent  of  the  House, 
that  this  report  would  be  referred  to  Reference 
Committee  No.  5 — Planning  Committee. 

The  chair  asked  Dr.  Harold  Morgan  to  read  the 
Supplementary  Report  of  the  M.C.H.  Committee. 

Dr.  Decker  stated  this  report  would  be  referred 
to  Reference  Committee  No.  4. 

Dr.  A.  B.  Anderson  read  that  part  of  the  Supple- 
mentary Report  of  the  Planning  Committee  which 
pertained  to  redistricting  of  councilor  districts. 

The  chair  mled  this  part  of  the  report  would  be 
referred  to  Reference  Committee  No.  3 — Constitu- 
tion and  By-Laws. 

Dr.  Fay  Smith  presented  the  outline  and  activities 
of  proposed  health  councils  suggested  by  the  Plan- 
ning Committee  and  incorporated  as  part  of  their 
report. 

This  part  of  the  Planning  Committee  report  was 
referred  to  Reference  Committee  No.  5 — Planning 
Committee. 

Dr.  A.  J.  Offerman,  President  of  Nebraska  Medi- 
cal Service,  gave  the  annual  report  of  this  organiza- 
tion. 

The  chair  ruled  the  report  would  be  considered  by 
Reference  Committee  No.  4 — Voluntary  Prepayment 
Plans. 

Dr.  Decker  appointed  Dr.  H.  D.  Runty  temporary 
Chairman  of  the  Nominating  Committee  and  sug- 
gested that  this  committee  should  meet  immediately 
after  the  adjournment  of  the  House  of  Delegates  to 
organize  and  set  the  time  and  place  of  future  meet- 
ings; also,  that  this  information  should  be  read  at 
the  general  sessions  possibly  twice  a day  in  order 
that  the  members  of  the  association  might  have  a 
chance  to  appear  before  this  group. 

Dr.  B.  H.  Grimm  asked  permission  of  the  floor  to 
present  a guest  from  out  of  the  state. 

A motion  was  made  that  Dr.  Grimm  be  permitted 
to  present  his  guest.  The  motion  was  seconded  and 
carried. 


Dr.  Grim  introduced  Harry  Northam,  Executive 
Secretary  of  the  Association  of  American  Physicians 
and  Surgeons,  Chicago,  Illinois.  Mr.  Northam  ex- 
plained the  purpose  and  objectives  of  the  Associa- 
tion of  American  Physicians  and  Surgeons  and 
answered  questions  asked  by  several  members  of 
the  House  relative  to  their  program. 

A motion  was  made  that  the  House  of  Delegates 
of  the'  Nebraska  State  Medical  Association  approve 
the  objectives  and  principles  of  the  Association  of 
American  Physicians  and  Surgeons.  The  motion 
was  seconded  and  the  chair  ruled  this  matter  should 
be  referred  to  Reference  Committee  No.  2 — Council. 

It  was  the  consensus  of  the  House  that  the  differ- 
ent reference  committees  should  report  back  to  the 
House  just  as  soon  as  they  could  and  that  possibly 
some  might  be  able  to  give  their  report  at  the  Tues- 
day session. 

The  House  stood  adjourned  until  12:30  Tuesday, 
May  2nd. 


HOUSE  OF  DELEGATES 
MAY  2,  1950 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  at  12:30  p.m.  by  Dr.  Rudolph  F. 
Decker,  Speaker  of  the  House  of  Delegates,  in  the 
Lancaster  Room,  Hotel  Cornhusker,  Lincoln.  Forty- 
five  members  were  present. 

Dr.  R.  B.  Adams  read  the  minutes  of  the  first 
session  of  the  House  and  there  being  no  corrections 
the  chair  ruled  they  would  stand  approved  as  read. 

Dr.  Decker  announced  that  the  matter  of  a resolu- 
tion approving  the  objectives  and  principles  of  the 
Association  of  American  Physicians  and  Surgeons 
which  w'as  referred  yesterday  to  Reference  Commit- 
tee No.  2 — Council,  should  be  rereferred  to  Refer- 
ence Committee  No.  6 — Miscellaneous  Committee 
Reports. 

Dr.  Decker  further  announced  that  Dr.  B.  H. 
Grimm  was  called  home  due  to  serious  illness  of  his 
father  and,  consequently,  the  chair  would  appoint 
Dr.  Eugene  Van  Ackeran  to  replace  Dr.  Grimm  on 
Reference  Committee  No.  2 — Council. 

Dr.  Earle  Johnson  read  the  balance  of  the  report 
of  the  Committee  on  Constitution  and  By-Laws 
which  included  one  amendment  to  the  Constitution 
and  several  more  changes  in  the  By-Laws. 

Dr.  A.  J.  Offerman  was  given  permission  of  the 
floor  and  read  an  amendment  to  the  By-Laws  which 
pertained  to  the  duties  of  the  president. 

The  chair  ruled  that  the  proposed  amendment  to 
the  Constitution  would  lay  on  the  table  for  one  year. 

The  chair  further  ruled  that  the  proposed  By-Law 
changes  read  by  Dr.  Earle  Johnson  would  be  consid- 
ered a part  of  his  first  report  and  would  be  referred 
to  Reference  Committee  No.  3 — Constitution  and 
By-Law's. 

Dr.  Decker  asked  the  House  if  they  would  be  will- 
ing to  have  the  By-Law  change  read  by  Dr.  Offer- 
man  referred  to  the  proper  committee  in  order  that 
it  might  be  acted  upon  with  the  rest  of  the  changes. 
It  was  the  wish  of  the  House  that  this  change  be 
referred  immediately  and  the  chair  then  ruled  it 
would  also  go  to  Reference  Committee  No.  3 — Con- 
stitution and  By-Laws. 

Dr.  Blackstone,  Chairman  of  Reference  Commit- 
tee No.  6,  called  attention  to  the  fact  that  a'  motion 
was  made  and  seconded  to  appi'ove  the  objectives 
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and  principles  of  the  Association  of  American  Phy- 
sicians and  Surgeons.  He  stated  the  committee  had 
studied  these  objectives  and  it  seemed  logical  to 
them  that  this  should  come  up  for  a vote,  if  that 
was  the  will  of  the  House. 

The  chair  ruled  this  matter  should  be  brought  up 
later  when  reports  of  reference  committees  were 
called  for. 

Dr.  Payson  Adams  read  the  following  resolution: 

To  the  Speaker  and  House  of  Delegates  of  Nebraska  State 
Medical  Association  : 

WHEREAS:  Chapter  III,  Article  VI,  Section  6.  of  the  re- 
cently adopted  revised  Principles  of  Ethics  of  the  American 
Medical  Association  reads : 

"PURVEYAL  OF  MEDICAL  SERVICE" 

Section  6. — “A  physician  should  not  dispose  of  his  profes- 
sional attainments  or  services  to  any  hospital,  lay  body,  or- 
ganization, group  or  individual,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions  which  permit 
exploitation  of  the  services  of  the  physician  for  the  financial 
profit  of  the  agency  concerned.  Such  a procedure  is  beneath 
the  dignity  of  professional  practice  and  is  harmful  alike  to 
the  profession  of  medicine  and  the  welfare  of  the  people." 

WHEREAS : A committee  of  the  House  of  Delegates  of  the 
American  Medical  Association  reported  to  that  body  regarding 
the  Practice  of  Medicine  by  Hospitals  while  the  House  was 
in  annual  session  at  Atlantic  City  in  June  1949,  and 

WHEREAS : One  paragraph  of  this  report  reads  as  follows : 
"Therefore  hospitals  and  medical  schools  cannot  charge  pa- 
tients fees  for  medical  services  rendered  by  physicians  even 
though  the  physicians  are  full  time  employees  of  an  in- 
dividual or  institution  and 

WHEREAS : This  report  was  adopted  by  the  American  Med- 
ical Association  House  of  Delegates  and  the  Trustees  of  the 
American  Medical  Association  were  instructed  to  enforce  the 
principles  and  obligations  involved. 

THEREFORE.  BE  IT  RESOLVED : The  House  of  Dele- 

gates of  the  Nebraska  Stat®  M^'dical  Association  commends 
the  action  of  the  Am'^riran  Medical  Association  House  of  Dele- 
gates regarding  the  reaffirmation  of  these  principles,  and 
BE  IT  FURTHER  RESOLVED:  Thp  House  of  Delegate’  of 
the  Nebraska  State  Medical  Association  requests  the  American 
Medical  Association  House  of  Delegates  to  expedite  action 
and  implement  methods  that  WILL  enforce  the  Section  6. 
Article  VI.  Chapter  III  of  the  Principles  of  Medical  Ethics 
without  delay,  and 

BE  IT  FURTHER  RESOLVED:  Our  Delegates  to 
the  American  Medical  Association  are  hereby  in- 
structed to  present  this  action  of  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Association  to 
the  American  Medical  Association  House  of  Dele- 
gates at  their  annual  meeting  in  San  Francisco, 
California,  June  1950. 

PAYSON  ADAMS.  Chairman 

The  chair  ruled  this  resolution  would  be  referred 
to  Reference  Committee  No.  6 — Miscellaneous  Com- 
mittee Reports. 

A recommendation  for  honoi'arv  membership  for 
Drs.  John  Baptist,  E.  T.  Manning  and  John  R. 
Dwyer,  all  of  Omaha-Douglas  County  Medical  So- 
ciety, was  presented. 

The  chair  ruled  this  should  first  be  presented  to 
the  Council,  and  then  would  be  referred  to  Refer- 
ence Committee  No.  2 — Council. 

Dr.  H.  V.  Cram  read  the  following  resolution 
from  the  Northwest  Nebraska  Medical  Society: 
RESOLUTION 

WHEREAS,  it  has  come  to  the  attention  of  the  m''*rihcrs 
of  the  Northwest  NebrRska  Medical  Society  that  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  the  .associated  Uni- 
versity Hospital  are  faced  with  alarming  and  serioiis  diffi- 
culties of  an  emergency  nature,  caused  by  totally  inadetiuate 
and  insufficient  monetary  appropriations  for  operation  .and 
expansion  by  the  Legislature  of  the  State  of  Nebraska  : end 
WHEREAS,  such  emergency  situation  has  been  leported 
from  many  authoritative  source',  including  an  editorial  in  vhe 
April.  1950.  issue  of  the  Nebraska  Stat<*  M^^di'’'*’  .’ou’*n''l. 

statements  by  the  Chancellor  of  the  Universitv  .-r 
and  the  Dean  of  the  Universitv  of  Nebraska  Oollog-:'  r*f  Medi 
cine,  (juoted  in  recent  i’'5ii'’s  of  the  Omaha  WorM-H"'*'»'d  :\nd 
other  newspapers,  confidential  reports  of  medical  students  of 
and  t'^p  Dean  of  the  University  of  Nebras’'’a  Co”ege  of  Medi- 
the  Universitv  of  Nebraska  College  of  Medicine,  and  per- 
sonal and  professional  contacts  of  the  members  of  the  Asso- 
ciation, all  to  the  effect  that  such  situation  exists  : and 

WHEREAS,  by  rea  on  of  the  aforesaid  inadequate  and  in- 


sufficient appropriations  the  University  College  of  Medicine 
has  been  forced  to  curtail  severely  all  phases  of  its  educa- 
tional and  research  curriculum  in  the  field  of  medicine,  being 
unable  to  maintain  even  its  present  educational  program  or 
to  plan  and  carry  out  any  normal  and  progressive  expansion 
in  its  educational  and  research  fields  on  the  funds  now  pro- 
vided ; and 

WHEREAS,  the  University  Hospital  has  been  forced  to  close 
one  or  more  of  its  wards,  whereby  needy  and  deserving  pa- 
tients have  been  deprived  of  necessary  care  and  treatment, 
even  to  the  extent  that  some  have  died  while  awaiting  ad- 
mission because  of  the  reduced  number  of  beds  available,  and 
whereby  the  medical  students  of  the  College  of  Medicine  have 
been  deprived  of  essential  clinical  study  and  practical  experi- 
ence so  that  their  morale  has  fallen  and  some  have  sought  to 
transfer  to  medical  schools  in  other  states,  and 

WHEREAS.,  the  Northwest  Nebraska  Medical  Society  is 
mindful  of  the  dangers  of  continued  deterioration  and  diminu- 
tion of  the  educational  and  research  staff,  facilities  and  equip- 
ment of  the  College  of  Medicine  and  University  Hospital,  is 
of  the  firm  conviction  that  immediate  remedial  action  is 
necessary  to  check  this  disastrous  trend,  and  to  the  end  that 
the  educational  and  research  programs  of  the  College  of  Medi- 
cine be  re-established  on  a sound  and  progressive  basis,  that 
worn  out  and  obsolescent  eciuipment  be  replaced  and  neces- 
sary new  equipment  provided,  that  facilities  of  the  University 
Hospital  be  restored  and  supplemented  as  the  need  arises,  and 
that  the  faith  and  confidence  of  the  students  and  faculty  of 
the  College  of  Medicine,  practicing  members  of  the  medical 
profes'ion.  other  and  similar  institutions  of  medical  learning 
throughout  the  United  States,  and  the  people  of  the  State 
of  Nebraska  be  renewed  in  the  University  of  Nebraska  College 
of  Medicine  as  one  of  the  foremost  institutions  of  its  kind  in 
the  United  States,  as  it  has  been  and  should  always  be : 

BE  IT  THEREFORE  RESOLVED,  that  this 
memorial,  as  unanimously  assented  to  by  the  mem- 
bership of  the  Northwest  Nebraska  Medical  Society, 
and  spread  upon  its  records,  be  presented  to  the 
Nebraska  State  Medical  Association  at  the  earliest 
opportunity,  with  the  request  that  the  Association 
adopt  it  as  the  expression  of  its  membership,  and 
that  it  takes  appropriate  action,  through  its  mem- 
bers singly  and  collectively  as  a state  medical 
group,  through  all  publicity  media  at  its  command, 
to  communicate  to  the  people  of  the  State  of  Ne- 
braska, and  their  elected  representatives  in  the 
State  Legislature,  the  facts  concerning  the  present 
dire  condition  of  the  University  of  Nebraska  Col- 
lege of  Medicine  and  the  University  Hospital,  the 
consequences  to  all  if  such  a situation  is  allowed 
to  continue,  unchanged,  the  plain  remedy  in  increas- 
ing appropriations  to  the  College  of  Medicine,  and 
the  benefits  which  will  be  reaped  and  enjoyed  by 
all  the  citizens  of  the  State  of  Nebraska  if  a pro- 
gressive and  enlightened  program  is  established 
and  maintained,  as  can  be  done  only  on  a sound 
financial  basis. 

Gordon,  Nebraska 
April  12,  1950 

Respectfully  submitted, 

NORTHWEST  NEBRASKA  MEDICAL 
SOCIETY. 

W.  K.  WOLF.  P-p-^'dent 
FRANK  W.  WANEK,  Secretar.v 

The  chair  referred  this  resolution  to  Reference 
Committee  No.  1 — Report  of  Officers,  for  their  rec- 
ommendation. 

Dr.  Decker  appointed  Dr.  H.  A.  Blackstone  to  re- 
nlace  Dr.  B.  H.  Grimm  as  a representative  from 
the  12th  Councilor  District  on  the  Nominating  Com- 
mittee. 

Dr.  Adams  made  the  announcement  that  the  Nom- 
inating Committee  would  meet  in  State  Suite  No. 
1 at  4 o’clock. 

Dr.  Walter  Benthack  stated  Refei’ence  Commit- 
tee No.  2 would  meet  at  5 o’clock  in  room  219. 

Dr.  Paul  Huber  announced  that  Reference  Com- 
mittee No.  5 would  meet  in  the  Lancaster  room  at 
3:30. 

Dr.  Payson  Adams  said  Reference  Committee  No. 
4 would  meet  at  4 o’clock  in  room  number  532. 

The  report  of  Reference  Committee  No.  1 — Re- 
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port  of  Officers,  was  read  by  Dr.  R.  D.  Bryson  and 
was  as  follows: 

“Report  of  the  Secretary-Treasurer:  The  report 

of  the  Secretary-Treasurer  is  quite  complete  and 
should  be  studied  by  all  members.  We  call  atten- 
tion to  his  report  on  committees  in  which  he  states 
that  some  committees  are  inactive.  We  recom- 
mend a study  to  detennine  if  such  committees  are 
needed. 

“Also  that  part  of  the  report  in  which  he  states 
that  the  scientific  sessions  are  not  well  attended 
should  be  given  serious  consideration.  We  recom- 
mend that  the  House  of  Delegates  meet  at  an  ear- 
lier hour  on  the  first  day  of  the  session.  This  will 
enable  the  house  to  form  committees  and  accom- 
plish much  of  the  necessary  business  and  will  give 
the  members  of  the  committee  more  free  time  to 
attend  the  scientific  sessions.  Perhaps  we  have  lost 
sight  of  the  fact  that  the  scientific  advancement  is 
our  most  important  object. 

“Executive  Secretary’s  Report:  The  report  of  our 
Executive  Secretary  is  quite  complete  and  indicates 
that  he  has  indeed  had  a busy  year.  We  think  he 
should  be  commended  for  his  activity.  Attention 
is  called  to  the  decrease  in  advertising  income  from 
the  journal.  We  suggest  that  each  member  read 
the  advertisements  and  patronize  the  advertisers. 

“We  also  call  attention  to  the  fact  that  there  are 
254,  or  17%  of  those  physicians  in  active  practice 
in  the  state  are  eligible  non  members.  Some  may 
be  eligible  but  undesirable,  but  all  are  profiting 
from  the  efforts  of  the  members.  Those  desirable 
non  members  should  be  contacted. 

“Board  of  Ti-ustees:  The  report  of  the  Board  of 

Trustees  shows  they  have  been  active  and  performed 
efficiently.  We  notice  in  the  budget  for  the  fiscal 
year  1951  there  is  one  item  of  ‘travel’  of  $3,500.00 
and  another  of  $3,800.00  for  ‘exceptional  travel  and 
exceptional  meetings.’  We  think  these  items  should 
be  more  fully  explained  as  the  membership  is  en- 
titled to  know  just  where  their  money  is  going. 

“Delegates  to  A.M.A. : The  report  of  the  Dele- 

gates to  the  A.M.A.  is  interesting  and  gives  us 
ordinary  mortals  a better  understanding  of  what 
goes  on  in  our  A.M.A.  We  recommend  that  each 
member  study  it  carefully. 

“Report  of  Delegate  to  North  Central  Confer- 
ence: The  report  of  our  Delegate  to  the  North 

Central  Conference  conveys  some  interesting  in- 
formation. All  members  should  read  the  para- 
graph on  consumer  cooperatives  and  the  twenty 
points  controlling  the  ethics  of  such  practice  should 
be  conveyed  to  the  membership. 

“We  also  wish  to  call  attention  to  the  fact  that  in 
addition  to  the  interest  shown  by  the  C.I.O.  and 
A.F.L.  there  is  some  interest  shown  by  the  Grange 
and  the  Farmers  Union  in  such  consumer  coopera- 
tives.” 

General  discussion  followed  relative  to  that  por- 
tion of  the  report  recommending  that  the  House 
of  Delegates  meet  at  an  earlier  hour. 

A motion  was  made  that  the  recommendation 
that  the  House  of  Delegates  meet  at  an  earlier 
hour  be  stricken  from  this  report.  The  motion  was 
seconded  and  carried. 

A motion  was  made  that  we  adopt  the  Report 
of  Reference  Committee  No.  1 as  amended.  The 
motion  was  seconded  and  carried. 

A motion  was  made  to  adjourn.  The  motion 
was  seconded  and  carried. 


HOUSE  OF  DELEGATES 
May  3,  1950 

The  third  session  of  the  House  of  Delegates  was 
called  to  order  by  Dr.  Rudolph  F.  Decker,  Speaker 
of  the  House  of  Delegates,  at  8 o’clock  in  the  Lan- 
caster Room,  Hotel  Cornhusker,  Lincoln.  Forty 
members  were  present. 

The  minutes  of  the  second  session  were  read  by 
Dr.  R.  B.  Adams  and  approved  as  read. 

Committee  reports  were  called  for  and  Dr.  Roy 
Whitham  read  the  report  of  the  Committee  on 
Emergency  Medical  Service. 

The  chair  ruled  this  report  would  be  referred  to 
Reference  Committee  No.  2 — Council. 

The  chair  asked  if  Reference  Committee  No.  1 
had  any  further  report  and  Dr.  R.  D.  Bryson  stated 
that  his  committee  approved  the  Editor’s  Report. 
Also  that  Reference  Committee  No.  1 approved 
of  the  Resolution  in  regard  to  additional  financial 
support  for  the  University  College  of  Medicine  and 
the  University  Hospital  and  asked  that  the  sena- 
tors in  our  state  be  contacted. 

A motion  was  made  to  approve  the  report  of 
Reference  Committee  No.  1.  The  motion  was  sec- 
onded and  carried. 

Report  of  Reference  Committee  No.  2 — Council, 
was  called  for  and  Dr.  Walter  Benthack  read  the 
report  asking  that  it  be  approved  in  sections  as 
read. 

“Section  1 — The  report  of  the  Committee  on  Li- 
brary, Necrology  and  Records  was  reviewed.  It 
was  moved  and  seconded  that  the  report  be  accepted 
and  the  Council’s  action  ‘that  the  report  be  ap- 
proved’ be  adopted.  The  motion  carried.” 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  carried. 

“Section  2 — The  Report  of  the  Speakers  Bureau 
was  reviewed.  It  was  moved  and  seconded  that  the 
report  be  accepted  and  approved.  The  motion  car- 
ried.” 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  was  seconded 
and  carried. 

“Section  3 — Honorary  Membership.  No  nominees 
for  honorary  membership  had  been  referred  by  the 
Council  up  to  this  time.  The  committee  studied  the 
report  of  the  Council  on  honorary  membership  as 
published  on  P.  116  of  the  April  1950  Nebraska 
State  Medical  Journal.  It  was  moved  and  seconded 
that  the  Council’s  opinion  ‘that  honorary  member- 
ship in  the  state  association  should  be  extended 
to  older  practitioners  in  Nebraska  who  have  ren- 
dered services  to  the  association  and  were  finan- 
cially unable  to  make  payment  of  all  necessary 
dues’  be  approved  and  recommended  for  adoption 
by  the  House  of  Delegates.  Motion  carried.” 

A motion  was  made  that  we  adopt  this  section  of 
the  report.  The  motion  was  seconded  and  carried. 

“Sections  4 and  8 — Insurance  Committee,  Insur- 
ance Company  Endorsements.  It  was  moved  and 
seconded  that  the-  recommendation  of  the  Council 
‘not  to  approve  any  particular  insurance  company’ 
be  approved  and  recommended  for  adoption  by  the 
House  of  Delegates.  Motion  carried.” 

A motion  was  made  that  this  section  of  the  re- 
port be  adopted.  The  motion  was  seconded  and 
carried. 

“Section  5 — Report  of  Council  on  Professional 
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Ethics  was  studied.  It  was  moved  and  seconded 
that  the  i-eport  be  approved  and  adopted.  Motion 
carried.” 

A motion  was  made  that  we  adopt  this  section 
of  the  report.  The  motion  was  seconded  and  car- 
ried. 

“Section  6 — The  report  of  the  Medicolegal  Advice 
Committee  was  received  and  studied.  It  was  noted 
that  the  report  stated  it  had  been  ‘the  busiest  year 
in  the  experience  of  its  chairman,’  Dr.  Roy  Fonts. 

“It  was  moved  and  seconded  that  the  recom- 
mendation of  the  Council  ‘that  the  report  be  ac- 
cepted’ be  approved.  Motion  carried.” 

A motion  was  made  to  adopt  this  section  of  the 
report.  Seconded  and  carried. 

“Section  7 — Medical  Service  Committee.  The 
report  of  this  committee  was  studied.  It  was  moved 
and  seconded  that  the  action  of  the  Council  ‘that 
the  report  be  accepted’  be  approved.  The  motion 
carried.” 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  Motion  was  seconded  and 
carried. 

A motion  was  made  that  we  adopt  the  report  of 
Reference  Committee  No.  2 as  a whole.  The  mo- 
tion was  seconded  and  carried. 

The  report  of  Reference  Committee  No.  3 was 
called  for  and  Dr.  Wycoff  presented  his  report,  as 
follows: 

“Report  of  Reference  Committee  on  Constitu- 
tion and  By-Laws,  Annual  Session  of  the  House  of 
Delegates  of  the  Nebraska  State  Medical  Associa- 
tion for  1950. 

“This  report  consists  of  a number  of  sepai-ate  and 
generally  unrelated  items,  most  of  which  have  to 
do  with  minor  changes  which  are  aimed  at  a clearer 
statement  of  intent,  or  have  to  do  with  bringing 
the  By-Laws  into  complete  agreement  with  changes 
which  have  already  been  approved.  For  this  rea- 
son it  is  proposed  to  submit  each  item  separately 
for  the  approval  or  disapproval  of  the  House,  and 
finally  the  entire  report  as  a whole,  to  be  accepted 
as  a unit  as  to  the  items  which  may  have  been 
previously  approved. 

“I.  The  first  item  is  a resolution  which  provides 
that  all  members  of  the  Nebraska  State  Medical 
Association  must  be  members  of  the  American 
Medical  Association.  It  was  submitted  by  Dr.  J. 
D.  Bradley  and  is  as  follows: 

RESOLUTION 

WHEREAS.  The  Nebraska  State  Medical  Association  is  a 
constituent  society  of  the  American  Medical  Association,  and 

WHEREAS,  members  of  the  American  Medical  Association 
now  must  pay  dues  to  retain  their  membership,  and 

WHEREAS,  the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  believe  that  members  of  the  association 
and  its  component  societies  should  be  members  of  the  Ameri- 
can Medical  Association. 

THEREFORE,  be  it  resolved,  that  to  be  eligible 
for  membership  in  the  Nebraska  State  Medical  As- 
sociation, a physician  must  be  a member  of  his  com- 
ponent medical  society  and  a member  of  the  Amer- 
ican Medical  Association,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy  of 
this  resolution  be  transmitted  to  the  Secretary  of 
the  American  Medical  Association  and  to  the  Sec- 
retaries of  all  constituent  State  Medical  Societies. 

“This  committee  has  carefully  studied  this  reso- 
lution, and  has  approved  it  as  read.  Mr.  Speaker, 
I move  the  adoption  of  this  portion  of  the  report.” 

The  motion  was  seconded.  An  objection  was 


raised  relative  to  making  it  mandatory  to  belong 
to  the  American  Medical  Association  in  order  to 
be  a member  of  the  Nebraska  State  Medical  Asso- 
ciation, but  after  general  discussion  one  objection 
was  withdrawn  and  the  chair  gave  permission  of 
the  floor  to  Mr.  M.  C.  Smith. 

Dr.  Morgan  raised  the  question  of  point  of  order 
and  stated  there  was  a motion  before  the  House. 

The  chair  ruled  that  the  point  of  order  raised 
by  Dr.  Morgan  was  well  taken  and  called  for  the 
question. 

The  motion  carried. 

Dr.  V.  V.  Smrha  asked  to  be  recorded  as  voting 
“no”  on  the  motion. 

The  chair  granted  permission  of  the  floor  to  Mr. 
M.  C.  Smith  who  gave  a complete  breakdown  of  the 
budget  item  “Exceptional  Travel  and  Exceptional 
Meetings”  of  $3,640.61  which  appeared  in  the  audit. 
Several  members  of  the  Board  of  Trustees  spoke  to 
the  House  confirming  Mr.  Smith’s  report. 

Discussion  followed  relative  to  continuing  the 
meeting  of  the  House  during  the  scientific  sessions 
and  it  was  the  opinion  of  the  group  they  wished 
to  stay  in  session  until  at  least  10  o’clock. 

Dr.  Wycoff  resumed  the  reading  of  his  report. 

“II.  The  second  item  in  our  report  is  ‘to  amend 
Chapter  I,  Section  2,  paragraph  2 of  the  By-Law's 
of  the  Nebraska  State  Medical  Association  by  strik- 
ing out  the  following  sentence:  ‘An  active  member 
of  this  association  automatically  becomes  an  active 
member  of  the  American  Medical  Association’; 

“and  to  further  amend  this  section  by  transfer- 
ring the  sentence:  ‘An  Honorary  member  of  this 
Association  may  become  an  associate  member  of 
the  American  Medical  Association’  to  become  para- 
graph 2,  Section  5,  Chapter  I; 

“ ‘and  to  further  amend  this  section  by  deleting 
the  words:  ‘An  Honorary  member  may  become 
an  Associate  Fellow',’  and  transferring  the  balance 
of  the  sentence  which  reads  ‘On  personal  applica- 
tion to  the  American  Medical  Association  an  active 
member  may  become  a Member  Fellow’  to  become 
paragraph  2,  Section  3,  Chapter  I. 

“The  first  portion  of  this  resolution  merely  brings 
the  By-Law's  into  accord  with  the  first  item  of  this 
report,  w'hich  makes  membership  in  the  American 
Medical  Association  a condition  of  membership  in 
the  Nebraska  State  Medical  Association. 

“The  second  portion  of  the  resolution  makes  no 
change  in  meaning  or  content  of  the  chapter,  but 
merely  removes  it  to  another  portion  of  the  chapter. 

“The  third  portion  of  the  resolution  changes 
Chapter  I,  Section  2,  paragraph  2 by  deleting  the 
the  w'ords:  ‘and  an  Honorary  member  may  become 
Associate  Fellow'’  and  then  transfers  the  remaining 
portion  of  the  paragraph  to  become  paragraph  2 
of  Section  3,  Chapter  I,  making  it  read  as  follow's: 
‘On  personal  application  to  the  American  Medical 
Association,  an  active  member  may  become  a Mem- 
ber Fellow.’ 

“Your  committee  approves  this  resolution  as  sub- 
mitted, as  carrying  out  the  provisions  of  Item  I. 
Mr.  Speaker,  I move  the  adoption  of  Item  II  of 
this  report.” 

The  motion  w'as  seconded  and  carried. 

“III.  The  third  item  is  a resolution  ‘To  amend 
Chapter  I,  Section  3,  paragraph  1,  of  the  By-Law's 
of  the  Nebraska  State  Medical  Association  by  in- 
serting betw'een  the  wmrds  ‘Association’  and  ‘upon’ 


Volume  35 
Number  7 


MINUTES  OF  HOUSE  OF  DEFECATES 


231 


the  following:  ‘and  the  American  Medical  Associa- 
tion.’ 

“This  is  a change  which  is  needed  solely  for  the 
pui'pose  of  bringing  this  portion  of  the  By-Laws 
into  accord  with  the  changes  which  have  just  been 
voted  on.  Your  committee  approves  this  resolu- 
tion as  submitted,  as  carrying  out  the  provisions  of 
Item  I. 

“Mr.  Speaker,  I move  the  adoption  of  Item  III 
of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  IV  is  a resolution  ‘To  amend  Chapter 
VII,  Section  3,  paragraph  1,  third  sentence,  by 
placing  a period  after  the  woi’d  ‘schedule’  and 
deleting  the  two  words  ‘unless  unavoidable.’ 

“This  change  will  make  it  mandatory  on  the 
House  of  Delegates  to  meet,  at  other  times  than 
during  the  scientific  program.  Your  committee  ap- 
proves this  resolution  as  submitted. 

“Mr.  Speaker,  I move  the  adoption  of  item  IV 
of  this  report.” 

The  motion  was  seconded.  The  motion  was  lost. 

Dr.  Decker  read  a letter  from  Ada  Bulin,  Presi- 
dent of  the  Nebraska  State  Nurses  Association 
which  stated  this  organization’s  Board  of  Direc- 
tors in  official  session  April  5,  1950,  voted  unani- 
mously to  go  on  record  as  being  opposed  to  Com- 
pulsory Health  Insurance. 

Dr.  Wycoff  continued: 

“Item  V is  a resolution  to  ‘amend  Chapter  VII, 
Section  9,  in  conformity  with  the  action  of  the 
House  of  Delegates  in  Annual  Session,  May  1950.’ 

“As  the  Planning  Committee  has  previously  said, 
the  problem  is  complex — and  we  are  certain  that 
the  Planning  Committee  is  much  more  aware  of 
the  problems  involved  than  your  reporting  com- 
mittee could  hope  to  be  in  the  brief  time  that  has 
been  available  for  their  own  study. 

“However,  your  committee  recommends  that  the 
councilor  districts  remain  as  at  present  constituted. 
Some  of  the  reasons  for  this  recommendation  are 

(1)  Increasing  the  number  of  districts  would  in- 
crease the  size  of  the  Council,  with  a possible  ten- 
dency to  make  it  more  unwieldy  because  of  this; 

(2)  it  should  be  possible  to  consider  trade  areas, 
at  least  for  many  organizational  purposes,  without 
paying  attention  to  councilor  district  boarders. 

“Mr.  Speaker,  I move  the  adoption  of  your  Com- 
mittee’s report  on  item  V.” 

The  motion  was  seconded  and  carried. 

“Item  VI  is  a resolution  ‘to  amend  Chapter  VII, 
Section  9,  of  the  By-Laws,  of  the  Nebraska  State 
Medical  Association  by  adding  the  following  para- 
graph: ‘Upon  petition  of  a two-thirds  majority  of 
the  members  in  any  county,  the  House  of  Dele- 
gates may  transfer  that  county  from  one  councilor 
district  to  another.’ 

“This  resolution  is  a companion  to  the  preceding 
resolution  which  your  committee  failed  to  recom- 
mend. However,  it  is  approved  by  your  committee 
as  submitted,  since  it  wilh  provide  for  any  desired 
redistricting  without  changing  the  number  of  coun- 
cilor districts. 

“Mr.  Speaker,  I move  the  adoption  of  our  report 
on  Item  VI.” 

The  motion  was  seconded  and  carried. 

“Item  VII  is  a proposed  revision  of  the  By-Laws, 
and  refers  to  the  duties  of  the  President,  and  is 
proposed  as  an  addition  to  Chapter  IX,  Section  1. 
It  reads  as  follows:  ‘The  Nebraska  Medical  Seiwice 
will  inform  the  President  of  the  Nebraska  State 
Medical  Association  as  to  the  number  of  medical 


members  of  the  Board  of  Directors  to  be  elected 
at  the  following  annual  meeting. 

“ ‘The  president  will  then  designate  from  the 
membership  of  the  Nebraska  State  Medical  Asso- 
ciation a like  number  of  doctors  to  be  approved 
by  the  House  of  Delegates.  These  names  will  then 
be  transmitted  to  the  Nebraska  Medical  Service 
for  appropriate  action. 

“ ‘Should  a vacancy  occur  among  the  medical 
members  of  the  Board  of  Directors  of  Nebraska 
Medical  Service,  the  President  of  the  Nebraska 
State  Medical  Association  shall  designate  such  a 
member  for  election  to  the  Board  of  Directors  of 
Nebraska  Medical  Service.’ 

“This  resolution  is  the  one  brought  in  by  Dr. 
Offerman,  with  the  thought  of  making  legal  pro- 
vision for  the  necessary  doctor-membership  on  the 
Board  of  Directors  of  the  Nebraska  Medical  Seiw- 
ice.  Your  committee  approves  the  resolution  as 
submitted. 

“Mr.  Speaker,  I move  the  adoption  of  the  report 
on  Item  VII.” 

The  motion  was  seconded  and  carried. 

“Item  VIII  is  a resolution  proposed  to  ‘amend 
Chapter  XI,  Section  2,  paragraph  1,  of  the  By- 
Laws  of  the  Nebraska  State  Medical  Association, 
by  deleting  the  first  two  sentences  and  substitut- 
ing the  sentence  ‘The  Council  may  receive  the  find- 
ings and  decisions  of  the  Council  on  Professional 
Ethics  for  review  and  decision;’  and  to  further 
amend  this  section  by  substituting  the  words  ‘The 
Council’  for  the  word  ‘It’  in  the  last  sentence  in 
paragraph  1.’ 

“The  paragraph  as  constituted  at  present  reads 
as  follows:  ‘Collectively  the  Council  shall  be  the 
Board  of  Censors  of  the  Association.  It  shall  con- 
sider all  questions  involving  the  rights  and  stand- 
ing of  members,  whether  in  relation  to  other  mem- 
bers, the  component  societies,  or  this  association. 
It  shall  hear  and  decide  all  questions  of  discipline 
affecting  the  conduct  of  members  of  a component 
society  on  which  an  appeal  is  taken  from  the  de- 
cision of  an  individual  Councilor.  It  may  revoke 
the  charter  of  any  component  society  or  the  mem- 
bership of  any  individual  whose  actions  are  in  con- 
flict with  the  letter  or  spirit  of  this  Constitution 
and  By-Laws.’ 

“If  this  resolution  is  adopted,  the  paragraph 
would  read  as  follows:  ‘The  Council  may  receive 
the  findings  and  decisions  of  the  Council  on  Pro- 
fessional Ethics  for  review'  and  decision.  It  shall 
hear  and  decide  all  questions  of  discipline  affecting 
the  conduct  of  members  or  of  a component  society 
on  which  an  appeal  is  taken  from  the  decision  of 
an  individual  Councilor.  The  Council  may  revoke 
the  charter  of  any  component  society  or  the  mem- 
bership of  any  individual  w'hose  actions  are  in  con- 
flict with  the  letter  or  spirit  of  this  Constitution 
and  By-Law's.’ 

“This  resolution  is  approved  by  your  committee 
and  I’ecommended  for  adoption. 

“Mr.  Speaker,  I move  the  adoption  of  Item  VIII 
of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  IX  is  a resolution  to  add  to  the  list  of 
Standing  Education  Committees  the  following  new 
committees:  Committee  on  Allied  Pi-ofessions,  Com- 
mittee on  Hospital  and  Professional  Relations,  Com- 
mittee on  Emergency  Medical  Service. 

“As  your  committee  understands  it,  the  commit- 
tees are  additions  for  w'hich  a definite  need  has  de- 
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veloped.  The  committee  approves  the  resolution  as 
submitted. 

“Mr.  Speaker,  I move  the  adoption  of  Item  IX 
of  this  report.” 

The  motion  was  seconded  and  carried. 

“Item  X is  a resolution  providing  that  the  Execu- 
tive Secretary  of  the  Nebraska  State  Medical  Asso- 
ciation shall  be  secretary  of  the  Committee  on 
Medicolegal  Advice. 

“This  resolution  does  not  change  this  committee, 
but  does  make  official  the  designation  of  the  Execu- 
tive Secretary  as  secretary  of  this  committee. 

“Your  committee  approves  the  resolution  as  sub- 
mitted. 

“Mr.  Speaker,  I move  the  adoption  of  this  reso- 
lution.” 

The  motion  was  seconded  and  carried. 

The  chair  ruled  that  the  Report  of  Reference 
Committee  No.  3 would  be  continued  in  the  next 
session. 

Dr.  Harold  Morgan  read  the  following  Resolu- 
tion: 

“That  the  Planning  Committee  consider  the  possi- 
bility of  a mid-winter  session  of  the  House  of  Dele- 
gates to  coincide  with  the  mid-winter  meeting  of 
the  Council.” 

The  chair  ruled  his  resolution  would  be  referred 
to  Reference  Committee  No.  5 — Planning  Commit- 
tee. 

A motion  was  made  to  adjourn  to  meet  again  at 
8 o’clock  the  morning  of  May  4. 

The  motion  was  seconded  and  carried. 


HOUSE  OF  DELEGATES 
May  4,  1950 

The  fourth  and  final  session  of  the  House  of 
Delegates  was  called  to  order  by  Dr.  Rudolph  F. 
Decker  at  8 o’clock  May  4,  1950,  in  the  Lancaster 
Room,  Hotel  Comhusker,  Lincoln,  Nebraska.  Regis- 
tration showed  39  members  present. 

The  minutes  of  the  third  session  were  read  by 
Dr.  Adams  and  approved  as  read. 

The  report  of  the  Nominating  Committee  was 
called  for  and  the  following  report  was  read  by 
Dr.  H.  D.  Runty,  Chairman. 

The  Committee  on  Nominations  makes  the  fol- 
lowing report: 

President-Elect — Dr.  Don  Steenburg 
Vice  President — Dr.  Maurice  Frazer 
Councilors — 

9th  District — Dr.  Wm.  McGrath 
10th  District — Dr.  E.  F.  Leininger 
11th  District — Dr.  F.  M.  Bell 
12th  District — Dr.  Frank  Herhahn 
Delegate  to  A.M.A. — Dr.  Joseph  D.  McCarthy 
Alternate  Delegate  to  A.M.A. — Dr.  H.  S.  Morgan 
Committee  on  Journal  and  Publication — Dr.  Paul  Bancroft 
Speaker.  Hoyse  of  Delegates — Dr.  J.  D.  Bradley 
Vice  Speaker,  House  of  Delegates — Dr.  Fay  Smith 
Delegate.  North  Central  Conference — Dr.  Floyd  L.  Rogers 
Board  of  Directors.  Nebraska  Medical  Service — Dr.  H.  B. 
Hunt,  Dr.  B.  V.  Kenny,  Dr.  G.  E.  Peters,  Dr.  E.  M.  Walsh 

A motion  was  made  that  the  House  adopt  the 
report  of  the  Nominating  Committee.  The  motion 
was  seconded  and  carried. 

Nominations  from  the  floor  were  called  for  each 
office  but  none  was  offered  for  any  of  the  offices. 

A motion  was  made  that  the  rules  be  suspended 
and  the  secretary  cast  the  unanimous  ballot  of 
the  House  of  Delegates  for  the  officers  named. 
The  motion  was  seconded  and  carried. 


The  secretary  cast  the  unanimous  ballot  for  the 
nominees  and  the  following  became  the  newly 
elected  officers  of  the  Nebraska  State  Medical  As- 
sociation: 

President-Elect — Dr.  Don  Steenburg,  Aurora 
Vice  President — Dr.  Maurice  Frazer,  Lincoln 
Councilors  : 

9th  District — Dr.  Wm.  McGrath,  Grand  Island 
10th  District — Dr.  E.  F.  Leininger,  McCook 
11th  District — Dr.  F.  M.  Bell,  Grant 
12th  District — Dr.  Frank  Herhahn,  Scottsbluff 
Delegate  to  A.M.A. — Dr.  Joseph  D.  McCarthy,  Omaha 
Alternate  Delegate  to  A.M.A. — Dr.  H.  S.  Morgan,  Lincoln 
Committee  on  Journal  and  Publication — Dr.  Paul  Bancroft, 
Lincoln 

Speaker,  House  of  Delegates — Dr.  J.  D.  Bradley,  Omaha 
Vice  Speaker,  House  of  Delegates — Dr.  Fay  Smith.  Imperial 
Delegate,  North  Central  Conference  — Dr.  Floyd  L.  Rogers, 
Lincoln 

Board  of  Directors.  Nebraska  Medical  Service — Dr.  H.  B. 
Hunt.  Omaha ; Dr.  B.  V.  Kenny,  Omaha ; Dr.  G.  E.  Peters, 
Randolph  : Dr.  E.  M.  Walsh,  Omaha 

The  chair  appointed  Drs.  Fay  Smith  and  W.  C. 
Kenner  to  bring  the  President-Elect  and  Vice-Presi- 
dent before  the  House. 

Report  of  Reference  Committee  No.  4 was  called 
for  and  Dr.  Payson  Adams  presented  the  commit- 
tee’s report: 

Item  1.  “Your  committee  has  studied  the  Pre- 
payment Medical  Care  Committee  report  and  are 
in  accord  with  their  recommendations  that;  (1) 
the  House  of  Delegates  nominate  to  the  Board  of 
Directors  of  the  Nebraska  Medical  Service  the  same 
physician  now  serving  on  the  Board  or  men  of 
equal  qualifications.  (2)  The  Prepayment  Medical 
Care  Committee  make  definite  recommendations  re- 
garding the  upper  limits  of  the  low  income  gi’oup 
for  consideration  of  the  Council  and  House  of  Dele- 
gates in  1951.  (3)  That  at  least  one  and  preferably 
two  educational  meetings  be  held  during  1950  with 
the  Blue  Shield  as  hosts;  and  that  every  effort  be 
made  to  have  at  least  one  representative  of  each 
county  medical  society  in  attendance. 

“Your  committee  also  recommends  the  adoption 
of  the  1949  general  report  of  the  Blue  Shield  (Ne- 
braska Medical  Service).” 

Item  2.  “Your  committee  has  considered  two 
items  in  the  report  of  the  Planning  Committee 
(Chairman,  Dr.  F.  L.  Rogei’s);  namely  (1)  Fee 
Schedule. 

“It  is  recommended  that  the  Planning  Commit- 
tee submit  their  recommendations  for  revision  of 
the  present  fee  schedule  (for  governmental  agen- 
cies) for  consideration  by  the  House  of  Delegates. 
“(2)  Fees  for  Life  Insurance  Examination. 

“The  Planning  Committee  is  investigating  the 
advisability  of  increasing  the  usual  fee  for  Life 
Insurance  Examination  and  your  committee  recom- 
mends no  action  by  the  House  of  Delegates  at  this 
time,  but  this  should  receive  further  study  and  a 
report  on  recommendations  made  to  the  House  of 
Delegates.” 

A motion  was  made  to  adopt  Items  1 and  2 of 
this  report.  The  motion  was  seconded. 

An  amendment  to  the  report  was  offered  which 
suggested  that  the  words  “for  governmental  agen- 
cies” be  included  in  the  recommendation  of  the 
committee  relative  to  the  fee  schedule.  The  com- 
mittee accepted  the  revision,  and  the  motion  carried. 

Item  3.  “Your  committee  has  studied  the  re- 
poi’t  of  the  Maternal  and  Child  Health  Committee 
(MCH)  Chairman:  Dr.  R.  E.  Garlinghouse. 

“This  report  is  divided  into  three  parts:  (1)  Aid 
to  Dependent  Children;  (2)  Blind  Assistance;  (3) 
Old  Age  Assistance. 
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“Your  committee  accepts  the  report  and  recom- 
mendations regarding  the  first  two  items.  We  wish 
to  deal  more  fully  with  the  third  item,  namely:  Old 
Age  Assistance.  Old  Age  Assistance  is  further  di- 
vided into  four  parts:  (1)  Nursing  Home  Care; 

(2)  Hospitalization;  (3)  Professional  Charges;  (4) 
Dimgs. 

“DRUGS — Recommendation:  1.  It  is  felt  by  your 
committee  that  the  excessive  cost  of  drugs  can  be 
reduced  at  the  local  county  level  if  a better  under- 
standing and  cooperation  between  physicians,  di'Ug- 
gists,  and  county  Old  Age  Assistance  directors  can 
be  obtained.  It  is  recommended  that  efforts  be 
made  to  stimulate  meetings  between  these  three 
groups  on  a local  level.  It  is  best  too  that  physi- 
cians should  be  on  the  alert  for  evidence  of  abuse 
of  the  Old  Age  Pension  System,  and  that  physi- 
cians, as  tax  payers,  should  report  fraudulent 
claims  for  old  age  assistance.  2.  It  is  recommend- 
ed the  Board  of  Control  send  a letter  to  all  doc- 
tors in  the  state  requesting  use  of  less  expensive 
dings  in  order  to  help  reduce  the  cost  of  the  drug 
bills  for  Old  Age  Assistance.  3.  It  is  recom- 
mended that  the  prescriptions  for  Old  Age  Assist- 
ance Recipients  be  made  non-refillable  similar  to 
the  plan  used  by  the  Veterans  Administration. 
4.  The  recommendation  to  adopt  a formulary  should 
not  be  accepted  by  the  House  of  Delegates,  but  that 
the  M.C.H.  Committee  should  study  and  bring  in 
specific  recommendations  for  a formula  at  the  1951 
meeting,  if  thought  wise.  5.  The  recommendations 
to  limit  the  cost  of  prescription  to  31-40  per  week 
should  not  be  accepted.” 

A motion  was  made  that  we  adopt  Item  3 of  the 
report.  The  motion  was  seconded. 

General  discussion  followed  relative  to  that  por- 
tion of  the  report  dealing  with  “Drugs”  and  an 
amendment  was  made  to  refer  this  section  of  the 
report  back  to  the  M.C.H.  Committee  for  further 
study  and  definite  recommendations.  This  amend- 
ment was  accepted  and  the  motion  then  carried. 

A motion  was  made  that  the  report  of  Reference 
Committee  No.  4 be  accepted  as  amended.  The  mo- 
tion was  seconded  and  carried. 

Report  of  Reference  Committee  No.  5 was  pre- 
sented by  Dr.  Paul  J.  Huber,  and  was  taken  up  by 
items  as  follows: 

Item  1.  “It  is  the  recommendation  of  this  com- 
mittee: That  the  Planning  Committee  be  authoi’- 
ized  to  conduct  a study  or  survey,  the  aim  of  which 
is  the  establishment  of  a postgraduate  teaching 
program,  including  all  the  existing  facilities,  par- 
ticularly the  medical  schools,  speaker’s  bureau,  the 
hospitals  in  the  state  of  Nebraska.  That  this  com- 
mittee report  back  to  the  House  of  Delegates  in 
1951  a workable  plan  for  continuous  scientific  edu- 
cation for  its  members,  a plan  which  will  call  for 
close  cooperation  between  the  medical  schools,  the 
Nebraska  State  Medical  Association  and  the  hos- 
pitals and  doctors  of  the  state.” 

A motion  was  made  that  the  House  adopt  this 
section  of  the  report.  The  motion  was  seconded 
and  carried. 

Item  2.  “It  is  recommended  by  this  committee 
that  the  revised  fee  schedule  as  submitted  to  this 
committee  for  study  be  approved  and  that  the  Plan- 
ning Committee  be  authorized  to  publish  a new  and 
corrected  edition  of  the  Fee  Schedule  for  Govern- 
mental Agencies.” 


A motion  was  made  and  seconded  to  adopt  this 
section  of  the  report.  The  motion  carried. 

Item  3.  “It  is  the  recommendation  of  this  com- 
mittee that  the  Report  of  the  Planning  Committee 
on  State  Health  Council  and  the  establishment  of 
local  health  councils  be  approved  and  that  the  pro- 
posed State  Health  Council  be  activated.” 

A motion  was  made  and  seconded  to  adopt  this 
section  of  the  report. 

Motion  carried. 

Item  4.  “It  is  recommended  by  this  committee 
that  a permanent  or  standing  committee  on  Fee 
Schedule  for  Governmental  Agencies  be  estab- 
lished.” 

A motion  was  made  and  seconded  to  adopt  this 
item  of  the  report.  Motion  carried. 

Dr.  Fay  Smith  presented  Dr.  D.  B.  Steenburg, 
President-Elect,  to  the  House  and  Dr.  Steenberg 
spoke  briefly  to  this  body  thanking  them  for  the 
honor. 

Dr.  Huber  continued  his  report. 

Item  5.  “This  committee  recommends  approval 
of  the  report  of  the  Public  Relations  Committee 
and  stresses  the  importance  of  the  continued  meet- 
ing with  all  civic  organizations,  newspapers,  radio 
stations,  for  the  purpose  of  disseminating  informa- 
tion relating  to  medical  practice  in  its  fight  against 
government  regimentation.” 

A motion  was  made  and  seconded  to  adopt  this 
section  of  the  report.  Motion  carried. 

Item  6.  “The  question  of  a mid-winter  meeting 
of  the  House  of  Delegates  to  coincide  with  the 
meeting  of  the  Council  has  been  discussed  with  the 
Planning  Committee.  The  Planning  Committee  has 
demonstrated  the  need  for  such  a meeting  in  order 
to  expedite  the  business  of  the  Nebraska  State 
Medical  Association. 

“It  is  the  recommendation  of  the  Reference  Com- 
mittee No.  5 that  the  House  of  Delegates  call  a 
mid-winter  meeting  of  its  members  to  coincide  with 
the  regular  mid-winter  meeting  of  the  Council.”  , 

A motion  was  made  to  adopt  this  section  of  the 
report.  The  motion  was  seconded. 

Dr.  Maurice  Frazer  was  presented  to  the  House 
as  the  new  Vice  President  of  the  Nebraska  State 
Medical  Associaion. 

General  discussion  followed  relative  to  the  feasi- 
bility of  having  a mid-winter  meeting  of  the  House 
and  it  was  the  opinion  of  the  body  that  it  should 
receive  more  study  before  the  plan  could  be  put 
into  effect. 

A motion  was  made  that  this  part  of  the  report 
be  amended  by  substituting  the  resolution  of  Dr. 
Morgan  which  suggested  that  the  Planning  Com- 
mittee consider  the  possibility  of  a mid-winter  ses- 
sion of  the  House  of  Delegates.  The  original  mo- 
tion was  withdrawn  and  the  motion  carried. 

Item  7.  “That  the  report  and  supplementary  re- 
port of  the  Planning  Committee  be  adopted  by  the 
House  of  Delegates.” 

A motion  was  made  and  carried  to  adopt  Item 
7 of  this  report,  as  amended. 

A motion  was  made  and  seconded  that  the  report 
of  Reference  Committee  No.  5 be  accepted  as 
amended.  The  motion  carried. 

Dr.  H.  A.  Blackstone  read  the  report  of  Refer- 
ence Committee  No.  6 — Miscellaneous  Reports. 
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Item  1.  “The  Committee  on  Miscellaneous  Re- 
ports has  studied  and  investigated  the  content  and 
meaning  of  the  motion  made  and  seconded  on  May 
1,  1950,  in  this  House  of  Delegates  to  the  effect 
that  we  approve  to  pledge  ourselves  to  support  the 
principles  and  objectives  of  the  Association  of 
American  Physicians  and  Surgeons. 

“After  due  consideration  and  study,  this  com- 
mittee wishes  to  report  unfavorably  on  the  passage 
and  adoption  of  this  motion.” 

A motion  was  made  and  seconded  to  adopt  this 
item  of  the  report.  The  motion  carried. 

Item  2.  “The  Committee  on  Miscellaneous  Re- 
ports wishes  to  report  favorably  on  the  resolution 
presented  on  Tuesday  May  2,  by  Dr.  Payson  Adams, 
at  which  time  he  read  the  proposal  in  full. 

“Our  Committee  suggests  positive  action  on  this 
timely  legislation.” 

A motion  was  made  and  seconded  to  adopt  Item 
2 of  this  report.  The  motion  carried. 

A motion  was  made  and  seconded  that  the  report 
of  Reference  Committee  No.  6 be  adopted.  The 
motion  carried. 

Attention  was  called  by  the  chair  to  the  reports 
of  the  following  committees  which  had  not  been 
acted  upon  by  Reference  Committee  No.  6:  Cancer, 
Diabetes,  Fracture,  Cardio- Vascular,  Mental  Hy- 
giene and  Advisoiy  to  Auxiliary. 

A motion  was  made  that  these  committee  re- 
ports be  approved,  as  recommended  by  the  Coun- 
cil. The  motion  was  seconded  and  carried. 

The  chair  called  for  the  report  of  Reference  Com- 
mittee No.  7 — Public  Health,  and  Dr.  W.  C.  Kenner 
presented  the  report  for  the  committee,  as  follows: 

“Reference  Committee  No.  7 on  Public  Health 
met  at  12:05  p.m.  on  Tuesday,  May  2nd,  1950,  in  the 
Lancaster  Room. 

“Item  1.  The  report  of  the  Public  Health  Com- 
mittee, Dr.  Fred  P.  Long,  Chairman,  was  discussed. 
The  reference  committee  recommends  that  their  re- 
port be  accepted  as  submitted.” 

A motion  was  made  that  the  House  approve  this 
item  of  the  report.  The  motion  was  seconded  and 
carried. 

“Item  2.  The  report  of  the  Delegate  to  the  Na- 
tional Conference  of  Physicians  and  Schools,  Dr. 
Fred  Long,  was  read  and  discussed.  It  is  felt  by 
the  reference  committee  that  the  delegate’s  recom- 
mendation that  the  Nebraska  State  Medical  Asso- 
ciation appoint  a committee  to  deal  with  the  prob- 
lem of  school  health  programs  would  be  taken 
care  of  and  included  in  the  activities  of  the  State 
Health  Council  as  proposed  by  the  Planning  Com- 
mittee. It  is  recommended  that  his  report  be  ac- 
cepted as  submitted.” 

A motion  was  made  and  seconded  to  accept  Item 
2 of  the  report.  The  motion  carried. 

“Item  3.  The  report  of  the  Rural  Medical  Service 
Committee,  E.  F.  Leininger,  M.D.,  Chairman,  was 
discussed  at  length.  It  is  obvious  that  this  commit- 
tee has  expended  quite  a considerable  amount  of 
time  and  effort  on  this  very  difficult  subject.  The 
reports  of  the  meetings  of  September  23,  1949,  Octo- 
ber 27,  1949,  and  December  17,  1949,  were  discussed 
and  approved  by  this  committee. 

“The  recommendations  of  the  Rural  Medical  Seiw- 
ice  Committee  to  the  Board  of  Councilors  are 
thought  by  the  reference  committee  to  be  somewhat 


beyond  the  scope  of  the  Nebraska  Medical  Asso- 
ciation in  so  far  as  recommendations  No.  1,  3,  4,  5 
and  6 are  concerned.  It  is  felt  that  the  subjects 
covered  by  recommendations  No.  1,  3,  4,  5 and  6 
are  subjects  to  be  decided  by  the  faculty  of  the  re- 
spective medical  schools.  Therefore,  the  reference 
committee  feels  only  recommendation  No.  2 be  ac- 
cepted as  part  of  the  report  of  the  Rural  Medical 
Service  Committee.” 

A motion  was  made  to  adopt  this  section  of  the 
report.  The  motion  was  seconded  and  carried. 

A motion  was  made  and  seconded  to  adopt  the 
report  of  Reference  Committee  No.  7 — Public 
Health.  The  motion  carried. 

The  supplementary  report  of  Reference  Commit- 
tee No.  2 was  called  for  by  the  chair. 

Dr.  Benthack  stated  that  the  committee  approved 
the  report  of  the  Committee  on  Emergency  Medical 
Service  and  recommended  the  adoption  of  this  sec- 
tion of  the  report.  The  motion  was  seconded  and 
carried. 

Dr.  Benthack  read  the  following  names  as  recom- 
mended by  the  Council  for  Honorary  memberships 
and  certificates  of  distinguished  service: 

Honorary:  E.  T.  Manning,  M.D.,  Omaha,  Omaha- 
Douglas  Co.  Med.  Society;  John  Baptist,  M.D.,  Oma- 
ha, Omaha-Douglas  Co.  Med.  Society;  John  R. 
Dw'yer,  M.D.,  Omaha,  Omaha-Douglas  Co.  Med.  So- 
ciety; Mary  MacVean,  M.D.,  Nebraska  City, 
Otoe  Co.  Med.  Society;  Wm.  Edmonds,  M.D.,  Ne- 
braska City,  Otoe  Co.  Med.  Society;  John  Victor 
Reilly,  M.D.,  Grand  Island,  Hall  Co.  Med.  Society; 
A.  E.  Buchanan,  M.D.,  Fremont,  Dodge  Co.  Med. 
Society. 

Certificate  of  Distinguished  Service:  Harry  Ben- 

son, M.D.,  Oakland,  Burt  Co.  Med.  Society;  H.  W. 
Orr,  M.D.,  Lincoln,  Lancaster  Co.  Med.  Society. 

Dr.  Benthack  stated  the  committee  concurred  with 
the  recommendations  of  the  Council  and  approved 
the  above  honorary  memberships  and  distinguished 
service  certificates. 

A motion  w'as  made  and  seconded  to  adopt  this 
section  of  the  report. 

General  discussion  followed  relative  to  the  ad- 
visability of  establishing  the  precedent  of  giving 
distinguished  service  certificates  without  detailed 
study  and  recommendations  on  proper  procedure, 
and  the  motion  was  amended  to  read  that  that  part 
of  the  section  be  adopted  pertaining  to  Honoraiy 
Memberships,  but  the  issuing  of  Certificates  of  Dis- 
tinguished Service  be  referred  back  to  the  Council 
for  further  study  and  recommendation.  The  mo- 
tion as  amended  was  carried. 

A motion  w^as  made  to  adopt  the  supplemental 
report  of  Reference  Committee  No.  2 as  amended. 
The  motion  was  seconded  and  carried. 

Dr.  Wycoff  was  asked  to  resume  the  report  of 
Reference  Committee  No.  3 — Constitution  and  By- 
Law'S : 

“Item  XI  provides  for  a change  in  the  title  of 
Chapter  XII;  it  now  reads  ‘Standing  Committees 
and  Their  Duties;’  the  proposed  change  makes  it 
read  ‘Councils  and  Standing  Committees  and  Their 
Duties;’ 

“This  portion  of  the  resolution  brings  the  chap- 
ter heading  more  clearly  into  accord  with  the  pres- 
ent organization  of  the  Nebraska  State  Medical  As- 
sociation. 

“The  second  section  of  this  resolution  makes  pro- 
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vision  ‘to  further  amend  Chapter  XII,  Section  2, 
of  the  By-Laws  of  the  Nebraska  State  Medical  As- 
sociation by  deleting  committee  ‘O’  and  paragraph 
‘O’  from  this  section  and  incorporating  it  as  a new 
Section  5 of  Chapter  XII. 

“Committee  ‘O’  is  the  ‘Council  on  Professional 
Ethics,’  and  paragraph  ‘O’  outlines  the  method  of 
election,  qualifications,  duties  and  plan  of  procedure 
of  this  Council.  The  proposal  removes  it  from  the 
list  of  standing  committees,  and  changes  the  posi- 
tion in  the  chapter  of  the  paragraph  outlining 
their  duties. 

“The  third  section  of  this  resolution  proposes  to 
‘further  amend  Chapter  XII,  Section  2,  by  adding 
the  following  paragraph  in  alphabetical  order: 

“ ‘The  Committee  on  Hospital  and  Professional 
Relations  shall  consist  of  5 members,  the  terms  of 
appointment  being  so  rotated  that  each  member 
shall  serve  5 years.  One  member  shall  be  appoint- 
ed to  this  committee  each  year  by  the  President- 
Elect.  The  duties  of  this  committee  shall  be  con- 
ceited with  the  ethics,  responsibilities,  standards, 
contractural  relations  and  general  policies  relevant 
to  medical  practice  in  hospitals.  This  committee 
shall  render  an  annual  report  to  the  Council  and 
House  of  Delegates.’ 

“This  paragraph  provides  for  the  appointment 
and  outlines  the  duties  of  this  newly  appointed 
Committee. 

“The  fourth  section  of  this  resolution  proposes 
to  ‘further  amend  Chapter  XII,  Section  2,  by  add- 
ing the  following  paragraph  in  alphabetical  order: 

“ ‘The  Committee  on  Emergency  Medical  Service 
shall  consist  of  5 members,  the  terms  of  appoint- 
ment being  so  rotated  that  each  member  shall  serve 
for  5 years.  One  member  shall  be  appointed  to 
this  committee  each  year  by  the  President-Elect. 
It  shall  be  the  duty  of  this  committee  to  keep 
abreast  of  the  information  emanating  from  the  fed- 
eral government,  the  state  government,  and  the 
Committee  on  Emergency  Medical  Service  of  the 
A.M.A.,  especially  as  it  relates  to  preventive  and 
remedial  measures  pertaining  to  war  emergencies.’ 

“This  paragraph  provides  for  the  appointment 
and  outlines  the  duties  of  one  more  of  the  newly- 
appointed  committees. 

“The  fifth  section  proposed  to  ‘further  amend 
Chapter  XII,  Section  2,  by  adding  the  following 
paragraph  in  alphabetical  order: 

“ ‘The  Committee  on  Allied  Professions  shall  con- 
sist of  5 members,  the  terms  of  appointments  be- 
ing so  rotated  that  each  member  shall  serve  for 
five  years.  One  member  shall  be  appointed  to  this 
committee  each  year  by  the  President-Elect.  The 
duties  of  this  committee  shall  be  to  correlate  and 
activate  the  joint  purposes  of  the  allied  profes- 
sions pertaining  to  the  health  of  the  people  of  the 
state  of  Nebraska  and  the  perpetuation  of  the 
work  of  the  allied  professions  as  a free  enterprise.’ 

“This  paragraph  also  provides  for  the  appoint- 
ment and  outlines  the  duties  of  one  of  the  newly- 
appointed  committees. 

“The  sixth  section  proposes  to  ‘further  amend 
Chapter  XII,  Section  2,  paragraph  J,  first  sentence, 
by  substituting  the  word  ‘six’  for  the  word  ‘five,’ 
deleting  the  words  ‘who  shall  serve  for  a term  of 
five  years,’  and  substituting  the  words  ‘two  mem- 
bers’ for  the  words  ‘one  member.’ 

“This  changes,  if  passed,  the  Committee  on  Rural 
Medical  Service,  to  a committee  of  six  instead  of 


five,  with  2 members  being  appointed  each  year  by 
the  President-Elect. 

“The  seventh  section  of  this  resolution  proposes 
to  make  some  changes  in  the  membership  and 
tenure  of  office  of  the  Committee  on  Student  Loan 
Fund.  Since  the  Student  Loan  Fund  has  already 
been  incorporated  into  the  Nebraska  Medical  Foun- 
dation by  action  of  the  Council,  this  committee  rec- 
ommends that  Committee  M be  discontinued,  and 
that  paragraph  M,  Section  2,  of  Chapter  XII  of  the 
By-Laws  be  deleted. 

“This  recommendation  is  made  because,  with  the 
Student  Loan  Fund  becoming  a part  of  the  Nebras- 
ka Medical  Foundation,  there  appears  to  be  no 
further  work  for  the  Student  Loan  Fund  Committee 
as  such. 

“Your  committee  approves  this  Resolution,  as 
changed,  as  being  necessary  to  define  and  outline 
the  duties  of  newly-appointed  committees,  and  to 
further  provide  for  the  discontinuing  of  the  Com- 
mittee on  Student  Loan  Fund. 

“Mr.  Speaker,  I move  the  adoption  of  this  reso- 
lution as  changed  in  committee.” 

A motion  was  made  and  seconded  to  adopt  this 
section  of  the  report.  The  motion  carried. 

“Item  XII  is  a resolution  ‘to  amend  Chapter  XII, 
Section  3,  by  adding  in  alphabetical  order  the  Com- 
mittee on  Diabetes  and  the  Committee  on  Cerebral 
Palsy. 

“This  proposal  will  add  to  the  previously-named 
standing  Research  Committees  these  two  new  com- 
mittees. This  resolution  is  approved  by  your  com- 
mittee as  submitted. 

“Mr.  Speaker,  I move  the  adoption  of  Item  XII 
of  this  report.” 

A motion  was  made  and  seconded  to  adopt  this 
item  of  the  report.  The  motion  carried. 

“Item  XIII  proposed  to  ‘amend  Chapter  XIII, 
Section  4,  paragraph  2,  second  sentence,  by  delet- 
ing the  words  ‘at  the  same  time,’  and  inserting  be- 
tween the  words  ‘Secretary-Treasurer’  and  ‘as’  the 
words,  ‘of  the  Nebraska  State  Medical  Associa- 
tion, and  he  in  turn  shall  remit  to  the  treasurer 
of  the  American  Medical  Association  the  dues  of 
that  organization,’  thus  making  the  sentence  read: 
‘He  shall  remit  membership  dues  to  the  Secretary- 
Treasurer  of  the  Nebraska  State  Medical  Associa- 
tion and  he  in  turn  shall  remit  to  the  treasurer  of 
the  American  Medical  Association  the  dues  of  that 
organization,  as  prescribed  in  Chapter  II,  Section 
2,  of  these  By-Laws.’ 

“This  proposed  change  provides  that  the  county 
treasurer  shall  remit  to  the  treasurer  of  the  state 
association  both  the  dues  of  the  state  medical  as- 
sociation and  those  of  the  American  Medical  Asso- 
ciation, and  is  proposed  to  bring  our  By-Laws  more 
exactly  into  line  with  our  new  changes  in  member- 
ship requirements. 

“Your  committee  has  approved  the  amendment 
to  the  By-Laws  as  proposed  in  Item  XIII,  and  rec- 
ommends it  for  adoption.  Mr.  Speaker,  I move  the 
adoption  of  Item  XIII.” 

A motion  was  made  to  adopt  Item  XIII  of  the 
report.  The  motion  was  seconded  and  carried. 

“Item  XIV  is  a resolution  proposing  to  amend 
the  Constitution  as  follows:  ‘To  amend  Article  VI, 
Section  3,  paragraph  4,  of  the  Constitution  of  the 
Nebraska  State  Medical  Association  by  deleting  the 
words  ‘Board  of  Councilors’  and  substituting  the 
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words  ‘Council  on  Professional  Ethics,’  thus  making 
the  paragraph  read:  ‘The  Council  on  Professional 
Ethics  shall  be  vested  with  the  judicial  powers  of 
the  Association  and  such  other  authority  as  may 
be  prescribed  in  the  By-Laws.’ 

“The  recommendation  of  the  committee  is  to 
delete  the  words  ‘and  such  other  authority’  and 
‘may  be’  from  the  last  clause,  and  to  insert  the  word 
‘now’  before  the  word  ‘prescribed,’  making  the  para- 
graph read  as  follows:  ‘The  Council  on  Professional 
Ethics  shall  be  vested  with  the  judicial  powers  of 
the  Association  as  now  prescribed  in  the  By-Laws.’ 

“This  change  is  recommended  because  your  com- 
mittee felt  that  as  originally  stated  the  Council  was 
giving  away  all  the  judicial  powers  that  they 
might  have,  including  others  than  those  described 
in  this  paragraph  as  proposed. 

“The  committee  approves  the  adoption  of  this 
amendment  to  the  Constitution  as  changed  by  the 
committees.  Since  it  is  an  amendment  to  the  Con- 
stitution, it  will  necessarily  be  referred  to  the  House 
of  Delegates  of  1951  for  final  action. 

“Mr.  Speaker,  I move  the  adoption  of  the  report.” 

A motion  was  made  and  seconded  that  we  adopt 
this  section  of  the  report.  The  motion  carried. 

“Mr.  Speaker,  I move  the  adoption  as  a whole 
of  the  report  of  the  Committee  on  Constitution 
and  By-Laws.” 

The  motion  was  seconded  and  carried. 

“Your  Reference  Commi+tee  on  Constitution  and 
By-Laws  wishes  to  make  the  following  suggestions 
which  have  been  developed  during  the  course  of 
our  meetings: 

“Clarification  of  the  Status  of  a Member  Who 
Fills  Out  a Vacancy,  Particularly  as  to  His  Eligi- 
bility to  Succeed  Himself,  Where  the  Number  of 
Terms  Is  Limited; 

“We  feel  that  the  signing  of  all  reports  which 
are  to  be  nlaced  in  the  hands  of  reference  commit- 
tees would  be  helpful; 

“We  Also  Wish  to  Suggest  Clarification  of  the 
Constitution  on  the  Election  of  Officers,  Particu- 
larly as  Regards  Attendance  at  the  Annual  Meet- 
ing at  Which  They  Are  Nominated.  (Art.  VI, 
Section  5).” 

A motion  was  made  and  seconded  that  Reference 
Committee  No.  3 be  commended  for  the  nice  job 
they  had  done.  The  motion  carried. 

A motion  was  made  that  the  House  of  Delegates 
extend  to  Mr.  Merrill  Smith  a vote  of  thanks  and 
appreciation  for  the  excellent  job  he  has  done  dur- 
ing the  past  year.  The  motion  was  seconded  and 
carried. 

A motion  was  made  that  the  House  of  Delegates 
extend  a vote  of  deep  appreciation  to  Dr.  Rudolph 
F.  Decker  for  his  many  years  of  faithful  service 
above  and  beyond  the  call  of  duty  as  Speaker  of 
the  House  of  Delegates.  The  motion  was  seconded 
and  carried. 

The  fixing  of  the  meeting  place  for  1951  was 
the  next  order  of  business  and  Dr.  J.  D.  Bradley 
made  a motion  that  the  next  Annual  Session  of 
the  Nebraska  State  Medical  Association  be  held 
in  Omaha,  Nebraska.  The  motion  was  seconded  and 
canned. 

Dr.  Bradley,  Vice  Speaker,  was  asked  to  take  the 
chair  and  granted  permission  of  the  floor  to  Dr. 
Rudolph  Decker. 


DR.  DECKER:  “For  43  years  it  has  been  my 

privilege  to  be  a member  of  the  Nebraska  State 
Medical  Association.  For  more  than  a quarter 
of  a century  I have  been  officially  connected  with 
the  House  of  Delegates  • — ■ 16  years  delegate  and 
the  last  12  as  your  presiding  officer. 

“The  scientific  side  of  medicine  has  made  won- 
derful progress.  The  economic  side,  especially  as 
it  pertains  to  the  state  medical  association  and 
more  intimately  to  this  House  of  Delegates,  has 
changed  considerably.  When  I first  attended  meet- 
ings of  this  House  of  Delegates,  approximately 
1913,  the  business  of  the  House  was  not  very  ex- 
tensive, and  possibly  the  time  devoted  to  it  then 
was  sufficient.  However,  we  all  recognize  the  seri- 
ous situation  we  are  confronted  with  against  our 
profession.  In  addition  to  the  threat  of  compulsory 
health  insurance  we  have  additional  problems.  For 
instance  — take  Public  Relations  — who  thought  of 
P.R.  at  the  time  of  A.  S.  VonMansfelde.  In  those 
days  we  had  very  little  problems.  Now,  inasmuch 
as  your  House  of  Delegates  is  the  legislative  and 
policy  making  body  of  the  association,  I have  al- 
ways felt  that  the  House  must  take  sufficient  time 
to  transact  business.  If  that  interferes  with  the 
scientific  meetings  I do  not  know  exactly  what  we 
can  do  about  it  and  I can’t  see  the  answer. 

“Those  of  you  who  have  been  here  yesterday  and 
today,  while  you  may  feel  that  a little  time  has 
been  wasted  on  lengthy  reports  that  could  have 
been  shortened,  you  will  still  not  feel  you  have 
been  wasting  time  in  transacting  the  business  of 
the  association.  The  House  of  Delegates  will  have 
to  make  some  sort  of  provision  to  devote  more  time 
to  the  business  of  the  association.  I have  had  the 
thought  that  probably  some  of  the  difficulty  could 
be  overcome  if  we  had  a school  for  reference  com- 
mittees where  the  members  of  these  committees 
could  be  instructed  fully  as  to  what  is  expected  of 
them  and  how  to  prepare  their  reports.  Probably 
the  reference  committees  would  be  better  posted 
if  they  were  to  get  together  following  the  first 
meeting  of  the  House  of  Delegates  and  instructed 
as  to  the  job  and  what  is  expected  of  them.  Pos- 
sibly, if  we  didn’t  talk  too  much,  we  would  get 
along  faster.  Enough  of  that.’ 

“I  want  to  express  my  sincere  appreciation  to  this 
House  of  Delegates  for  electing  me  the  first  Speak- 
er of  the  House  of  Delegates.  That  honor  shall  al- 
ways be  mine.  Up  until  now  I have  been  the  only 
Speaker  of  the  House  of  Delegates.  Tomorrow  I 
will  be  one  of  those  past-speakers.  I should  like 
to  express  to  this  House  of  Delegates  my  sincere 
appreciation  for  the  confidence  placed  in  me  and 
for  their  hearty  cooperation. 

“I  should  further  like  to  express  to  the  various 
committees,  to  the  various  officers  over  the  years, 
the  various  presidents,  my  hearty  appreciation  of 
their  cooperation  and  then  I should  like  to  express 
my  hearty  appreciation,  first,  to  Dr.  R.  B.  Adams, 
our  efficient  secretary  for  his  cooperation. 

“I  would  also  like  to  express  my  appreciation 
to  Mr.  Merrill  Smith  for  his  splendid  help  and  co- 
operation, and  last  but  not  least,  I would  like  to 
express  my  appreciation  for  the  efficient  and  cour- 
teous service  rendered  me  personally  and  to  your 
association  by  Mrs.  Ruth  Murphy.” 

Dr.  Bradley  thanked  Dr.  Decker  for  his  remarks 
and  said  he  would  try  and  carry  on  as  Speaker  of 
the  House  in  the  1951  session. 
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Dr.  Decker  again  took  the  chair. 

A motion  was  made  that  the  secretary  send  the 
proper  letters  of  appreciation  to  the  Lancaster 
County  Medical  Society,  the  Hotel  Cornhusker  and 
the  Lincoln  Chamber  of  Commerce.  The  motion 
was  seconded  and  carried. 

Mr.  Smith  asked  for  permission  of  the  floor  and 
stated  he  had  been  requested  to  announce  that  at- 
tendance in  the  general  sessions  was  miserably 
few  and  it  would  be  a fine  gesture  if  all  the  dele- 
gates would  go  to  the  ballroom  immediately  upon 
dismissal.  He  also  announced  that  the  manage- 
ment of  the  hotel  would  like  to  have  all  members 
buy  luncheon  tickets  so  that  an  idea  could  be  ob- 
tained as  to  the  number  to  be  planned  for  at  the 
luncheon. 

A motion  was  made  and  seconded  to  adjourn.  The 
motion  carried. 


MEETING  OF  EMERGENCY  MEDICAL 
SERVICE  COMMITTEE 

A meeting  of  the  Emergency  Medical  Service 
Committee  was  held  Monday  evening,  April  24, 
1950,  at  the  Omaha  Athletic  Club.  Present  were 
committee  members  Drs.  John  J.  Freymann,  Chair- 
man, Omaha;  Roy  Whitham,  Lincoln;  J.  T.  Hanna, 
Scottsbluff;  Neil  Everitt,  Omaha;  and  J.  P.  Redg- 
wick,  Omaha.  Also  present  wei’e  Dr.  J.  D.  Mc- 
Carthy, President,  Omaha;  and  Mr.  M.  C.  Smith, 
Executive  Secretary;  Sidney  Bradley,  Executive  As- 
sistant, Lincoln. 

OPENING  REMARKS 

Dr.  Freymann  said  that  he  had  called  the  meet- 
ing for  organizational  purposes.  He  said  it  was 
also  held  in  order  to  report  to  the  House  of  Dele- 
gates that  the  committee  has  been  activated  and 
ready  to  begin  its  functions.  He  asked  Dr.  Whit- 
ham to  make  this  report  since  he  will  be  unable 
to  attend  the  Annual  Session.  The  chairman  an- 
nounced that  a meeting  of  the  Council  on  Emer- 
gency Medical  Service  of  the  American  Medical  As- 
sociation will  be  held  in  Chicago,  May  6,  1950.  He 
said  he  planned  to  attend  and  hoped  that  others 
on  the  committee  could  also  be  present.  It  was 
believed  that  this  meeting  will  clearly  define  the 
work  to  be  done  by  the  various  state  medical  asso- 
ciation committees  as  well  as  present  many  projects 
and  programs  for  the  committee. 

GENERAL  DISCUSSION 

Dr.  Freymann  stated  that  he  had  talked  with  Dr. 
Harold  Lueth,  a member  of  the  A.M.A.  Council  on 
Emergency  Medical  Service,  who  said  that  one  of 
the  committee’s  functions  would  be  in  relation  to  a 
possible  atomic  emergency.  The  chairman  added 
that  the  committee’s  activities  would  include  many 
other  fields  as  well,  such  as  making  a survey  of 
medical  personnel,  hospital  facilities  and  planning 
the  medical  profession’s  role  during  an  emergency. 
Until  a clear-cut  national  program  is  developed,  he 
continued,  each  state  should  work  out  individual 
programs  with  a close  integration  of  all. 

Dr.  Everitt  related  that  a meeting  of  the  Indus- 
trial Mobilization  College  would  be  held  next  month 
in  Omaha.  He  hoped  that  the  committee  could  be 
represented  at  the  meeting.  Dr.  Freymann  agreed 
to  inquire  about  this  possibility.  Dr.  Redgwick 
moved  that  the  committee  secure  a copy  of  the 
“Hopley  Report.”  The  motion  was  passed.  The 
purpose  of  this  motion  was  to  discover  what  plans 


had  been  made  for  local  action  during  an  emer- 
gency. 

ATOMIC  ENERGY  COMMISSION 

Dr.  Freymann  reviewed  a report  from  the  A.M.A. 
stating  that  the  Atomic  Energy  Commission  is  now 
offering  courses  to  physicians  on  the  medical  as- 
pects of  atomic  warfare.  The  purpose  of  these 
courses  is  to  train  doctors  who,  in  turn,  can  inform 
their  colleagues  on  this  subject.  Dr.  Freymann 
said  he  would  make  the  necessary  investigation  of 
these  courses. 

SCOPE  OF  COMMITTEE  ACTIVITIES 

Dr.  Whitham  suggested  that  the  following  points 
outline  the  committees’  scope  of  activities. 

a.  The  committee  shall  concern  itself  with  such 
emergencies  as  attack  or  war  and  not  with  other 
types  of  disasters;  i.e.,  flood,  fire,  etc. 

b.  The  committee  intends  to  concern  itself  with 
the  problems  arising  out  of  attack  or  war  in  the 
fields  of  atomic  bombing,  chemical  warfare,  bac- 
teriological warfare  and  psychological  warfare. 

c.  The  committee  intends  to  study  all  phases  of 
these  conditions  with  particular  emphasis  on  the 
prevention  and  treatment  of  casualties  resulting 
from  any  of  these  types  of  warfare. 

The  committee  accepted  these  points  as  its  defin- 
itive scope. 


MEETING  OF  SPEAKERS  BUREAU 
COMMITTEE 

A meeting  of  the  Speakers  Bureau  Committee 
was  held  Friday  evening,  April  14,  1950,  at  the 
Lincoln  University  Club.  Present  were  committee 
members  Drs.  0.  V.  Calhoun,  Chairman,  Lincoln; 
E.  G.  Brillhart,  Columbus;  and  W.  Allen  Campbell, 
Lincoln.  Also  present  were  Dr.  R.  B.  Adams,  Sec- 
retary-Treasurer; M.  C.  Smith,  Executive  Secre- 
tary, and  Sidney  R.  Bradley,  Executive  Assistant, 
Lincoln. 

OPENING  REMARKS 

In  outlining  the  work  done  thus  far  toward  estab- 
lishing a Speakers  Bureau,  Dr.  Calhoun  stated  that 
a suiwey  had  been  made  of  the  county  societies  two 
years  ago  as  a means  of  determining  the  desire 
and  need  for  a Speakers  Bureau.  The  response  was 
good,  showing  that  such  a bureau  was  wanted.  Last 
year  a questionnaire  was  sent  to  all  members  of  the 
state  association  to  find  out  the  availability  of 
speakers,  their  topics,  travel  restrictions,  etc.  The 
response  to  this  questionnaire  was  not  particularly 
good,  with  only  about  100  physicians  answering. 

The  chairman  stated  it  was  hoped  that  a substan- 
tial list  of  speakers  and  topics  could  be  gained  and 
this  list  mimeogi’aphed  and  sent  to  county  society 
secretaries  to  aid  them  in  selecting  their  programs 
for  the  coming  year.  He  thought  that  the  mag- 
nitude and  scope  of  this  program  would  eventually 
require  a full  time  person  in  the  headquarters  of- 
fice to  administer  it. 

NEED  FOR  LAY  SPEAKERS 

Committee  members  generally  agreed  that  it 
would  be  proper  to  have  lay  members  on  the  Speak- 
ers Bureau.  It  was  pointed  out  that  in  some  cases 
they  could  present  more  effective  papers  than  physi- 
cians before  certain  groups.  To  this  end.  Dr.  Cal- 
houn said  he  had  asked  each  councilor  to  submit  a 
list  of  10  lay  speakers,  such  as  lawyers,  ministers, 
etc.  Many  of  these  lists  have  already  been  re- 
ceived. 
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APPEARANCES  BEFORE  LAY  GROUPS 
Dr.  Campbell  questioned  the  wisdom  of  speaking 
before  lay  groups  on  purely  scientific  subjects.  He 
didn’t  believe  that  such  appearance  would  accom- 
plish anything  and  that  it  might  tend  to  “frighten 
the  people  into  symptoms.”  Mr.  Smith  stated  that 
these  speeches  would  have  a good  public  relations 
value  as  well  as  performing  a public  education 
service.  The  committee  agreed  that  the  subject 
matter  of  scientific  papers  before  lay  groups  should 
be  carefully  selected. 

PRACTICAL  ASPECTS  OF  THE  BUREAU 
Dr.  Calhoun  said  that  perhaps  the  Nebraska  State 
Medical  Foundation  might  sponsor  teams  of  physi- 
cians to  present  post-graduate  training  courses  to 
various  parts  of  the  state.  Dr.  Brillhart  stated 
that  as  a county  society  secretary,  he  had  arranged 
many  meetings  and  had  never  had  any  trouble 
getting  speakers.  Mr.  Smith  suggested  that  one 
day  post-graduate  courses  be  offered  to  physicians 
out  in  the  state.  He  pointed  out  that  one  Annual 
Session  had  been  held  at  Grand  Island  and  that 
doctors  were  present  who  were  seldom  if  ever  seen 
at  the  Annual  Sessions  in  Omaha  and  Lincoln. 

NO.  1 PROJECT 

To  instigate  the  Speakers  Bureau,  the  commit- 
tee decided  that  the  list  of  speakers  and  their 
topics  now  available  (those  received  through  the 
questionnaire)  sail  be  mimeographed  and  sent  to 
county  society  secretaries  and  hospital  chiefs  of 
staffs.  The  necessai-y  information  concerning  this 
list  will  be  published  in  the  Organization  Section 
of  the  journal  and  also  in  a bulletin.  It  was  be- 
lieved that  the  list  will  be  enlarged  year  by  year. 
Mr.  Smith  thought  that  the  Speakers  Bureaus  of 
other  organizations  could  be  incorporated  into  the 
state  association  bureau. 

Meeting  adjourned. 


LIBRARY  NOTES 

Five  new  journals  in  the  University  of  Nebraska 
College  of  Medicine  Library  bring  the  total  cur- 
rent serials  subscriptions  to  647.  All  of  these  five 
journals  are  new  publications  proposing  unique 
contributions  to  medical  literature. 

The  American  Journal  of  Proctology  (official  pub- 
lication of  the  International  Academy  of  Proctol- 
ogy, March  1950),  the  most  recent  of  the  five  pub- 
lications announces  itself  as  “the  first  authoritative 
journal  on  proctology  in  the  world.”  A quarterly, 
it  will  publish  the  proceedings  of  the  Academy’s 
scientific  sessions,  original  articles,  abstracts  and 
news  items. 

Angiology;  A Journal  of  Vascular  Disease  (Bal- 
timore, Williams  & Wilkins,  January  1950)  ap- 
pears as  the  organ  of  a new  specialty  and  pur- 
poses to  “coordinate  . . . the  manifold  clinical,  sur- 
gical and  experimental  developments  in  vascular 
disease.”  A bi-monthly,  now  in  its  second  issue, 
the  journal  is  devoted  exclusively  to  original  pa- 
pers and  an  editorial.  The  articles  have  extensive 
and  up-to-date  bibliographies  and  come  from  au- 
thors all  over  the  world. 

Circulation;  The  Journal  of  the  American  Heart 
Association  (New  York,  Grune  & Stratton,  January 
1950)  represents  not  merely  a change  in  name, 
format  and  publisher  but  also  a revision  of  “con- 
tent and  purpose,”  having  as  its  scope  the  entire 


circulation,  rather  than  the  heart  alone.  The  Edi- 
torial Boax’d,  which  has  been  enlarged  to  include 
repi'esentation  of  newer  technics  and  additional  spe- 
cialties, will  accept  articles  in  the  basic  sciences 
I’elating  to  the  cai’diovascular  system,  “papers  I’ep- 
resenting  the  finest  type  of  clinical  i-esearch,  as 
well  as  those  which  ai’e  mainly  ‘pi’actical’  in  their 
application.”  The  policy  of  the  editors-  is  pointed 
toward  a journal  that  will  appropriately  balance 
the  clinical  and  the  scientific  — not  so  exalted 
that  it  will  be  intelligible  only  to  a few  scientists, 
nor  so  purely  clinical  that  it  will  have  little  intei’- 
est  to  investigators  in  the  basic  sciences  related  to 
medicine.  A monthly  jouimal,  like  its  predecessor 
the  American  Heart  Journal,  Cii’culation,  cari-ies 
articles,  abstracts,  i-eviews  and  news  notes  and  will 
publish  all  papers  within  six  months  of  their  accept- 
ance. 

Experiixiental  Cell  Reseai-ch  (New  York,  Aca- 
demic Press,  January  1950)  is  published  under  the 
auspices  of  the  International  Society  for  Cell  Bi- 
ology. The  journal  invites  papers  “dealing  with 
experimental  analysis  of  the  activity,  structui’e  and 
oi'ganization  of  the  cell  and  its  subunits,  including 
such  work  involving  vii’us.”  “Technical  or  theo- 
I’etical  papers  aiming  at  the  further  development 
of  methods  in  the  field  of  expeidmental  cytology” 
will  also  be  accepted.  Published  quaidei-ly,  the 
joui-nal  cari'ies  only  oi'iginal  articles  and  brief  notes 
(ai'ticles  not  exceeding  3 pages).  Manuscripts  in 
English,  Fi-ench  or  Gennan  will  be  accepted. 

Scandinavian  Journal  of  Clinical  and  Laboi-atory 
Investigation  (Oslo,  Norway,  Medisinsk  Fysiologisk 
Foi’enings  Fox-lag,  1949)  is  devoted  to  “experi- 
mental clinical  research  common  to  all  specialties,” 
its  coixtent  to  be  determined  accox-ding  to  the  xnan- 
ner  in  which  the  particular  scientific  problem  is 
appx-oached,  x-egardless  of  the  field.  Papex-s  pi-e- 
sented  must  be  limited  to  12  printed  pages  and 
“must  be  closely  associated  with  clinical  i-eseax-ch 
. . . and  based  on  labox-atory  investigations.”  Re- 
search based  on  clinical  statistics  and  casuistics 
will  not  be  accepted.  A shox-t  px'actical  section  will 
include  technical  details,  shox-t  sux-veys  of  impox-tant 
subjects  fx-om  a px-actical  standpoint,  and  descx-ip- 
tion  and  evaluation  of  new  apparatus.  The  pux-pose 
of  the  journal  is  to  “help  support  the  evolution 
and  progress  of  clinical  activity  and  assist  in  the 
px’onxotion  of  expex-imental  clinical  medicine  within 
the  Scandinavian  countries.”  A quax-tex-ly. 


PHYSICAL  THERAPY 

The  Nebraska  Chapter  of  the  Amex-ican  Physi- 
cal Thex-apy  Association  had  its  bi-monthly  meet- 
ing at  the  Fox-t  Kearney  Hotel,  Keax-ney,  Nebraska, 
Satux-day  evening,  April  15,  1950. 

Following  dinner  Dr.  Bux-ton  R.  Bancroft  spoke 
to  the  group  briefly  on  the  recent  expansion  and 
development  of  Physical  Medicine  in  the  United 
States.  He  also  pointed  out  the  gx-owing  impox-tance 
of  Physical  Therapy  iix  the  treatment  and  care  of 
chronic  ailments. 

At  the  business  session,  Alice  Wiggins  and  Enid 
Bailey,  both  of  Omaha,  wex-e  chosen  delegates  to 
the  national  coxxvention  in  Cleveland,  Ohio,  in  June. 

A i-adio  broadcast  from  Station  KGFW,  Keax-ney, 
Sunday,  April  16,  featux-ed  intei-views  by  Miss  Enid 
Bailey  of  Onxaha;  Mrs.  Marguexite  Fincher  of  Fx-e- 
mont,  and  Miss  Eixxixxa  Jane  Wilder  of  Keax-ney. 
The  intex-views  dealt  with  “Physical  Thex-apy  as  a 
Profession  and  a Career.” 
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KNOW  yOUR 
BLUE  SHIELD  PLAN 


The  data  under  item  10  on  the  medical  report 
must  be  furnished  for  all  surgical  cases.  Date  of 
operation,  first  consultation  and  probable  date  of 
onset  must  be  indicated  to  determine  whether  or 
not  the  patient  is  eligible  to  receive  benefits. 


This  month  you  will  receive  a copy  of  the  new 
Roster  of  Blue  Shield  Participating  Physicians. 
Watch  for  it  and  keep  it  for  reference  with  other 
medical  servdce  material.  Listed  in  the  roster  will 
be  approximately  1,100  names,  representing  close  to 
95  per  cent  of  the  physicians  in  Nebraska.  This 
roster  will  be  distributed  to  each  of  the  3,000  Blue 
Cross-Blue  Shield  groups  and  to  all  hospital  ad- 
ministrators. 


If  your  medical  report  does  not  give  sufficient  in- 
formation we  must  return  it  for  necessary  facts. 
This  takes  up  your  time,  increases  administrative 
costs  and  delays  payments.  Unusual  cases  should 
be  reported  with  additional  explanatory  details  in 
order  that  proper  appraisal  may  be  made  of  the 
Plan’s  obligation  to  you  and  to  your  patient. 

It  is  possible  that  the  Participating  Physician 
plaque  designed  by  the  Nebraska  Blue  Shield  public 
relations  staff  will  soon  be  seen  in  many  physicians’ 
offices  throughout  the  nation.  The  Blue  Shield 
Commission  has  accepted  the  design  for  national 
distribution  and  has  sent  samples  to  each  of  the 
sixtyrnine  medical  service  Plans.  It  is  anticipated 
that  a number  of  Blue  Shield  Plans  will  adopt  the 
plaque  as  an  identifying  insignia  for  their  partici- 
pating physicians. 


Reminder:  Physicians,  patients  and  members  of 

the  Blue  Shield  office  staff  are  well  pleased  with 
the  stepped-up  service  made  possible  by  the  bi- 
monthly issuance  of  checks  to  physicians.  This 
prompt  seiwice  can  be  continued,  and  payments  and 
records  can  be  kept  current  if  you  will  submit  medi- 
cal reports  immediately  after  completion  of  serv- 
ices. 


IN-HOSPITAL  MEDICAL  CARE 

Our  experiment  of  the  past  two  years  of  pro- 
viding benefits  in  the  field  of  In-Hospital  medical 
care  is  now  supplying  us  with  some  valuable  sta- 
tistics and  data.  From  this  experience  we  will  be 
able  to  consider  the  possibility  of  expanding  bene- 
fits for  In-Hospital  medical  care. 

There  is  an  old  adage  in  the  insurance  field  that 
reads:  “In  anything  that  is  insurable  at  a prof- 
it, the  penalty  must  exceed  the  benefit.” 

There  are  several  other  insurance  maxims  that 
of  necessity  must  be  kept  in  mind,  namely: 

1.  Loss  must  be  infrequent. 

2.  The  loss  must  be  of  sufficient  financial  im- 
portance. 

8.  The  benefit  provided  must  not  materially  in- 
duce increased  utilization  or  loss. 


4.  Loss  to  be  insurable  must  be  outside  of  the 
control  of  the  insured. 

5.  The  loss  must  be  limited. 

It  is  generally  appreciated  that  all  of  the  items 
in  a general  medical  care  program  are  not  insur- 
able, or  at  least  an  accurate  loss  utilization  has 
not  yet  been  determined.  Thus  our  experiment  in 
the  In-Hospital  field  must  proceed  slowly  until  we 
have  accumulated  more  experience  data.  To  those 
members  of  the  Nebraska  State  Medical  Associa- 
tion who  have  been  requesting  more  benefits  in  the 
In-Hospital  medical  care  field,  we  ask  your  con- 
tinued indulgence  and  cooperative  understanding, 
while  w'e  continue  with  this  experiment — trying  to 
prove  what  are  insurable  items  in  the  field  of  In- 
Hospital  medical  care. 


NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
May  31.  1950 

Assets : 

Cash  in  banks $143,978.10 

Premiums  in  process  of  collection 12,677.05 

U.  S.  Bonds  (cost  plus  accrued 
interest)  326,325.20 

Liabilities : 

Accounts  payable.  Blue  Cross 

Accounts  payable,  monthly  invoices. 

Accrued  payroll  taxes 

Claims  Payable: 

Unreported  

Pending  

Contingent  

Unearned  premiums  


Reserve  for  maternity  care__ 

Reserve  for  bonuses 

Reserve  for  collection  losses. 


$482,980.35 


Income: 


INCOME  AND 


From  dues  

From  enrollment  fees. 
Interest,  U.  S.  Bonds. 


Expenses : 

Claims  

Administrative  Expense : 

Regular  

Advertising  (50-50)  

Bonuses  

Secretarial  fees  

Medical  Director  

Advertising  

Auditing  1_ 

Printing  

Stationery  

Conferences  and  meetings 

Collection  expenses  

Reserve  for  collection  losses ; 

Tax  and  licenses 

Dues  i_ 

Miscellaneous  

$102,291.82 

Net  Gain  $ 9,493.90 


. $ 10,058.60 

2,073.35 

131.00 

72,464.80 

2,475.00 

10,000.00 

119,279.34 

$216,482.09 

10,000.00 

. _ 1,666.65 

1,500.00 

253,331.61 

$482,980.35 

’ENSE 

Month 

5 Months 

of  May 

to  Date 

$109,369.38 

$507,290.91 

2,333.00 

11,577.00 

83.34 

187.51 

$111,785.72 

$519,055.42 

.$  89,003.05 

$412,956.30 

9,582.08 

46,275.62 

476.52 

5,163.55 

333.33 

1,666.65 

416.67 

2,083.35 

250.00 

1,250.00 

904.00 

1,053.80 

840.00 

840.00 

222.30 

1,824.47 

44.80 

44.80 

46.65 

2,674.83 

6.50 

187.95 

1,500.00 

36.25 

71.25 

126.67 

472.83 

3.00 

126.12 

$478,191.52 
$ 40,863.90 


CASE  REPORT  — MAY,  1950 

Number  of  services  rendered 

Females  

Males  

Subscribers  

Dependents  


.2,727 
.1,582 
.1,145 
. 994 
.1,733 


ENROLLMENT  SUMMARY— MAY,  1950 


Groups  enrolled  during  May 77 

Groups  cancelled  during  May 18 

Number  of  active  groups,  June  1,  1950 2,658 


Sub- 

scribers 

De- 

pendents 

Partici- 

pants 

Membership,  May  1, 

1950- 

..  . 51,866 

9.  9S\^ 

72,094 

123.960 

Less  terminations 
Net  Gain 

Membership,  June  1, 

1950 

. . . ;i62 

1,929 

_ 53,795 

74,775 

128,760 
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VEAWS 

Dr.  Clarence  Rubendall,  Omaha.  Born  in  Ne- 
braska in  1888.  Graduated  from  the  Omaha  Medi- 
cal College  in  1908.  He  became  associated  with  the 
late  Dr.  F.  S.  Owen  in  the  practice  of  eye,  ear, 
nose  and  throat  shortly  after  his  return  to  Omaha, 
in  1910.  Dr.  Rubendall  lead  a very  active  profes- 
sional life.  In  addition  to  his  regular  practice  in 
his  specialty,  he  was  surgeon  on  part  time  basis 
for  the  Union  Pacific  Railroad.  He  taught  dis- 
eases of  the  nose  and  throat  at  the  University  of 
Nebraska  College  of  Medicine,  for  many  years 
having  attained  the  rank  of  full  professor  and 
head  of  the  department,  a position  from  which  he 
retired  recently.  He  was  a member  of  the  County 
and  State  Medical  Society,  a Fellow  of  the  Arner- 
ican  Medical  Association,  and  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 
He  took  a great  interest  in  civic  organizations  and 
was  a past  president  of  the  Concord  Club.  In  May, 
he  suffered  a broken  hip  in  a fall.  He  had  been 
making  steady  improvement  at  the  Immanuel  Hos- 
pital until  June  6,  when  he  suffered  a pulmonary 
embolus  and  died  suddenly.  Survivors  are  his  wife 
and  three  daughters. 


A.  D.  Cloyd,  Sr.,  Omaha.  Born  in  1860.  Gradu- 
ated from  Washington  University  School  of  Medi- 
cine in  1885.  He  came  to  Nebraska  in  1890  and 
located  in  Richardson  County.  Two  years  later  he 
came  to  Omaha.  Dr.  Cloyd  was  medical  director 
of  the  Woodmen  of  the  World  for  almost  50  years 
when  in  1946  he  was  made  director  emeritus.  He 
was  an  authority  on  problems  pertaining  to  medical 
phases  of  insurance  and  enjoyed  the  reputation  as 
one  of  the  foremost  authorities  in  this  field.  Dr. 
Cloyd’s  hobby  was  language  studies,  particularly 
Spanish,  which  he  spoke  fluently.  Death  came 
May  15,  1950.  Surviving  is  a son  Dr.  A.  David 
Cloyd,  Jr.,  of  Omaha. 


Dr.  L.  L.  Arntsen,  Omaha.  Born  in  1905.  Gradu- 
ated from  the  University  of  South  Dakota  and 
Northwestern  University  College  of  Medicine  in 
1930.  Came  to  Omaha  in  the  middle  thirties 
where  he  became  associated  with  Dr.  E.  C.  Henry. 
He  also  received  an  appointment  as  an  instructor 
at  the  Creighton  University  School  of  Medicine. 
November  1942,  he  took  up  active  duty  of  the  Medi- 
cal Corps  of  the  Navy  reserve  where  he  remained 
in  service  until  1946  having  participated  in  action 
in  the  Pacific  Theatre  of  Operations.  He  was  a 
member  of  the  Nebraska  State  Medical  Association, 
Fellow  of  the  American  Medical  Association  and  a 
member  of  several  surgical  societies.  He  took  an 
active  interest  in  civic  affairs  of  the  community 
having  been  a past  president  of  the  Young  Business 
Men’s  Association  of  Omaha,  a former  deacon  at 
the  First  Congregational  Church  and  a member  of 
the  church  cabinet.  He  died  from  cancer  May  14, 
1950.  Surviving  are  his  wife,  his  son,  a daughter, 
all  living  in  Omaha,  and  his  parents  who  are  re- 
siding in  Seattle,  Wash. 


BUY  U.  S.  SAVING  BONDS 


HUMAN  INTEREST  TALES 

Communications  bearing:  liuman  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal.  Ill  So.  39th,  Omaha. 


Dr.  K.  R.  McReynolds  has  located  in  Scotia. 

Dr.  Robert  J.  Lynn  has  opened  an  office  in  Ord. 

Dr.  Gene  Van  Ackeren  of  Tecumseh  is  about  to 
locate  in  Greeley. 

Dr.  Austin  Smith  of  Silver  Creek  has  moved  to 
Columbia,  Missouri. 

Dr.  C.  H.  Fenstennacher  of  Sargent,  Nebraska, 
will  soon  observe  his  50th  year  of  practice. 

Leaving  Nebraska  City  to  enter  partnership  prac- 
tice in  Ottumwa,  Iowa,  is  Dr.  R.  D.  Dalager. 

Dr.  Austin  E.  Mutz  left  Spalding  to  begin  a resi- 
dency in  Internal  Medicine  at  Hartford  Hospital, 
Hartford,  Connecticut. 

The  first  manager  of  the  new  V.  A.  Hospital 
in  Grand  Island,  will  be  Dr.  J.  Ralston  Wells,  for- 
merly of  Dallas,  Texas. 

Dr.  William  Welborn,  it  is  reported,  will  soon 
return  to  Syracuse  and  take  up  practice  with  Drs. 
Williams,  Gately  and  Clark. 

Dr..  William  H.  Hombach,  Jr.,  has  left  Grand 
Island  for  a residency  in  obstetrics  and  gynecology 
at  Colorado  General  hospital,  Denver. 

Dr.  Harriett  McGraw,  pioneer  doctor  in  McPher- 
son county  and  former  North  Platte  city  physi- 
cian, died  June  5,  in  San  Bernardino,  California. 

Dr.  Wayne  Waddell,  of  Beatrice,  has  returned 
from  Cleveland,  Ohio,  where  he  attended  the  20th 
annual  reunion  of  his  class  at  Western  Reserve 
medical  school. 

Dr.  Louis  Moon  of  Omaha  will  preside  at  the 
Forty-Ninth  Annual  meeting  of  the  American  Proc- 
tologic Society,  in  Los  Angeles,  Califomia,  July  2 
to  5,  at  the  Biltmore  Hotel. 

Drs.  Charles  Moon,  Ralph  Luikart,  J.  P.  Reg- 
wick  and  Earl  Sage,  all  of  Omaha,  attended  the 
International  and  Fourth  Congress  of  Obstetrics  and 
Gynecology,  in  New  York  City  in  June. 

Dr.  E.  S.  Wegner  of  Lincoln,  Nebraska  has  sailed 
on  the  Queen  Elizabeth  for  a two  months  tour  of 
Europe.  He  will  attend  the  International  Pediatrics 
Congress  in  Zurich  scheduled  for  early  July. 

Dr.  L.  H.  Sixta  of  Schuyler  was  guest  of  honor 
and  was  made  an  honorary  life  member  of  the 
Lions  Club,  at  their  last  meeting.  Dr.  Sixta  was 
feted  for  his  50  years  service  to  the  community. 
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EDITORIAL 


THE  DEFEAT  OF 
REORGANIZATION  PLAN  27 

For  the  second  time  this  year  President 
Truman’s  attempt  to  create  a new  depart- 
ment to  administer  health,  education  and  se- 
curity was  defeated  on  the  floor  of  the  House 
of  'Representatives.  This  time  the  vote  to 
repudiate  Reorganization  Plan  27  was  249 
against  71.  Although  this  vote  may  be  called 
decisive,  two  points  must  be  remembered. 
The  first  is  that  the  rejection  of  the  Plan 
was  the  result  of  a great  deal  of  effort  on  the 
part  of  many  individuals  and  organizations. 
These  were  able  to  convince  Congress  that 
the  proposal  far  from  promoting  health, 
welfare  and  education  would  in  reality  hinder 
progress  in  these  fields  through  beaurocratic 
controls  centralized  in  one  department  and 
administered  by  one  Head.  Second,  it  is 
doubtful  that  the  zealots  will  accept  the  de- 
feat as  a hint  that  the  American  people  are 
not  interested  in  over-centralization  in  Wash- 
ington. There  is  too  much  of  that  now.  In 
all  likelihood  there  will  be  another  Plan  of- 
fered before  long,  perhaps  with  some  modifi- 
cation in  detail  but  with  the  Ewing  principles 
intact.  Leopards  do  not  change  their  spots. 

For  many  years  organized  medicine  has 
been  advocating  the  creation  of  a Depart- 
ment of  Health  with  a secretary  of  cabinet 
rank.  Such  a secretary  in  order  to  command 
the  dignity  and  honor  pertaining  to  the  post, 
it  is  believed,  must  of  necessity  possess  per- 
sonal and  professional  qualifications  of  the 
highest  order.  To  compromise  on  anything 
less  would  be  a violation  of  public  faith  in  the 
medical  profession.  No  phase  of  our  national 
economy  carries  greater  importance  than  the 
health  of  our  citizens. 


To  elevate  the  existing  Federal  Security 
Agency  to  departmental  status  as  President 
Truman  recommended  would  have  added  con- 
fusion to  an  already  poorly  functioning  and 
politically  dominated  organization.  As  to 
qualifications  of  the  administrative  head  now 
serving,  and  there  was  no  indication  of  a like- 
ly change,  let  us  say  charitably  that  Mr. 
Ewing’s  political  views  can  never  be  condoned 
in  medicine  or  in  education.  The  security 
boys  can  have  his  philosophy,  if  they  want 
it. 

Mr.  Ewing’s  politics,  we  believe,  served 
to  a great  extent  in  the  defeat  of  Reorganiza- 
tion Plan  27.  Late  in  June  a House  of  Rep- 
resentatives investigating  committee  report- 
ed that  FSA  as  administered  by  Mr.  Oscar 
Ewing,  is  inefficient,  wasteful  overstaffed 
and  is  engaged  in  illegal  propaganda  in  sup- 
port of  national  compulsory  health  insurance. 
Indeed  Mr.  Ewing’s  expressed  eagerness  for 
this  compulsion  was  so  closely  connected 
with  the  Reorganization  Plan  that  Repre- 
sentative Halleck  of  Indiana  in  discussing  the 
Plan  on  the  floor  of  the  House  challenged 
his  colleagues  that  the  vote  put  each  of  them 
on  one  or  the  other  side  of  the  issue  of  so- 
cialized medicine. 

The  people  of  this  country  have  given 
proof  that  they  do  not  want  socialized  medi- 
cine. 


NO  FEDERAL  AID  TO  MEDICAL 
EDUCATION 

We  are  informed  that  H.R.  5940  and  its 
substitute  bill  H.R.  8886,  both  have  been 
tabled  for  the  remainder  of  this  session  of 
Congress.  Each  of  these  bills  was  introduced 
as  a means  to  provide  aid  to  education 
through  Federal  grants  to  medical  schools. 
H.R.  5940  was  considered  undesirable  be- 
cause of  certain  features  which  involved  gov- 
ernment control  of  medical  schools.  H.R. 
8886  was  a compromise  bill  which  the  Amer- 
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ican  Medical  Association  did  not  oppose  be- 
cause some  of  the  objectionable  features  of 
the  former  bill  had  been  removed.  Both  bills 
had  been  sponsored  by  the  Administration. 

In  the  sense  that  the  medical  schools  of 
this  country  can  remain  free  from  govern- 
ment interference  the  announcement  that 
these  bills  were  killed  constitutes  good  news. 
However,  to  most  of  our  state  and  privately 
endowed  institutions  now  operating  under 
budgetary  difficulties  failure  to  obtain  much 
needed  financial  supplements  will  continue 
as  a hardship. 

A cross  section  of  conditions  prevailing  in 
many  medical  colleges  throughout  the  coun- 
try shows  that  relatively  small  increases  in 
allotments  have  failed  to  keep  pace  with 
steadily  mounting  costs  of  medical  education. 
A few  of  the  privately  endowed  institutions 
were  successful  in  their  campaigns  to  im- 
prove their  incomes.  Many,  however,  are 
meeting  difficulties  in  securing  new  bene- 
factors. Most  of  them  depend  on  the  good 
will  of  their  individual  alumni. 

A few  of  the  state  financed  colleges  were 
able  to  solve  their  problems  through  direct 
appeal  to  their  respective  legislatures.  The 
majority  of  our  state  colleges  were  hoping 
that  some  help  soon  may  come  from  Wash- 
ington. 

It  is  doubtful  that  any  of  the  medical 
schools,  state  or  privately  endowed,  had 
looked  forward  with  pleasure  over  the  pros- 
pects of  federal  subsidy,  knowing  as  they 
did  the  regulations  and  dictations  that  were 
to  come  with  it.  Yet  it  is  understandable 
that  some  of  the  administrative  heads  at 
wit’s  end  in  their  budgetary  impasse  would 
have  been  willing  to  accept  the  gift  horse 
without  looking  in  its  mouth.  That  this  is  a 
sad  commentary  on  local  pride  goes  without 
saying.  We  have  pointed  out  previously  in 
these  pages  that  any  state  fortunate  enough 
to  have  a Class  A medical  school  should  be 
willing  to  make  liberal  allowances  for  its 
maintenance.  At  this  time  we  repeat  that 
it  is  the  duty  of  the  people  to  see  to  it  that 
standards  of  medical  education  be  main- 
tained at  the  highest  level  if  doctors  whom 
their  schools  graduate  are  to  supply  a high 
type  of  medical  seiwice. 

To  apply  these  premises  to  our  own  state, 
we  believe  that  each  member  of  our  Associa- 
ton  in  harmony  with  a resolution  passed  by 
our  House  of  Delegates  last  May  should 
strive  toward  the  promotion  of  public  inter- 
est in  our  medical  education  facilities.  Local 


responsibilities  must  be  met  through  active 
local  support,  if  we  are  to  remain  safe  from 
federal  controls. 


LAST  MINUTE  NOTES  FROM  A.M.A. 

Need  for  Military  Medical  Officers  Is  Growing 
Acute:  Top  military  officers  and  officials  are  under 
orders  not  to  discuss  plans  and  problems  for  publi- 
cation. Barring  a complete  agreement  with  Russia, 
it  is  no  secret  that  Army,  Navy  and  Air  Force  will 
need  hundreds — perhaps  thousands  — of  additional 
medical  officers  in  the  very  near  future.  We  have 
been  able  to  gather  some  facts  on  the  situation, 
and  have  had  them  checked  by  qualified  authorities. 
Here  is  the  picture: 

Available  Now:  Medical  departments,  although 
sharply  cut  back  over  the  last  year,  have  enough 
of  a cushion  in  personnel  and  hospital  beds  in  con- 
tinental United  States  to  handle  the  immediate  case 
load  increases.  About  400  doctors  were  listed  as 
“surplus”  and  available  for  emergency  assignments 
when  fighting  broke  out.  Military  hospitals  are 
staffing  almost  12,000  unoccupied  beds  and  could 
add  40,000  mobile  beds  to  this  capacity.  However, 
personnel  would  have  to  be  found  to  staff  the  addi- 
tional beds.  Also,  three  recently-closed  Army  hos- 
pitals — Percy  Jones,  Murphy  and  Valley  Forge  — 
will  not  be  transferred  out  of  military  control  while 
the  crisis  continues.  The  above  facts  seem  to  indi- 
cate that  military  personnel  will  be  assured  proper 
medical  care,  certainly  for  the  next  few  weeks. 

Future  Requirements:  The  present  ratio  of  phy- 

sicians to  troop  strength  offers  one  way  of  calculat- 
ing future  requirements  in  medical  officers.  Elim- 
inating certain  categories  of  officers  in  residencies, 
internships  and  other  training,  the  ratio  is  3.6  doc- 
tors per  each  1,000  men.  This  means,  roughly,  that 
for  each  additional  50,000  men  called  into  service, 
180  medical  officers  should  be  procured.  If  enlist- 
ments and  Selective  Service  bring  in  300,000  men, 
by  the  same  yardstick  they  would  have  to  be  sup- 
plied with  slightly  more  than  1,000  doctors. 

Sources:  As  of  this  date.  Defense  officials  con- 

tinue to  insist  they  have  no  plans  for  calling  up  re- 
serves on  compulsory  orders.  However,  pressure 
is  being  put  on  reserves  to  volunteer.  Army  has 
made  a special  appeal  to  medical  reserve  first  lieu- 
tenants and  captains;  Navy  is  addressing  a similar 
appeal  to  commanders  and  below.  The  question  of 
whether  compulsion  will  be  used  probably  will  be 
settled  shortly.  There  are  other  possible  sources, 
which  might  conceivably  solve  the  problem  for  a 
number  of  months,  if  fighting  continues: 

1.  The  largest  potential  group  is  made  up  of 
former  Navy  V-12  and  Army  ASTP  medical  stu- 
dents, who  had  all  or  part  of  their  education  fi- 
nanced by  the  federal  government  but  were  not  re- 
quired to  serve  on  active  duty  because  of  tennina- 
tion  of  World  War  II.  An  intensive  “moral  suasion” 
campaign  early  last  year  brought  more  than  500  of 
these  into  uniform,  but  Defense  officials  say  that 
more  than  8,000  physicians  and  dentists  in  this 
group  still  have  served  no  time  on  active  duty.  If 
half  of  these  could  be  induced  to  volunteer  now, 
they  would  in  large  measure  meet  the  medical  re- 
quirements of  about  one  million  men.  (It  is  this 
group  to  which  AMA  already  has  addressed  a strong 
appeal,  through  Dr.  James  C.  Sargent,  chairman  of 
(Continued  on  page  xxiv) 


The  Significance  of  Anxiety* 

LAUREN  H.  SMITH,  M.  D. 

From  the  Pennsylvania  Hospital  Division  of  the  Hall-Mercer  Hospital 

Philadelphia,  Pa. 


When  a physician  is  called  to  see  a patient, 
or  for  any  purpose  except  an  incidental  of- 
fice examination,  treatment,  or  prescription, 
it  usually  involves  certain  general  possibili- 
ties, such  as  pain,  discomfort,  fever,  stomach 
upset,  or  some  kind  of  an  “attack”. 

Under  such  circumstances  the  doctor 
starts  with  a few  or  many  questions  before, 
or  during  a brief  physical  examination,  with 
the  hope  that  he  may  be  able  to  pin  down 
the  cause  of  the  trouble,  and  establish  cor- 
rective treatment. 

If  present-day  theory,  as  well  as  our  prac- 
tical everyday  experience,  shows  that  a large 
percentage,  if  not  a majority,  of  patients 
with  complaints  have  functional  causes  of 
importance  contained  in  the  etiological  back- 
ground, it  behooves  us  to  ask  questions  and 
to  make  examinations  adequately  along  func- 
tional lines. 

In  spite  of  the  two  dollar  words  in  psy- 
chiaric  terminology,  and  behind  the  relative- 
ly involved  theory  and  philosophical  expla- 
nation of  symptom  formation,  exists  cer- 
tain fundamental  signs  and  symptoms. 

Like  the  signs  or  symptoms  of  physical 
illness,  namely,  pain,  discomfort,  fever,  stom- 
ach upset,  or  some  kind  of  attack,  those 
characterizing  functional  illness,  with  or 
without  the  accompanying  possibilities  of 
physical  illness,  might  be  summarized  as 
“tension”  or  anxiety.  Perhaps  it  is  fair  to 
state  that  a “feeling  of  tension”  always  has 
in  the  background  in  origin  of  real  anxiety — 
we  may  use  only  the  term  anxiety  as  the 
common  sign  or  symptom. 

There  may  be  pain  and  discomfort  phys- 
ically that  is  transitory,  understandable  and 
normal — even  stomach  upsets  and  “attacks” 
might  be  called  normal.  These  are  of  short 
concern  to  a patient  and  of  no  concern  to  the 
doctor.  And  with  anxiety  there  may  be  a 
normal  transitory  experience  in  reaction  to 
internal  or  external  stress  which  should  be 
no  concern. 

But  anxiety  which  is  non-transitory  or  out 
of  proportion  to  stress,  and  chronic,  is  a sig- 
nal of  trouble  and  dysfunction.  Whether  it 
is  of  conscious  or  unconscious  origin  is  of 

*Read  in  part  at  the  Omaha  Mid-West  Clinical  Society, 
October.  1949. 


some  importance,  but  as  a sign  or  symptom 
for  general  medicine  it  is  more  important  to 
give  it  consideration  as  an  immediate  signal 
needing  diagnosis  and  treatment. 

Conversely,  the  experience  of  anxiety  in 
consciousness  may  be  absent  (i.e.  the  old 
fashioned  hysteric)  but  disturbances  in 
physiology  may  be  the  loud  speaker  for  the 
tension. 

Psychosomatic  disorders  make  up  a clin- 
ical group  which  lies  on  the  borderline  of 
psychiatry  and  internal  medicine.  Psychoso- 
matic medicine  is  concerned  more  with  a 
medical  point  of  view  in  looking  at  men 
longitudinally  and  completely,  rather  than  in 
parts  or  cross  section,  or  as  specific  clinical 
entities.  The  object  is  to  understand  the 
interrelation  of  the  psychological  and  physio- 
logical aspects  of  normal  and  abnormal  bod- 
ily functions.  Psychosomatic  investigation 
has  importance  in  evaluating  the  so-called 
“functional”  and  organic”  elements  in  ill- 
ness, incipient  illness  and  illness  with  a neu- 
rotic coloring. 

Psychosomatic  medicine  points  out  that 
not  only  mental  illness  but  manifestations  of 
physical  illness  may  be  dependent  upon  emo- 
tional factors,  that  acute  or  chronic  emotion- 
al tensions  may  be  disturbing  the  body’s 
physiology.  These  tensions  originate  in 
personality  maladjustments  which  prevent 
harmonious  adjustment  to  excessive  envi- 
ronmental strains.  Research  workers  have 
shown  how  physiology  may  be  interfered 
with  by  fear  as  well  as  by  infection. 

The  main  physiological  changes  closely  re- 
lated to  emotions  are  changes  in  secretion, 
muscle  tension  and  circulation.  Such  chang- 
es even  though  emotionally  caused  can  so 
disturb  organic  function  that  it  might  even- 
tually lead  to  an  actual  organic  disease. 
These  emotional  conflicts  arise  from  the 
general  life  of  men  coming  from  worry,  anx- 
iety, fear  or  nervousness.  The  main  concern 
is  how  the  individual  regards  the  presence  of 
these  difficulties  and  how  he  handles  them 
in  attitude  and  behaviour. 

The  main  difference  between  an  ordinary 
history  and  a “psychosomatic  history”  is 
that  the  history  is  given  different  evalua- 
tion. Much  depends  on  a physician’s  skill  in 
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reading-  in  the  proper  significance.  What  is 
needed  is  a general  impression  about  total 
reactions  of  the  patient  to  himself,  his  body, 
personality,  family,  work  and  toward  sex 
and  the  total  environment.  It  is  important 
to  know  how  much  insight  he  has  into  these 
reactions.  Of  particular  importance  is  the 
attitude  of  the  man  toward  illness,  invalid- 
ism and  physiological  sensations  or  changes. 
A significant  history  would  be  one  of  a long 
series  of  illnesses  in  which  there  is  a dis- 
turbance of  muscular  tension,  secretion  or 
circulation  such  as  seen  in  colitis,  gall  blad- 
der disease  and  frequent  gastrointestinal 
disorders.  The  load  of  fear,  anxiety  and 
mental  conflict  in  relation  to  the  total  per- 
sonality must  be  known.  Specific  things 
that  should  be  studied  are  as  follows : A his- 
tory concerning  poor  sleeping,  bad  dreams, 
easily  occurring  anxiety,  the  occurrence  of 
headaches,  dizziness,  with  or  without  evi- 
dent physical  reason,  episodic  eye  sensitive- 
ness, asthma,  urticaria,  “chest  depressions,” 
dyspnea,  pain  over  the  heart,  flutterings 
and  poundings  of  the  heart,  indigestion,  ir- 
regular gastrointestinal  function,  impotence 
and  episodic  alcoholism.  The  best  approach 
naturally  is  examination  by  means  of  a 
simple  personal  conversation.  Through  the 
history  may  be  ascertained  the  total  picture 
of  the  body,  personality,  and  effect  of  envi- 
ronment. Their  interrelations  make  or 
break  a man’s  adjustment  to  stress  and  pain. 

To  be  more  specific  anxiety  by  itself  only 
tells  us  something  is  wrong;  it  does  not  tell 
us  what  is  wrong,  the  nature  of  the  disorder, 
nor  anything  regarding  the  severity  of  the 
disorder. 

Anxiety  may  be  the  prelude  to  a psychosis 
as  well  as  the  beginning  or  the  manifesta- 
tion of  a neurosis. 

Anxiety  may  be  an  outstanding  symptom 
of  both  mild  and  serious  organic  diseases. 
These  may  range  from  a cardiac  condition 
to  a brain  tumor. 

Anxiety  is  of  some  prognostic  value.  It  is 
almost  always  the  earliest  sign  of  trouble 
brewing  in  the  parts  of  us  of  which  we  are 
not  conscious.  If  it  is  recognized  as  a symp- 
tom early,  all  methods  of  therapy  have  a 
better  chance  of  succeeding.  The  following 
account*  is  quoted  to  summarize  some  facts 
concerning  anxiety: 

♦From  the  Five  Year  Report  of  the  Hall-Mercer  Fellow.  Ot- 
tomer  E.  Raezer,  M.D..  of  the  Pennsylvania  Hospital  Division 
of  the  Hall-Mercer  Hospital. 


“The  term  “anxiety”  is  used  widely  and  loosely 
not  only  by  laymen  but  also  by  the  medical  pro- 
fession. In  order  to  understand  what  is  to  follow 
it  is  necessary  to  define  “anxiety”  in  as  specific 
terms  as  possible: 

First  of  all,  “anxiety”  is  a symptom  not  a diag- 
nostic label.  As  a symptom  it  may  present  itself 
in  a host  of  complaints  both  of  a psychological  and 
somatic  character.  In  its  mildest  form,  so  far  as 
discomfort  to  the  individual  is  concerned,  it  is  man- 
ifested as  a vague  sense  of  uneasiness  which  may 
be  felt  as  concern  or  a bodily  sensation.  In  a more 
severe  form,  it  has  many  of  the  characteristics 
which  are  typical  of  fear.  For  example,  rapid  heart 
rate,  shortness  of  breath,  sweating,  pallor,  increase 
in  sensitivity  of  the  senses,  tremor,  general  body 
tension,  hot  and  cold  sensations,  ringing  in  the 
ears,  sense  of  fulness  in  head,  “butterflies  in  the  pit 
of  the  stomach,”  “startle”  reaction,  diarrhea,  ur- 
gency and  frequency  of  urination,  dryness  of  the 
mouth,  or  increase  salivation,  dilation  of  the  pupils, 
prickling  sensations  of  the  skin  (usually  general- 
ized) and  others.  From  the  standpoint  of  the  mind 
— the  anxiety  may  present  itself  as  a sense  of  dan- 
ger or  impending  disaster  increasing  to  point  of 
stark  terror  met  by  immobility  or  headlong  flight. 
There  may  be  greater  or  lesser  confusion  and  diffi- 
culty in  concentrating  and  remembering.  Memory 
of  an  acute  attack  of  anxiety  is  poor  for  surround- 
ing events,  and  the  attack  itself  may  be  entirely  for- 
gotten. There  is  often  the  sensation  of  being  trapped 
and  hence  distressing  sensation  of  being  bound  and 
held  down.  The  statements,  “blowing  your  top,” 
“going  crazy,”  “mnning  amuck,”  “acting  on  some 
uncontrollable  impulse,”  “fear  of  killing  or  being 
killed,”  “sweating  it  out,”  “being  doomed”  are  a 
few  of  the  common  phrases  used  by  patients  to 
describe  a real  fear  of  an  impulse  rather  than 
anxiety. 

The  above  manifestations  of  anxiety  are  seen  in 
all  manner  of  combinations.  They  may  occur  acute- 
ly and  dissipate  rapidly  or  have  a crescendo  and 
diminuendo  or  again  in  combination. 

There  may  be  attacks  of  “anxiety”  interspersed 
with  shorter  or  longer  periods  of  well-being.  The 
attaches  may  occur  at  regular  intervals,  in  rela- 
tion to  particular  circumstances  or  they  may  occur 
“out  of  the  blue.”  In  the  same  individual  they 
usually  vary  in  intensity,  duration,  frequency  and 
time  of  occurrence  (so  far  as  the  patient  interprets 
the  situation). 

Secondly,  “anxiety”  as  a symptom  is  a w-arning 
signal  that  something  threatens  the  total  individual. 
In  our  work  we  are  interested  in  the  pathological 
“anxiety” — that  is  anxiety  which  is  out  of  propor- 
tion to  the  external  situation.  This  is  either  evi- 
dent to  the  patient  or  recognized  by  the  physician  in 
view  of  his  knowledge  of  the  patient’s  personality 
structure,  his  past  and  present  environment  as  well 
as  the  therapist’s  own  knowledge  of  reality.  The 
recognition  of  “anxiety”  is  often  a matter  of  exper- 
ience and  clinical  judgment  based  on  a host  of  ob- 
servations which  thus  makes  it  most  difficult  to 
co-nvey  in  words.  The  obvious  discrepancies  need 
no  elucidation,  the  subtle  recognitions  are  compar- 
able to  the  knowledge  which  a surgeon  possesses 
in  the  tips  of  his  fingers.  It  requires  clinical  ex- 
perience, intuitive  ability  and  a good  working 
knowledge  of  the  mind,  especially  of  the  particular 
individual — the  patient.” 
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When  the  doctor  is  faced  with  the  symp- 
tom anxiety  the  first  duty  is  to  find  out 
what  lies  behind  it. 

Is  it  disordered  physiology  due  to  somatic 
disease  ? 

Is  it  a conscious  discomfort  resulting  from 
a fear  of  overwhelming  defeat  in  the  face  of 
personal  guilt,  family,  social  or  economic 
problems  ? 

Is  it  a prelude  to  a mental  breakdown  or 
manifestation  of  a neurosis  in  an  individual 
possessing  psychic  conflict  dependent  on  in- 
ternal stresses  not  incident  to  his  reality  sit- 
uation ? 

This  last  group  of  course  must  be  termed 
psychiatric  in  the  narrow  sense  of  the  word 
and  need  psychotherapy  of  a specialized 
character. 

But  the  first  two  possibilities  are  matters 
that  are  commonplace  in  general  practice 
and  general  hospitals.  Such  anxiety  should 
be  regarded  as  a symptom  requiring  diag- 
nosis and  treatment  as  part  of  general  medi- 
cine. 

The  answer  to  both  the  problem  of  diag- 
nosis as  well  as  treatment  lies  in  the  inter- 
view. It  is  obvious  that  the  physician  must 
take  considerable  time  before  he  is  in  a posi- 
tion to  understand  the  nature  of  the  diffi- 
culty. Patients  these  days  are  not  getting 
much  opportunity  to  adequately  relate  all 


their  problems,  fears,  disappointments  and 
conflicts.  But  the  physician  is  an  authority 
— and  can  be  most  helpful  when  he  is  an  in- 
terested, non-critical  impartial  observer, 
counselor  and  guide.  Development  of  this 
type  of  relationship  establishes  a treatment 
situation  which  is  very  productive. 

What  the  war  brought  in  concentrated  ex- 
perience to  so  many  physicians  practicing 
in  so  varied  specialties  is  past,  but  the  one 
thing  brought  to  all  these  physicians  in  com- 
mon was  the  concept  that  the  patient  as  a 
whole  must  be  treated.  Such  treatment,  to 
be  good,  must  be  to  some  extent  psycho- 
therapy. 

The  psychiatric  specialist  no  longer  is 
alone  in  having  an  interest  and  special  abili- 
ty in  teaching  and  raising  principles  of  ther- 
apy for  functional  illness.  Attitudes  in  in- 
terviewing, concepts  of  the  total  personality, 
and  the  importance  of  psychotherapy  is  part 
and  parcel  of  clinics  and  seminars  in  medi- 
cine, surgery,  and  especially  in  pediatrics. 
Psychotherapy  is  now  given  a legitimate 
identity  as  a concrete  tool  in  the  therapeutic 
technique  of  all  thoughtful  physicians.  Psy- 
chiatry has  been  responsible  for  its  formal 
identification  and  use  in  the  psychiatric 
specialty.  But  the  specific  effectiveness  of 
psychotherapy  must  be  included  now  in  all 
specialties,  and  primarily  in  general  practice, 
with  purposeful  and  planned  use  by  all  doc- 
tors who  treat  patients. 


Hi  * * 


EARLY  TREATMENT  FOR  CHILDREN  WHO  STUTTER 


Every  preschool  child,  who  shows  early  signs  of 
stuttering  should  receive  immediate  treatment, 
points  out  Dr.  Isaac  W.  Karlin  of  the  Speech  Clinic 
of  the  Jewish  Hospital  of  Brooklyn. 

Stuttering  occurs  in  about  1 to  2 per  cent  of  the 
population,  Dr.  Karlin  says  in  an  article  in  the 
June  24th  Journal  of  the  American  Medical  Asso- 
ciation. 

The  condition  always  begins  in  early  childhood 
and  is  approximately  four  times  as  common  among 
boys  as  among  girls. 

“A  child  of  about  three  or  four  may  begin  to 
repeat  words  or  sounds,”  Dr.  Karlin  says.  “He  may 
show  only  an  occasional  slight  hesitation  in  his 
speech  and  while  speaking  may  stop  suddenly  as  if 
groping  for  a word. 

“There  are  no  drugs  today  for  the  treatment  of 
stuttering.  The  treatment  is  through  the  parents. 


The  child’s  attention  should  not  be  drawn  to  his 
speech  difficulty.  In  his  presence  the  parents  should 
talk  in  a simple,  easy  manner.  They  should  not 
try  to  increase  or  improve  his  vocabulary.  They 
should  notice  the  situations  or  circumstances  during 
which  he  talks  best,  and  these  conditions  should  be 
encouraged.  Conditions  under  which  he  stutters 
more  should  be  discouraged. 

“Self  reliance  should  be  encouraged,  especially 
in  eating  and  playing.  A period  of  relaxation 
should  be  provided  every  day  during  which  the 
mother  reads  to  the  child  in  a calm  and  easy 
manner. 

“A  question  frequently  is  posed  about  the  relation- 
ship between  handedness  and  stuttering.  There 
would  appear  to  be  no  reason  to  believe  that  there 
is  any.  However,  every  child  with  a speech  dis- 
order should  be  encouraged  to  develop  his  domi- 
nant hand,  be  it  left  or  right.” 


Diagnosis  and  Treatment  of  Minor  Lesions 
of  the  Urethra  and  Bladder  in  Women* 

EDGAR  BURNS,  M.D. 

Department  of  Urology,  Ochsner  Clinic  and  the 
Division  of  Urology,  Tulane  University  School  of  Medicine 
New  Orleans,  La. 


Minor  lesions  of  the  urethra  and  bladder 
are  a common  source  of  major  disturbances 
to  the  comfort  and  well  being  of  women.  The 
anatomic  relationship  of  the  lower  urinary 
tract  to  the  female  generative  organs  ren- 
ders it  susceptible  to  inflammation  and 
trauma,  which  constitute  etiologic  factors 
for  the  majority  of  conditions  seen  clinically. 

The  anatomy  of  the  female  urethra  is  im- 
portant from  the  standpoint  of  the  lesions  to 
which  it  appears  susceptible.  Unlike  that  of 
the  male,  the  urethra  of  the  female  performs 
an  entirely  urinary  function.  A s h o r t, 
simple  tube,  barely  an  inch  and  a half  in 
length,  it  is  divided  into  three  approximately 
equal  parts.  The  pelvic  portion  extends  from 
the  bladder  to  the  proximal  layer  of  the  tri- 
angular ligament.  The  middle  third,  or 
membranous  urethra,  as  in  the  male,  lies  be- 
tween the  two  layers  of  the  triangular  liga- 
ment, and  the  vaginal  portion  comprises  the 
outer  third.  Its  wall  is  composed  of  three 
layers:  mucosa,  submucosa  and  muscularis. 
The  outer  portion  of  the  mucosa  is  stratified 
squamous  epithelium  which  gradually 
merges,  in  the  posterior  third,  to  the  transi- 
tional cell  type  that  lines  the  bladder.  The 
submucosa  is  loose,  areolar  tissue  containing 
a network  of  venous  spaces  which  forms  a 
spongy  erectile  tissue.  Extending  into  the 
submucosa  are  mucous  glands  located  chiefly 
in  the  outer  portion  and  diminishing  in  num- 
ber toward  the  bladder.  In  addition  to  the 
numerous  urethral  glands  there  are  para- 
urethral glands,  or  Skene’s  ducts,  which  open 
on  each  side  immediately  within  the  external 
urethral  meatus.  The  muscular  coat  is  con- 
tinuous with  that  of  the  bladder  and  is  com- 
posed of  two  layers,  an  inner  longitudinal 
and  an  outer  circular  layer  of  nonstriated 
fibers. 

Lesions  of  the  urethra  and  bladder  in 
women  are  sources  of  greater  suffering  than 
is  generally  recognized.  They  should  be  giv- 
en primary  consideration  in  all  complaints 
referable  to  the  lower  urinary  tract.  They 
should  also  be  considered  a possible  source 
of  vague  discomfort  in  the  lower  part  of  the 
abdomen  for  which  specific  reasons  cannot 

♦Presented  at  the  meeting  of  the  Omaha  Mid-West  Clinical 
Society,  Oct.  27,  1949,  in  Omaha. 
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be  found.  Lesions  of  the  urethra,  such  as 
prolapse  and  caruncle  at  the  external  ureth- 
ral orifice,  inflammatory  polyps  at  the  neck 
of  the  bladder  and  chronic  inflammation  of 
the  urethral  mucosa,  constitute  the  common- 
est causes  of  recurrent  discomfort  in  the 
bladder  in  women.  Urethroceles  and  diver- 
ticula occur  not  infrequently  and  occasional- 
ly one  encounters  a true  organic  stricture, 
now  almost  entirely  of  traumatic  origin. 

PROLAPSE  OF  THE  URETHRA 

Prolapse  of  the  urethra  is  a protrusion  of 
the  urethral  mucosa  through  the  external 
meatus.  It  may  be  partial,  with  only  pos- 
terior protrusion,  but  usually  the  entire  cir- 
cumference of  the  mucosa  is  involved.  This 
condition  occurs  chiefly  in  the  two  extremes 
of  life;  60  per  cent  of  cases  is  said  to  occur 
in  children  under  1.5  years  of  age,  12  per 
cent  between  15  and  40  years  and  28  per 
cent  in  women  past  the  childbearing  age^^L 
In  our  own  experience  it  has  been  encoun- 
tered almost  entirely  in  women  past  50  years 
of  age. 

Prolapse  of  the  urethra  is  really  a sliding 
herniation  of  the  mucosa  upon  its  supporting 
structures.  It  is  perhaps  based  upon  a con- 
genitally loose  attachment,  which  unques- 
tionably is  a predisposing  factor  to  the  com- 
monly recognized  exciting  causes  associated 
with  prolonged  and  repeated  straining,  such 
as  inflammation  of  the  bladder,  urethra  and 
rectum,  difficult  labor,  rarely  vesical  and 
urethral  calculi,  prolonged  paroxysms  of 
coughing  and  in  some  cases  constipation. 

The  prolapse  appears  as  a protruding  mass 
in  the  vulva.  It  is  red,  pouting  and  edema- 
tous and  may  protrude  several  centimeters 
beyond  the  normal  position  of  the  meatus. 
It  is  often  confused  with  a tumor  or  car- 
uncle. Careful  examination,  however,  leaves 
no  doubt  as  to  the  nature  of  the  lesion.  If 
strangulation  has  occurred,  the  mass  may 
become  gangrenous,  ulcerated  and  necrotic. 
Symptoms  are  pain  and  burning  on  urina- 
tion, tenderness  and  bleeding  on  manipula- 
tion and  sometimes  difficulty  in  passing 
urine. 

The  method  of  treatment  depends  to  some 
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extent  on  the  exciting  cause  and  the  extent 
of  prolapse.  If  the  cause  is  an  acute  inflam- 
matory process,  reduction  of  the  mass  and 
removal  of  the  exciting  cause  may  be  all 
that  is  required  aside  from  treating  the  in- 
flammation. In  some  cases  a catheter  may 
be  inserted  and  left  in  place  until  the  edema 
subsides.  Another  method  consists  in  stel- 
late fulguration  with  a high  frequency  cur- 
rent or  slow  electrocoagulation  of  the  mu- 
cosa with  a flat  electrode.  A procedure  which 
has  been  extremely  satisfactory  in  our  ex- 
perience and  for  that  reason  our  method  of 
choice  is  circumcision  of  the  redundant  mu- 
cosa with  approximation  of  the  cut  edge  of 
the  mucosa  to  the  vestibular  margins.  It  is 
well  known  that  once  prolapse  occurs  it  con- 
tinues to  recur  until  the  redundancy  has 
been  removed.  Hepburn^^)  believes  that  the 
prolapse  is  caused  by  a weak  attachment  of 
the  anterior  portion  of  the  bladder  and 
urethra  to  surrounding  structures,  which 
permits  downward  displacement  of  the  en- 
tire urethra.  He  exposes  the  neck  of  the 
bladder  suprapubically,  makes  upward  trac- 
tion on  the  bladder  until  the  prolapse  is  re- 
duced, and  then  fixes  the  anterior  wall  of 
the  bladder  to  the  subpubital  fascia  and  an- 
terior abdominal  wall.  This  seems  to  us 
rather  radical  treatment  for  a simple  lesion 
and  so  far  has  not  been  necessary  for  the 
successful  management  of  any  of  the  pa- 
tients who  have  come  under  our  care. 

CARUNCLE 

Caruncle  is  the  most  frequently  encounter- 
ed tumor  of  the  female  urethra.  It  is  found 
in  both  married  and  unmarried  women,  chief- 
ly in  those  past  50  years  of  age.  Chronic  in- 
flammation, commonly  present  in  the  urethra 
and  in  the  caruncle  itself,  suggests  that  the 
caruncle  has  an  inflamatory  rather  than  a 
neoplastic  origin (3).  We  have  subjected 

many  of  these  tumors  to  pathologic  section 
and  have  never  found  any  section  showing 
other  than  chronic  inflammatory  tissue.  We 
do  not  believe  that  they  have  a tendency  to 
become  malignant.  It  should  be  emphasized, 
however,  that  every  caruncle  removed  should 
be  subjected  to  pathologic  section  as  an  ac- 
curate means  of  differentiating  this  lesion 
from  carcinoma,  which  may  develop  in  this 
area.  Caruncle  is  located  chiefly  on  the  floor 
of  the  urethra  and  just  inside  the  external 
meatus.  It  is  attached  as  a rule  by  a single 
base  and  protrudes  through  the  external  ori- 
fice as  a raspberry-like  mass,  which  may  be 
sessile  but  usually  is  freely  movable  and  ped- 
unculated. It  is  soft  and  bleeds  easily  upon 


manipulation.  The  patient  complains  of  pain, 
which  is  exaggerated  by  movement  and  ur- 
ination, and  a blood-stained  urethral  dis- 
charge. Sexual  intercourse  may  be  unbear- 
able. 

Small,  asymptomatic  caruncles  require  no 
treatment.  Topical  application  of  the  var- 
ious strengths  of  silver  nitrate  are  obviously 
inadequate  and  serve  only  to  increase  the  pa- 
tient’s discomfort.  The  most  satisfactory 
method  of  treatment  is  destruction  by  elec- 
trocoagulation. Adequate  exposure  of  the 
base  of  the  tumor  is  essential  for  complete 
eradication.  This  can  sometimes  be  obtained 
by  retraction  of  the  meatus.  On  the  other 
hand,  we  have  found  that  anterior  meatoto- 
my  is  frequently  necessary  to  afford  easy 
access  to  the  base  of  the  tumor.  Another  me- 
thod we  have  used  to  expose  the  base  is  to 
inject  procaine  hydrochloride  into  the  sub- 
mucosa well  back  of  the  attachment  of  the 
tumor;  this  will  often  roll  the  caruncle  with 
its  base  right  out  through  the  meatus  ren- 
dering it  accessible  to  complete  eradication. 
Once  adequate  exposure  has  been  obtained, 
the  base  of  the  tumor  may  be  seized  with  a 
fine  point  clamp,  the  excess  cut  away  and  re- 
served for  pathologic  section  and  the  clamp 
touched  with  a high  frequency  current.  The 
clamp  acts  as  an  electrode  to  transmit  the 
current,  and  the  base  of  the  tumor  is  usual- 
ly adequately  destroyed.  On  the  other  hand, 
the  cutting  current  may  be  used  to  loop  off 
the  mass  after  which  the  base  is  carefully 
treated  with  the  coagulating  current,  a fine 
point  electrode  being  used.  Whatever  the 
method  employed,  the  tumor  must  be  com- 
pletely destroyed,  as  recurrence  is  common 
if  removal  is  not  complete. 

DIVERTICULUM 

Urethral  diverticula,  retention  pouches 
and  cysts  are  terms  rather  loosely  applied  to 
lesions  of  the  urethrovaginal  septum  which 
eventually  acquire  characteristics  that  may 
be  correctly  considered  as  diverticula.  Ure- 
throcele, in  our  opinion,  should  not  be  classed 
as  diverticulum.  It  is  usually  an  incidental 
part  of  the  process  of  cystocele  but  may  oc- 
cur alone.  Whether  these  pouches  are  con- 
genital or  acquired,  true  or  false,  is  of  little 
importance,  since  the  clinical  requirements 
are  the  same  regardless  of  etiology  and  struc- 
tural characteristics  of  the  wall  of  the  cyst. 

Urethral  diverticulum  was  considered  rare 
up  to  1935.  Since  then  increasing  reports 
have  appeared  so  that  now  it  is  considei'ed 
not  an  unusual  lesion.  In  1944  Menville  and 
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Mitchell  reported  11  cases  from  the  Tu- 
lane  University  Service  at  Charity  Hospital 
of  Louisiana  in  New  Orleans  and  there  are  2 
cases  on  this  service  at  the  present  time. 
They  readily  obtained  69  additional  cases 
from  the  literature. 

The  symptoms  of  urethral  diverticulum, 
which  are  referable  almost  entirely  to  the 
lower  urinary  tract,  are  variable  and  usually 
intermittent,  and  may  be  of  longstanding. 
Frequency  and  dysuria  are  common.  A pain- 
ful fluctuating  mass  in  the  anterior  vaginal 
wall  may  be  large  enough  to  be  felt  by  the 
patient  and  produce  discomfort  on  sitting  or 
walking.  The  discharge  of  a quantity  of 
cloudy  urine  or  pus  at  the  end  of  urination  is 
common.  This  accounts  for  the  fact  that  the 
voided  urine  in  these  cases  is  quite  purulent 
and  the  catheterized  urine  may  be  sterile  or 
only  slightly  infected.  This  finding  should 
immediately  lead  one  to  suspect  the  presence 
of  a pouch  communicating  with  the  urethra 
and  discharging  its  contents  into  the  canal 
during  the  act  of  urination. 

Formation  of  stones  in  the  diverticulum  is 
not  an  uncommon  complication.  This  oc- 
curred in  2 of  the  cases  reported  by  Men- 
ville  and  Mitchell  and  has  been  found  in  an 
additional  case  on  the  same  service  since 
their  report.  Epithelioma  is  a possible  com- 
plication but  has  not  been  encountered  in  any 
of  the  patients  coming  under  our  care. 

A carefully  taken  history  should  lead  one 
to  suspect  a diverticulum,  especially  if  the 
patient  states  that  a quantity  of  pus  is  dis- 
charged at  the  end  of  urination.  Palpation  of 
the  anterior  vaginal  wall  will  reveal  a ten- 
der mass  and  upon  pressure  its  contents,  us- 
ually pus,  will  be  discharged  through  the  ex- 
ternal urethral  meatus.  Panendoscopic  stu- 
dy of  the  urethra  will  reveal  the  opening  of 
the  diverticulum  in  the  floor  of  the  urethra. 
These  diverticula  are  usually  located  in  the 
middle  third.  Plain  roentgenograms  deter- 
mine the  presence  or  absence  of  stones  and 
urethrography  will  confirm  the  urethroscop- 
ic  observations,  show  the  size  of  the  pouch 
and  provide  important  evidence  in  the  pa- 
tient’s permanent  record. 

Treatment  is  surgical.  An  incision  is  made 
in  the  anterior  vaginal  wall  over  the  apex  of 
the  pouch.  The  diverticulum  is  completely 
removed  down  to  the  opening  into  the  ureth- 
ra. The  wound  is  closed  in  layers  with  ab- 
sorbable sutures  and  a urethral  catheter  is 
inserted  and  left  in  for  a period  of  from  sev- 


en to  ten  days.  Diversion  of  the  urinary 
stream  through  suprapubic  cystostomy  is 
considered  unnecessary. 

URETHRITIS 

Chronic  nonspecific  inflammation  of  the 
urethra  in  women  occurs  more  commonly 
than  is  generally  believed  and  is  often  over- 
looked as  the  cause  of  many  acute  and  chro- 
nic urinary  symptoms.  Hunner^®)  gave  an 
accurate  description  of  the  symptoms,  phys- 
ical findings  and  treatment  of  this  condition 
in  1911  but  twenty  years  elapsed  before  its 
importance  became  fully  recognized. 

Although  the  exact  cause  of  chronic  ure- 
thritis in  women  is  not  completely  under- 
stood, several  factors  are  known  to  play 
either  a direct  or  indirect  role.  Since  the  ex- 
ternal meatus  opens  into  the  vaginal  vesti- 
bule, it  is  constantly  bathed  in  normal  secre- 
tions of  the  cervix  and  glands  around  the  va- 
ginal orifice  containing  a variety  of  bacteria. 
Carelessness  in  vulvar  hygiene,  chronic  en- 
docervicitis,  preoperative  and  postoperative 
catheterization,  coitus,  obstetric  trauma, 
masturbation  and  the  application  of  radium 
to  the  cervix  are  all  predisposing  factors  to 
urethral  infection.  In  1911,  Hunner^^),  em- 
phasizing the  role  of  distant  foci  of  infection 
in  the  etiology  of  urethral  pathologic  condi- 
tions, expressed  the  opinion  that  infected 
teeth,  tonsils,  paranasal  sinuses  and  perhaps 
lesions  of  the  gastrointestinal  tract  might 
produce  nonspecific  urethritis.  Some  of 
these  seem  rather  remote  possibilities.  In 
1933,  Winsbury-White(S)  reported  the  re- 
sults of  animal  experimentation  which  ap- 
peared to  demonstrate  a direct  lymphatic 
communication  between  the  cervix  uteri  and 
the  posterior  urethra  and  trigone  as  well  as 
the  upper  urinary  tract  ; these  experiments 
indicate  that  an  infected  cervix  could  produce 
urethritis  and  trigonitis  by  direct  lymphatic 
extension. 

The  inflamatory  changes  from  chronic  ure- 
thritis are  restricted  primarily  to  the  pos- 
terior third  of  the  urethra,  the  neck  of  the 
bladder  and  the  trigone.  The  urethral  mu- 
cosa resembles  the  granulation  tissue  of 
chronic  posterior  urethritis  in  the  male.  The 
mucosa  at  the  neck  of  the  bladder  is  often 
irregular  and  contains  small  cysts  or  inflam- 
matory polyps.  These  changes  vary  from 
numerous,  small  cysts  containing  clear  fluid 
to  polyps  with  long  flowing  fronds  resem- 
bling those  of  vesical  papillomas.  These 
small  cysts  often  cover  the  trigone  with 
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its  red  granular  mucosa  and  there  is 
sometimes  a thin  grayish  membrane.  The 
polypoid  masses  of  tissue  are  often  just  with- 
in the  grasp  of  the  internal  sphincter,  a fact 
which  explains  why  they  may  produce  such 
uncomfortable  symptoms.  If  the  infection  is 
of  longstanding,  cicatricial  contraction  of  the 
urethra  may  cause  sufficient  obstruction  to 
account  for  pathologic  changes  in  the  bladder 
similar  to  those  seen  in  incomplete  obstruc- 
tion at  the  neck  of  the  bladder  in  the  male. 

It  is  not  a part  of  our  purpose  here  to  go 
into  the  question  of  whether  or  not  the  fe- 
male may  possess  a rudimentary  prostate. 
Folsom  and  O’Brien have  shown  that  some 
females  do  have  glands  in  the  posterior  ure- 
thra. Such  glands  have  been  demonstrated 
in  pathologic  sections  of  tissue  removed  from 
the  neck  of  the  bladder  in  our  own  cases.  In 
one  case  the  section  was  reported  as  chro- 
nic prostatitis  until  the  pathologist  noticed 
that  the  patient  was  a female.  These  sec- 
tions, when  compared  with  those  of  chronic 
prostatitis,  were  found  to  be  almost  indistin- 
guishable. 

In  1946  we<*>  presented  an  analysis  of 
100  patients  seen  in  the  Ochsner  Clinic  in 
whom  the  only  diagnosis  was  chronic  urethri- 
tis. Irritation  of  the  bladder  and  pain  were 
the  two  outstanding  complaints.  Pain  was 
noted  in  the  suprapubic  area,  right  and  left 
lower  quadrants  of  the  abdomen,  both  lum- 
bar areas,  sacral  region,  labia,  and  inside  of 
the  thighs.  Nocturia,  diurnal  frequency, 
burning  on  urination,  urgency,  a feeling  of 
pressure  in  the  bladder,  terminal  hematuria 
accompanied  by  tenesmus,  stress  inconti- 
nence and  straining  to  urinate  were  the  com- 
plaints of  these  patients  in  the  order  of  fre- 
quency listed.  Over  two-thirds  of  these  pa- 
tients had  been  subjected  to  some  form  of 
lower  abdominal  operation.  An  analysis  of 
this  latter  group  revealed  that  in  the  majori- 
ty of  cases  the  operation  was  undoubtedly 
necessary,  as  evidenced  by  the  findings  at 
operation  and  the  results  obtained.  In  oth- 
ers the  operation  was  apparently  done  for 
the  referred  pain  originating  in  the  in- 
flammed  urethra,  as  indicated  by  the  fact 
that  operation  did  not  relieve  their  symptoms 
but  prompt  relief  followed  treatment  of  the 
urethra.  Some  patients  stated  that  their 
symptoms  began  following  preoperative  and 
postoperative  catheterization.  A few  pa- 
tients in  whom  the  cervix  was  treated  by  ra- 
dium may  have  had  urethritis  before  the  ap- 
plication of  radium  but  the  usual  experience 


in  such  cases  is  that  the  symptoms  become 
worse  and  these  patients  are  extremely  slow 
to  respond  to  treatment. 

It  is  not  difficult  to  make  a diagnosis  of 
chronic  urethritis  in  women.  The  urethra  is 
abnormally  sensitive  to  the  passage  of  a ca- 
theter. The  specimen  of  urine  collected 
through  the  catheter  should  be  examined 
both  chemically  and  microscopically,  and 
in  the  presence  of  infection  cultures  should 
be  obtained  in  order  to  identify  the  types 
of  bacteria.  In  95  per  cent  of  our  cases 
the  results  of  urinanalysis  were  negative. 
The  report  of  a normal  urine  probably  is 
the  main  reason  why  the  diagnosis  is  missed 
in  so  many  of  these  cases.  While  the 
catheter  is  in  place,  the  capacity  of  the  blad- 
der should  be  determined  and  the  bladder 
thoroughly  lavaged  with  a solution  of  1:10,- 
000  potassium  permanganate  or  some  other 
non-irritating  antiseptic,  as  a safeguard 
against  the  introduction  of  infection.  The 
bladder  and  urethra  should  then  be  examined 
through  a panendoscope  or  direct  vision  cy- 
stoscope.  The  vault,  walls,  ureteral  orifices, 
trigone,  internal  sphincteric  area  and  the 
urethra  should  be  carefully  studied  for 
pathologic  changes.  The  mucosa  of  the 
neck  of  the  bladder  and  the  most  prox- 
imal end  of  the  urethra  usually  present 
an  irregular,  red  granular  appearance. 
Often  inflammatory  cysts  or  polyps  can 
be  seen  in  the  mucosa;  small  openings, 
resembling  infected  dilated  ducts,  may  also 
be  observed.  The  trigone  looks  chronically 
inflammed.  Dilated  blood  vessels  coursing 
over  its  surface  accentuate  the  sharp  lines  of 
demarcation  between  the  infected  trigone 
and  the  normal  surrounding  mucosa  of  the 
bladder.  In  some  of  our  cases,  a thin  mem- 
brane covered  the  trigone,  the  so-called  mem- 
branous trigonitis.  In  almost  all  of  these  the 
disease  was  limited  to  the  posterior  third  of 
the  urethra  and  trigone. 

Renal  function  tests  should  be  done  rou- 
tinely and  in  most  cases  roentgenograms  of 
the  urinary  tract  should  be  made.  The  pres- 
ence of  focal  infection  should  also  be  deter- 
mined by  appropriate  studies.  The  average 
interval  between  the  onset  of  symptoms  and 
the  time  that  the  correct  diagnosis  was 
made,  in  our  previously  analyzed  series,  was 
3.5  years.  Many  incorrect  diagnoses,  such  as 
acid  urine,  chronic  disease  of  the  lower  ab- 
dominal organs  and  psychoneurosis,  had  been 
made.  Some  of  these  patients  had  been  re- 
ferred for  psychiatric  treatment  and  some 
had  even  had  shock  therapy. 
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The  results  of  the  treatment  of  chronic 
urethritis  are  often  spectacular.  Almost 
complete  relief  of  symptoms,  sometimes 
within  twenty-four  hours,  follows  dilatation 
of  the  urethra  produced  merely  by  passage  of 
a cystoscope.  Treatment  consists  of : (1)  ir- 
rigation of  the  bladder,  (2)  dilation  of  the 
urethra  with  sounds,  (3)  instillation  of  a so- 
lution of  silver  nitrate  into  the  posterior  ure- 
thra and  (4)  fulguration  of  inflammatory 
polyps  around  the  internal  sphincteric  area 
in  a few  carefully  selected  cases.  Although  it 
is  not  mandatory  that  the  bladder  be  irrigat- 
ed, we  believe  that  it  should  be  done  as  a 
protection  against  the  introduction  of  infec- 
tion and  for  the  pui'pose  of  stretching  the 
bladder  up  to  normal  capacity.  In  most  of 
these  cases  the  capacity  of  the  bladder  is  re- 
duced because  the  bladder  has  become  accus- 
tomed to  frequent,  urgent  urination  over  a 
long  period. 

The  passage  of  sounds  to  dilate  the  ure- 
thra seems  essential  because  of  the  scar  tis- 
sue incident  to  infection;  it  is  doubtful 
whether  many  of  these  patients  would  ob- 
tain relief  without  it.  One  should  start  with 
whatever  size  the  urethra  will  accomodate 
comfortably,  usually  a 24  to  26  French  sound. 
With  each  successive  treatment  a size  just 
larger  than  the  preceding  one  should  be  used 
until  the  maximum  size  is  reached  which  the 
particular  canal  can  tolerate  without  tearing. 
The  object  is  to  stretch  but  not  to  tear  the 
urethra.  The  largest  sound  usually  used  is 
28  to  32  French.  Meatotomy  will  give  bet- 
ter results  in  patients  with  congenital  nar- 
rowing at  the  external  meatus.  Like  irriga- 
tion of  the  bladder,  whether  or  not  silver  ni- 
trate is  instilled  into  the  posterior  urethra, 
is  optional.  However,  we  have  obtained  bet- 
ter results  when  this  was  done.  For  the  in- 
itial instillation,  2 cc.  of  0.5  per  cent  solution 
of  silver  nitrate  is  used  and  the  percentage 
of  the  solution  is  gradually  increased  with 
each  treatment  to  a maximum  of  2 per  cent 
in  those  in  whom  it  is  well  tolerated. 

Complete  relief  of  symptoms  will  be  ob- 
tained in  90  per  cent  of  patients  with  chronic 
urethritis  by  this  type  of  treatment,  given 
once  or  twice  a week,  for  a period  of  six  or 
eight  weeks.  The  remaining  10  per  cent  con- 
sists of  (1)  a few  patients  with  intractable 
granular  urethritis,  which  may  be  treated 
either  by  direct  application  of  a 10  per  cent 
solution  of  silver  nitrate  to  the  trigone  and 
urethra  through  an  endoscope  or  by  light 
fulguration  with  the  coagulating  current, 
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and  (2)  some  patients  with  long  inflamma- 
tory polyps  around  the  internal  sphincteric 
area  will  require  fulguration.  However,  ful- 
guration of  the  inflammatory  polpys  at  the 
neck  of  the  bladder  must  not  be  considered 
to  produce  a cure  in  this  latter  group.  After 
destruction  of  the  polyps  the  urethra  must 
be  treated  in  the  same  fashion  as  one  with- 
out polyps.  The  polyps  are  the  result  of  in- 
flammation and  will  recur  unless  the  inflam- 
mation is  cleared  up. 

In  all  cases  of  chronic  urethritis,  the  pos- 
sibility of  disease  of  the  pelvic  organs,  es- 
pecially the  cervix,  as  well  as  distant  foci  of 
infection  must  be  considered.  All  foci  of  in- 
fection should  be  eliminated  regardless  of 
whether  or  not  they  may  have  any  direct 
bearing  upon  the  cause,  persistence,  or  recur- 
rence of  chronic  urethritis. 

It  should  be  realized  that  recurrences  will 
be  encountered  in  many  cases,  since  predis- 
posing factors  may  remain  after  the  urethri- 
tis has  been  cured.  On  the  other  hand,  fail- 
ure to  recognize  the  condition  causes  far 
more  difficulty  than  is  encountered  in  man- 
agement once  an  accurate  diagnosis  has  been 
established. 

CYSTITIS 

Simple  inflammation  of  the  bladder  is  en- 
countered ten  times  more  often  in  women 
than  in  men.  It  may  be  caused  by  any  of  the 
organisms  that  invade  the  urinary  tract.  The 
onset  is  usually  sudden,  with  frequency, 
burning,  urgency,  tenesmus  and  in  some  cases 
gross  hematuria.  Fever  is  absent  unless  the 
kidneys  are  involved.  The  diagnosis  is  based 
upon  the  history,  physical  examination  and 
examination  of  a catheterized  specimen  of 
urine.  Fi'om  a study  of  the  sediment  from  a 
centifuged  specimen  it  can  be  deteiTnined 
whether  the  infection  is  coccal  or  bacillary 
and  whether  it  is  gram-negative  or  gram- 
positive. 

The  response  to  treatment  is  usually 
prompt.  After  the  catheterized  specimen  of 
urine  is  obtained  and  while  the  catheter  is 
still  in  place,  the  bladder  is  irrigated  with  a 
1:10,00'0  solution  of  potassium  peiTnangan- 
ate  or  some  other  mild  nonirritating  antisep- 
tic. The  patient  is  then  treated  with  one  of 
the  urinary  antiseptics,  the  selection  of  the 
drug  depending  on  the  type  of  infection  pres- 
ent. One  of  the  sulfonamides  is  usually  sat- 
isfactory in  the  majority  of  cases,  although 
one  of  the  other  urinary  antiseptics  current- 
ly available  may  be  indicated  in  other  cases. 
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If  the  urine  does  not  become  sterile  within 
a week  to  ten  days  after  treatment  is  start- 
ed, it  should  be  suspected  that  the  patient 
does  not  have  simple  cystitis  and  a complete 
study  of  the  entire  urinary  tract  should  be 
made.  Those  patients  who  have  gross  hema- 
turia require  careful  cystoscopic  study  of  the 
bladder  in  order  to  rule  out  the  possibility  of 
malignancy.  Roentgenographic  examination 
of  the  upper  urinary  tract  should  be  done  in 
order  to  rule  out  malignancy  or  other  impor- 
tant lesions  above  the  bladder  that  might  pro- 
duce hematuria. 

Interstitial  Cystitis  (Hunner’s  Ulcer)  — 
This  type  of  cystitis  is  not  associated  with 
pus  in  the  urine  and  deserves  separate  con- 
sideration. Hunner^^^  in  1914  for  the  first 
time  accurately  described  a lesion  known  as 
Hunner’s  ulcer,  interstitial  cystitis,  submu- 
cous fibrosis  or  elusive  ulcer  — elusive  be- 
cause it  is  so  often  overlooked.  The  exact 
cause  of  this  type  of  cystitis  is  not  known. 
Urine  cultures  in  the  majority  of  cases  yield 
negative  results.  This  lesion  apparently  has 
no  relationship  to  any  other  disease.  It  oc- 
curs chiefly  in  women  during  the  childbear- 
ing age.  We  have  repeatedly  removed  sec- 
tions from  the  ulcerated  area  for  pathologic 
study  and  these  have  shown  nothing  but 
chronic  inflammation. 

The  symptoms,  which  are  usually  charac- 
teristic and  to  one  familiar  with  the  disease 
will  lead  to  a correct  diagnosis,  are  chiefly 
urinary  frequency  and  pain.  The  patient 
may  urinate  as  often  as  every  fifteen  to 
twenty  minutes  both  day  and  night.  Their 
discomfort  is  a fairly  constant,  dull,  aching 
sensation  in  the  region  of  the  bladder  which 
becomes  sharp  and  cutting  when  the  bladder 
is  full.  The  sharp  pain  is  relieved  when  the 
bladder  is  emptied.  The  pain  is  usually 
suprapubic  but  may  be  referred  to  the  back, 
lower  abdominal  quadrants,  thighs,  urethra, 
labia  or  rectum.  Because  of  this  referred 
pain,  many  patients  have  been  subjected  to 
various  types  of  lower  abdominal  surgical 
procedures.  Obviously,  these  patients  become 
nervous,  have  not  infrequently  been  consid- 
ered as  psychoneurotic  and  have  been  re- 
ferred for  psychiatric  therapy. 

The  diagnosis  is  based  upon  (1)  the  char- 
acteristic history,  (2)  urine  free  of  pus  and 
bacteria  but  containing  usually  50  or  more 
red  blood  cells  per  high  power  field,  (3)  a 
reduced  bladder  capacity  frequently  to  not 
more  than  3 or  4 ounces  and  (4)  presence 
of  ulcers  in  the  dome  of  the  bladder  in  series 


of  three,  four  or  five  running  like  an  arch 
toward  the  right  or  left  lateral  walls  as  seen 
through  the  cystoscope.  If  ulcers  are  not 
present,  careful  observation  of  the  dome  of 
the  bladder  as  it  is  distended  will  reveal  the 
areas  of  submucous  fibrosis  which  will  ap- 
pear first  as  paled  areas  and  then  as  the  ves- 
sels rupture  the  so-called  sunburst  will  ap- 
pear over  the  fibrosed  areas.  If  there  is  as- 
sociated infection,  generalized  cystitis  may 
overshadow  the  typical  lesions  so  that  they 
are  not  recognizable  during  this  period.  If 
the  symptoms  are  suggestive,  however,  the 
bladder  should  be  carefully  examined  again 
after  the  inflammation  has  cleared  up. 

Interstitial  cystitis  is  apparently  not  a pre- 
disposing factor  to  malignancy,  although 
biopsy  of  suspicious  lesions  should  always  be 
done  in  order  to  rule  out  this  possibility.  In 
a period  of  twenty  years  I have  seen  2 cases 
of  malignancy  develop  in  patients  with  long- 
standing interstitial  cystitis,  but  they  were 
most  likely  independent  lesions. 

Diabetes  is  a frequent  cause  of  irritability 
of  the  bladder  and  should  always  be  consid- 
ered in  the  differential  diagnosis  of  severe 
frequency  and  burning.  It  is  easily  ruled 
out.  Interstitial  cystitis  is  sometimes  con- 
fused with  tuberculosis  of  the  urinary  tract 
but  differentiation  should  be  easily  made. 

Interstitial  cystitis  has  been  subjected  to 
all  kinds  of  treatment.  The  various  drugs 
used  in  the  treatment  of  infections  of  the 
urinary  tract  are  of  no  value.  Any  associated 
lesions  should  be  cleared  up.  Foci  of  infec- 
tion should  be  removed.  Dietary  deficien- 
cies should  be  corrected.  Vitamins  should  be 
given  if  a vitamin  deficiency  can  be  estab- 
lished and  especially  vitamin  E in  large  doses 
should  perhaps  be  given  a trial. 

From  a local  standpoint,  two  measures 
seem  clearly  indicated:  (1)  to  increase  the 
bladder  capacity  and  (2)  to  employ  measures 
designed  to  heal  the  ulcerated  areas.  The 
bladder  capacity  is  more  effectively  increased 
by  distention  under  anesthesia  and  more 
safely  under  cystoscopic  vision.  An  effort  is 
made  to  distend  the  bladder  up  to  maximum 
normal  capacity  although  one  may  frequent- 
ly have  to  stop  short  of  this  mark.  At  the 
end  of  the  stretching  the  ulcerated  areas 
may  be  lightly  fulgurated  with  the  high  fre- 
quency current.  This  is  done  after  rather 
than  before  stretching  because  the  fulgura- 
tion  may  weaken  the  bladder  at  these  points, 
and  thus  predispose  to  rupture  pfttli^i^wll 
of  the  bladder,  a com^f<Mxi6m\^ihn  haslieen 

COLLEGE  OF  PHY3lCIAi« 

OF  PHILADELPHIA 


252 


MINOR  LESIONS  OF  U RET  HA  AND  BLADDER:  BURNS 


Nebr.  S.  M.  Jour. 
August,  1950 


known  to  occur.  After  fulguration  we  fre- 
quently instill  an  ounce  of  2 per  cent  solution 
of  silver  nitrate,  leave  it  in  for  two  minutes, 
and  wash  it  out  with  normal  saline  solution 
converting  the  silver  nitrate  into  insoluble 
silver  chloride,  thereby  inhibiting  its  action. 
This  may  promote  healing  of  the  ulcerated 
areas.  Instillation  of  cajandol  into  the  blad- 
der affords  considerable  relief.  If  we  are 
correct  in  our  interpretation  of  the  pathol- 
ogy, we  believe  that  segmental  resection  will 
be  followed  by  disappointing  results.  Unsat- 
isfactory results  have  also  been  obtained 
from  presacral  neurectomy.  Irradiation  is 
contraindicated  because  it  fails  to  give  satis- 
factory relief  and  it  tends  to  increase  the 
amount  of  fibrosis.  Anterolateral  cordotomy 
has  been  advocated  for  intractable  pain.  We 
believe,  however,  that  when  the  disease 
reaches  that  stage,  diversion  of  the  urinary 
stream  by  transplanting  the  ureters  into  the 
sigmoid  will  prove  a moi*e  satisfactory  pro- 
cedure. The  pain  is  usually  completely  re- 
lieved after  the  urinary  stream  is  diverted 
and  for  that  reason  I do  not  believe  that  re- 
moval of  the  bladder  is  indicated. 

One  hesitates  to  consider  any  of  these  pa- 
tients cured  by  whatever  method  is  used. 
On  the  other  hand,  the  majority  of  them  can 
be  relieved  of  their  symptoms.  The  bladder 
may  have  to  be  stretched  under  anesthesia 
at  periods  of  three  to  six  months  for  one  to 
two  years  as  indicated  in  the  individual  case. 
Patients  should  be  carefully  followed  beyond 
the  period  of  active  treatment. 

SUMMARY 

1.  Minor  lesions  of  the  urethra  and  blad- 
der are  responsible  for  greater  suffering  in 
women  than  is  generally  recognized. 

2.  Urethral  prolapse,  urethral  caruncle, 
inflammatory  polyps  at  the  neck  of  the  blad- 
der, and  chronic  urethral  inflammation  are 
the  commonest  causes  of  recurrent  vesical 
discomfort  in  women.  Less  frequently  en- 
countered lesions  of  the  urinary  tract  in 
women  include  urethroceles,  diverticula  and 
true  organic  strictures. 

3.  Urethral  prolapse,  encountered  chiefly 
in  the  two  extremes  of  life,  is  not  difficult 
to  recognize.  Treatment  consists  in  (a)  re- 
duction of  the  mass  and  removal  of  the  excit- 
ing cause,  (b)  stellate  fulguration  with  a high 
frequency  current  or  slow  electrocoagulation 
of  the  mucosa  with  a flat  electrode,  or  pre- 
ferably (c)  circumcision  of  the  redundant 


mucosa  with  approximation  of  the  cut  edge 
of  the  musoca  to  the  vestibular  margins. 

4.  Urethral  caruncle,  the  commonest  type 
of  urethral  tumor,  produces  pain  and  a blood- 
stained urethral  discharge.  Small  asymp- 
tomatic caruncles  require  no  treatment.  Oth- 
ers should  be  destroyed  by  electrocoagula- 
tion. 

5.  Urethral  diverticula,  now  considered 
not  uncommon,  produces  variable,  usually  in- 
termittent and  chronic  symptoms.  The  dis- 
charge of  a quantity  of  pus  at  the  end  of  ur- 
ination is  pathognomonic.  Treatment  is  sur- 
gical excision. 

6.  Chronic  urethritis,  occurs  more  often 
than  generally  realized.  Irritation  of  the 
bladder  and  pain  are  the  chief  symptoms. 
The  diagnosis  is  not  difficult  if  the  condition 
is  kept  in  mind ; it  is  based  on  characteristic 
observations  as  a result  of  complete  urologic 
investigation.  Treatment  consists  in  (a)  ir- 
rigation of  the  bladder,  (b)  dilation  of  the 
urethra  with  sounds  and  (c)  instillation  of 
solution  of  silver  nitrate  into  the  posterior 
urethra. 

7.  Cystitis,  ten  times  more  common  in 
women  than  men,  begins  suddenly,  with  fre- 
quency, burning,  urgency,  tenesmus  and  pos- 
sibly hematuria.  Treatment  consists  in  irri- 
gating the  bladder  with  a mild  nonirritating 
antiseptic,  followed  by  a course  of  treatment 
with  a urinary  antiseptic. 

8.  Interstitial  cystitis,  most  commonly 
encountered  in  women  in  the  childbearing 
age,  causes  urinary  frequency  and  a fairly 
constant  dull  ache  in  the  region  of  the  blad- 
der. Treatment  has  not  been  entirely  satis- 
factory but  measures  designed  to  build  up 
the  general  health  of  the  patients  should  be 
employed  and  in  addition  attempts  should  be 
made  to  increase  the  capacity  of  the  bladder 
as  well  as  to  heal  the  ulcerated  areas. 
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Radiation  Treatment  of  Tonsils,  Adenoids, 
and  Sinuses* 

D.  T.  QUIGLEY,  M.D. 

Omaha,  Nebr. 


This  subject  involves  the  treatment  of 
lymphoid  tissue  in  the  head  and  neck  by 
gamma  radiation  from  x-ray  or  radium.  The 
object  is  to  kill  entrenched  infection  directly 
or  to  make  the  soil  unfavorable  for  the  con- 
tinued existence  of  disease  germs  or  both. 
In  this  we  must  distinguish  between  acute 
infection  and  chronic,  old,  low  grade  infec- 
tion. There  are  some  disease  in  which  even 
acute  conditions  are  cured  by  gamma  ray 
treatment,  the  most  well  known  of  these  be- 
ing the  effect  of  x-ray  on  erysipelas and 
the  curative  effect  of  x-ray  on  gas  gangrene 
as  worked  out  by  Dr.  James  Kelly^^). 

In  the  subacute  class,  the  various  fungus 
and  mixed  infections  of  the  feet,  around  the 
genitals,  under  the  arm,  and  in  the  groin, 
acne  on  the  face,  eczema  on  the  hands  and 
other  anatomical  parts  are  rayed  success- 
fully by  radium  and  x-ray The  thera- 
peutic x-ray  machine  has  become  a must  in 
the  equipment  of  nearly  every  skin  special- 
ist. 

It  is  well  established  that  alpha,  beta,  or 
gamma  radiation  or  any  combination  of 
these  exerts  a killing  effect  on  all  living 
cells.  This  is  proved  by  deep  effects  on  sar- 
comas and  some  benign  neoplasms  of  con- 
siderable size  and  bulk  such  as  the  “uterine 
fibroid.”  The  depth  to  which  sarcoma  and 
lieomyoma  cells  are  killed  proves  beyond  a 
doubt  that  the  penetrating  gamma  rays  not 
only  have  a killing  effect  on  surface  micro- 
organisms but  that  these  effects  are  exerted 
far  below  the  surface  and  apply  not  only  to 
infections  but  to  neoplastic  cells.  Apparent- 
ly both  the  invading  organisms  and  the  neo- 
plastic, (tumor),  cells  vary  in  degree  of  sen- 
sitivity to  gamma  radiation. 

One  of  the  early  facts  established  in  con- 
nection with  gamma  radiation  was  in  con- 
nection with  its  specific  effects  on  lymphoid 
tissue,  lymph  glands,  tonsils,  and  adenoids, 
but  difficulties  in  technique  prevented  wide 
acceptance  of  this  method.  Another  bar  to 
acceptance  was  the  probability  of  recurrence. 
Early  efforts  were  mainly  in  the  direction 
of  applying  the  radium  or  the  x-ray  through 
the  mouth  or  nose  directly  to  the  area  in- 

*Read before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 


volved.  Although  the  time  element  was 
small,  the  result  was  usually  an  inexact  dose 
and  a future  unwillingness  of  the  patient  to 
cooperate.  Recurrence  of  adenoids  with  en- 
larged tonsils  and  neck  glands  were  argu- 
ments in  favor  of  “having  them  out  and 
done  with.” 

The  same  thinking  would  probably  be  re- 
jected if  the  organ  involved  were  a finger 
or  a toe  or  an  eye  or  an  ear.  In  connection 
with  tonsils  however  the  operative  removal 
has  been  widely  accepted  because  a concur- 
rent concept  has  also  been  accepted;  namely 
that  tonsils  are  useless  and  worthless  blobs 
of  glandular,  lymphoid  tissue  which  hang  in 
the  throat  only  to  be  removed  as  a barber 
would  remove  a beard.  Recent  research  has 
disclosed  the  fact  that  tonsils  are  strategi- 
cally placed  in  the  throat  where  they  may 
come  in  contact  with  incoming  germ  life  in 
contaminated  air,  contaminated  food,  and 
contaminated  water.  Our  microscopic  ene- 
mies may  sometimes  attack  skin  or  eyes,  or 
ears,  or  urethra,  but  the  great  mass  goes 
through  the  throat.  Death  enters  through 
the  mouth.  Tonsils  meet  the  enemy  and 
elaborate  antibodies.  They  are  the  great  fac- 
tory for  the  control  of  toxic  material.  They 
are  present  in  animals  and  humans  of  today 
because  those  forms  of  life  in  which  they 
did  not  exist  ceased  to  survive.  They  are 
one  of  the  survival  mechanisms  of  modern 
as  well  as  ancient  anthropoids  and  as  such 
they  should  be  protected  and  guarded  as 
carefully  as  any  other  vital  organs. 

The  method  of  applying  radiation  to  the 
tonsil  area  now  in  favor  is  the  technique  in 
which  the  radiation  is  put  through  from  the 
angle  of  the  jaw.  If  the  source  is  radium, 
the  tube  is  covered  with  2 to  3 mm.  of  lead 
to  filter  out  all  but  the  most  penetrating 
rays  and  the  tube  is  kept  an  inch  and  a 
quarter  above  the  skin.  With  such  an  appli- 
cator on  each  side,  and  in  each  30  to  50  mil- 
ligrams of  radium,  and  using  it  from  3 to  16 
hours,  the  whole  tonsil  area  is  thoroughly 
rayed  and  also  the  retropharyngeal  area,  the 
sphenoid  area,  and  the  maxillary  sinuses. 
Infection  in  neck  glands  will  also  be  killed 
by  the  same  technique  which  bathes  the 
whole  side  of  neck  and  head  with  relatively 
non-irritating  yet  biologically  active  gamma 
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rays.  The  treatment  is  administered  at  one 
time,  as  one  dose.  The  longer  treatments 
may  be  given  overnight  in  the  hospital,  the 
shorter  treatments  are  administered  in  the 
office.  X-ray  technique  is  well  known  and 
needs  no  discussion  except  that  it  is  divided 
into  many  treatments  covering  considerable 
time  and  the  rays  are  administered  as  a 
beam  instead  of  a circle.  Aiming  the  beam 
correctly  complicates  the  procedure  and  it 
may  exert  unwanted  effects  beyond  the  area 
aimed  at.  X-ray  does  not  include  surround- 
ing diseased  areas,  glands,  adenoids,  sinuses, 
etc.  and  mucus  membrane  surfaces  and 
fascia  which  may  be  in  need  of  treatment 
on  account  of  direct  extension  of  low  grade 
infection  from  the  original  focus. 

In  the  period  of  over  twenty  years  in 
which  this  problem  has  been  studied  a good 
deal  of  attention  has  been  given  to  the  re- 
currence of  the  disease  and  the  conclusion 
was  reached  that  we  were  not  dealing  with 
recurrence  but  with  etiological  factors  which 
had  not  been  removed  at  the  time  when  the 
radiation  treatment  was  administered.  It 
was  found  necessary  to  pay  attention  to  the 
dietary  habits  of  the  individual  and  to  pre- 
scribe a high  protein,  high  mineral,  high 
vitamin  diet  which  included  milk,  eggs, 
cheese,  cottage  cheese,  raw  fruits  and  vege- 
tables, fresh  meat,  sea  food  and  whole  wheat 
instead  of  white  flour.  This  diet  excluded 
all  non-vitamin,  non-mineral  foods,  and  low 
vitamin,  low  mineral,  low  protein  foods  such 
as  sugar,  white  flour,  canned  foods  and 
sugar  laden  soda  fountain  drinks,  and  the 
omnipresent  candy  bar.  In  patients  who  fol- 
lowed carefully  the  improved  diet,  the  per- 
centages of  recurrence  was  very  low  and  the 
physical  and  mental  capacity  of  the  individ- 
ual was  much  improved.  With  children  it 
was  often  difficult  to  start  them  on  a 
changed  diet  but  after  a few  weeks  on  the 
improved  regimen,  they  looked  upon  their 
former  deficient  foods  with  disgust.  Fat 
women  were  another  problem  but  when  the 
advice  was  given  from  the  standpoint  of  a 
beauty  treatment;  restoring  their  physical 
charm ; then  the  dislocation  from  the  old 
disease  producing  diet  is  not  so  difficult  and 
the  patient  comes  to  look  upon  the  former 
items  of  the  white  flour,  sugar  diet  as  lack- 
ing in  optimum  food  elements. 

In  the  early  work  along  this  line  the  first 
cases  treated  were  bleeders  on  whom  it  was 
dangerous  to  operate,  and  persons  with  dis- 
eases in  which  it  was  considered  inadvisable 


to  use  local  or  general  anesthesia.  The  re- 
sults in  these  cases  being  at  least  equal  to 
operation  the  treatment  was  continued  as  a 
matter  of  choice.  Here  it  was  noticed  that 
some  tonsil  recession  was  produced  when 
radiation  was  given  near  the  tonsil  for  some 
other  entirely  unrelated  condition,  the  most 
common  being  skin  cancer  near  the  angle  of 
the  jaw  or  cancer  of  the  tongue.  The  dose 
in  such  cases  is  a surface  dose  but  contains 
necessarily  some  of  the  highly  penetrating 
gamma  rays. 

325  cases  were  treated.  These  include  some 
with  sinus  disease  and  some  with  enlarged 
glands  in  the  neck  from  specific  disease  such 
as  tuberculosis.  Two  cases  were  frontal 
sinus  disease  producing  chronic  frontal 
headache. 

Post  operative  scars  which  were  thick, 
hard  and  tender  and  which  were  accompa- 
nied by  enlarged  cervical  glands  and  pain  in 
the  fascia  in  and  below  the  occiput  were 
found  in  twenty-seven  cases  since  1945  and 
in  twenty-two  cases  before  1945.  It  is  not 
generally  recognized  that  old,  thick,  heavy 
scars  which  result  after  a wound  has  healed 
in  the  presence  of  infection  will  contain  em- 
bedded in  the  scar  tissue,  low  grade  micro- 
organisms which  are  capable  of  metastisiz- 
ing  to  distant  parts  of  the  body  and  may  pro- 
duce the  slow  breakdown  of  endocrine 
glands,  blood  vessels,  heart  muscle  and 
brain  tissue  which  put  together  represent 
the  syndrome  we  call  old  age.  Such  scars 
may  actually  weep  pus  after  slight  local  ir- 
ritation. Following  World  War  I,  many  such 
scars  were  seen  on  amputated  arms  and  legs 
and  were  found  to  contain  imbedded  staph- 
ylococcus and  streptococcus  of  the  type  or- 
dinarily found  on  skin  surfaces.  These  scars 
on  relatively  slight  irritation  from  an  ill  fit- 
ting artificial  limb  would  discharge  pus  free- 
ly. Many  of  these  scars  had  to  be  removed 
and  the  stump  allowed  to  heal  with  a clean 
sterile  scar.  There  is  never  a clean  sterile 
scar  after  a tonsillectomy.  Not  only  are  dis- 
ease germs  present  but  the  mouth  and  throat 
are  the  most  heavily  contaminated  areas  in 
the  whole  body.  Any  attempt  to  render  the 
area  sterile  preceding  operation  would  of 
course  amount  to  nothing  as  it  could  not  be 
kept  sterile.  Every  tonsil  scar  is  a scar 
which  has  been  built  up  in  the  presence  of 
infection  and  of  the  most  virulent  and  most 
diverse  infection.  Here  we  find  ordinary 
pus  germs,  saphrophytes  living  on  decayed 
food,  fungus  types  from  dirty  hands  and  de- 
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cayed  teeth  along  with  others  taken  in  leafy 
vegetables  and  contaminated  milk.  No  ton- 
sil operation  can  by  any  possibility  be  a 
clean  operation.  Tonsillectomy  scars  may 
and  do  contain  low  grade  streptococcus  and 
other  attenuated  organisms. 

Since  such  scars  are  left  in  the  throat,  we 
should  expect  that  after  the  passing  of  time 
they  would  act  as  foci  of  infection.  This  is 
the  reason  for  gamma  radiation  in  these 
areas,  and  this  is  the  reason  for  putting  the 
radiation  through  the  skin  from  the  outside. 
The  diseased  areas  in  the  throat  might  be 
irritated  to  the  point  where  more  scar  tissue 
would  be  produced  if  a sufficient  dosage 
were  used  on  the  inside  of  the  throat  to  af- 
fect the  deeper  diseased  parts  such  as  the 
lymph  glands  situated  between  the  skin  and 
the  mucus  membrane. 

The  symptoms  of  this  condition  are  local 
and  general : distress  in  the  throat  any- 

where from  tickling  to  pain  on  swallowing 
and  hoarseness  to  severe  pain  in  the  neck 
and  head.  A general  rheumatic  condition 
with  neuritis  and  arthritis  may  be  present. 
Extreme  nervousness,  fatigue  on  slight  exer- 
tion and  changes  in  special  senses  are  pres- 
ent in  many  of  these  patients.  All  have 
changes  in  the  blood  stream  shown  by  a lack 
of  hemoglobin  and  an  increase  or  decrease  of 
white  corpuscles.  Several  with  such  blood 
conditions  have  failed  to  reach  normal  under 
years  of  the  regular  treatment  but  have 
quickly  obtained  a normal  blood  count  after 
throat  radiation,  plus  the  correction  of  di- 
etary errors. 

One  source  of  error  in  this  field  is  in  what 
British  authors  have  called  “fragmentation 
thinking.”  Taking  one  fragment  of  a prob- 


lem without  considering  it  as  a whole.  Here 
we  are  dealing  with  three  subjects  but  they 
are  in  a measure  inseparable.  It  is  illogical 
and  unreasonable  to  consider  each  as  an  en- 
tity. In  the  Royal  Hospital  for  Sick  Chil- 
dren of  Aberdeen,  it  was  observed  that  ton- 
sil disease  disappeared  after  the  children’s 
sinuses  were  treated  by  gamma  ray  radia- 
tion The  observation  was  made  early  in 
our  work,  in  a reverse  manner  that  sinus  dis- 
ease ceased  to  exist  after  gamma  radiation 
was  used  on  diseased  tonsils.  The  same  holds 
true  for  adenoid  growth,  but  some  of  these 
require  also  a direct  exposure  on  the  adenoids 
which  also  uses  beta  rays.  In  these  latter 
cases,  it  is  well  to  avoid  a continuance  of  the 
treatment  until  the  last  visible  shreds  of 
adenoid  tissue  disappears.  If  this  is  done, 
an  overdose  is  given  which  may  result  in  scar 
tissue  around  the  opening  of  the  Eustacian 
tube.  It  is  enough  to  cease  treatment  when 
symptomatic  results  are  obtained  depending 
on  long  range  effects  to  reduce  all  diseased 
tissue  after  a period  of  several  months. 

CONCLUSION 

Gamma  radiation  used  in  the  manner  de- 
scribed has  in  325  cases  over  twenty  years 
proved  to  be  a satisfactory  treatment  for 
diseased  tonsils  and  sinuses  but  in  some 
cases  of  adenoid  disease  direct  beta  ray 
treatment  may  well  be  added.  Post  tonsil- 
lectomy infected  scars  may  be  also  success- 
fully treated  by  gamma  radiation. 
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WINTHROP-STEARNS  PROMOTES 
pHISODERM 

An  extensive  sampling  campaign  for  pHisoderm 
and  pHisoderm  with  pHisoderm  Hexochlorophane, 
soapless  sudsing  detergent,  is  currently  being  con- 
ducted among  physicians  by  Winthrop-Stearns  Inc. 

Largest  demonstration  was  at  the  annual  con- 
vention of  the  American  Medical  Association  in 
San  Francisco  the  week  of  June  26.  For  this  and 
subsequent  medical  meetings  a special  w'ashstand 
has  been  designed  and  constructed  by  Gale  Doro- 
thea, New  York  industrial  designer.  This  unit 
measures  32%  by  32%  inches,  and  50  inches  high 
at  the  back,  and  32  inches  high  in  front.  It  en- 
ables physicians  to  practice  surgical  sci-ubs  with 


pHisoderm  and  pHisoderm  with  Hexochlorophane 
under  supervision  of  the  company’s  professional 
service  representatives. 

The  unit  is  made  of  formica  and  stainless  steel. 
A foot  pedal  activates  an  electric  motor  that 
pumps  w’ater  through  a goose-necked  chrome- 
plated  faucet.  Water  supply  is  furnished  through 
a hidden  10-gallon  tank.  A similar  tank  takes  the 
flushed  water.  Paper  towels  are  handy  in  recessed 
racks.  The  product  is  readily  available  in  new 
plunge  type  dispensers. 

Samples  of  a cellophane  wrapped  pHisoderm 
with  Hexochlorophane  impregnated  sponge  are  also 
being  furnished  physicians,  together  with  1 ounce 
polyethylene  sample  dispensers  of  regular  pHiso- 
derm and  pHisoderm  with  Hexochlorophane. 
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That  Gerontology  and  Geriatrics  are  more 
than  passing  fads  or  fancies  in  medicine  is 
apparent  to  almost  everyone  from  the  fact 
that  we  now  have  an  estimated  12,000,000 
people  living  who  are  over  65  years  of  age. 
During  the  first  two  decades  of  this  century 
there  was  a slow  rise  in  this  group  from  less 
than  4%  to  about  5%  of  the  total  population. 
In  the  1920s  there  was  a rather  marked  in- 
crease. During  that  decade  we  saw  insulin 
and  liver  extract  begin  to  add  years  to  our 
patients’  lives.  In  the  latter  part  of  the 
1930s  the  added  impact  of  chemotherapy 
contributed  to  a sharp  increase  noted  by  sta- 
tisticians. The  climb  continues  at  a some- 
what decreased  rate  in  this  present  decade 
of  antibiotics.  The  projected  rate  for  the 
last  half  of  the  present  century  predicts  that 
between  12  and  15%  of  the  total  population 
will  be  65  or  over.  With  so  many  people  liv- 
ing so  much  longer,  where  should  the  prac- 
tice of  geriatrics  begin  V 

It  has  been  said  that  middle  age  begins 
when  you  stopped  growing  at  both  ends  but 
continued  to  grow  in  the  middle.  Also,  that 
an  old  man  is  anybody  ten  years  older  than 
yourself.  Recently  a Public  Health  Authori- 
ty was  quoted  by  the  public  press  as  saying 
that  our  main  concern  in  retirement  pro- 
grams should  be  to  retire  the  old  men  of  40 
and  keep  alive  and  active  the  young  men  of 
60  or  70  and  beyond.  All  in  all  there  does 
not  seem  to  be  much  room  to  refute  the 
statement  that  the  practice  of  Geriatrics 
should  begin  where  Pediatrics  leaves  off.  It 
may  be  more  to  the  point  to  say  we  are  con- 
sidering some  of  the  conditions  we  meet  in 
the  aging  heart,  rather  than  the  cardiac  dis- 
orders of  Geriatrics. 

In  considering  this  I would  like  to  refresh 
our  memories  about  the  changes  in  the  vas- 
cular supply  of  the  heart  that  were  pointed 
out  in  the  Classic  monograph  of  Gross<i>. 
Previous  to  this  work  the  coronary  arteries 
were  generally  considered  as  end  arteries 
with  little  or  no  collateral  circulation.  We 
now  know  that  there  is  a gradually  increas- 
ing amount  of  collateral  blood  supply  with 
the  succeeding  decades  of  life.  Nature 
makes  a continued  attempt  to  compensate 
for  the  inevitable  deterioration  of  advancing 
age. 

*Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 
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If  we  set  about  to  group  the  frequency  of 
cardiac  pathology  encountered  in  the  later 
decades  of  life,  it  is  at  once  apparent  that 
there  is  a general  reversal  of  the  frequency 
of  conditions  encountered  in  the  earlier  dec- 
ades. The  degenerative  disease  of  the  vas- 
cular bed  is  by  far  the  most  frequently  en- 
countered group.  For  all  practical  purposes 
it  may  be  said  that  we  never  encounter  con- 
genital lesions  of  any  importance.  The  va- 
rious types  of  infectious  and  inflammatory 
disease  are  worthy  of  some  discussion.  It 
seems  possible  that  in  our  older  age  group 
the  frequency  and  importance  of  infections 
and  inflammatory  complications,  vascular, 
myocardial  and  valvular  may  parallel  the  fre- 
quency and  importance  of  infections  in  the 
younger  age  group.  Concern  that  even  a 
neglected  cold  may  precipitate  congestive 
failure  and  a relapse  of  rheumatic  fever  in  a 
youngster  with  a badly  damaged  rheumatic 
heart  has  long  been  more  or  less  routine.  It 
seems  that  too  often  this  aspect  is  neglected 
in  older  patients  with  damaged  hearts. 
There  is  a tendency  not  to  do  too  much  be- 
cause the  patient  is  old,  and  the  heart  is  old. 
This  attitude  may  be  based  on  fear.  Whether 
such  fear  on  our  part  is  based  on  ignorance, 
or  the  real  danger  of  unwarranted  risk  is 
always  worth  serious  investigation.  That  a 
good  many  coronary  problems  with  compli- 
cating gall  bladder  disease  seemingly  do  bet- 
ter after  cholecystectomy,  has  been  fairly 
well  accepted.  That  prostatic  surgery  is  tol- 
erated by  men  with  recent  coronary  acci- 
dents is  not  infrequently  demonstrated.  On 
the  other  hand  we  are  more  prone  to  neglect 
lesser  procedures  that  have  a chance  of  bene- 
fitting  our  patient. 

We  seem  to  be  in  an  era  where  the  pendu- 
lum has  swung  from  surgical  excesses  in  at- 
tempting to  eradicate  infection  to  almost 
complete  neglect  of  the  problem,  yet  some- 
where between  the  two  there  must  be  firm 
middle  ground.  Traut  and  his  co-workers (2), 
in  a recent  article  point  out  that  infectious 
heart  disease  is  relatively  frequent  if  we  are 
willing  to  admit  their  premise  as  to  just  who 
is  elderly. 

In  a survey  of  the  autopsies  of  Cook  Coun- 
ty over  an  eleven  year  period  they  found  299 
cases  of  bacterial  endocarditis  in  some  13,000 
autopsies.  94  of  these  were  in  the  elderly 
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group,  45  years  or  more.  Their  conclusion — 
Bacterial  endocarditis  is  common  in  the  el- 
derly. While  we  are  on  this  subject,  it  may 
be  of  interest  to  cite  the  incidence  of  an  Epi- 
demic of  Bacterial  endocarditis  reported  by 
Francis  Wood  about  two  years  ago,  in  Ger- 
man war  prisoners  in  a southeastern  service 
command.  In  a short  time  an  unusual  num- 
ber of  German  prisoners  were  sent  into  a 
central  hospital  from  scattered  prisoner  of 
war  camps,  all  with  sub-acute  bacterial  endo- 
carditis. In  investigating  this  most  unusual 
episode,  the  facts  finally  uncovered  were, 
the  Gennans  were  about  to  be  sent  home. 
An  order  went  out  for  dental  examination  of 
all  prisoners.  Extractions  were  ordered 
where  indicated.  These  12  or  15  Germans  all 
had  extractions  and  all  had  rheumatic  heart 
disease,  unknown  at  the  time,  of  course.  The 
lesson  here  is  too  obvious  to  require  com- 
ment. 

The  evaluation  of  the  elderly  cardiac  for 
surgery  is  an  important  everyday  problem. 
Necessary  surgery  rarely  need  be  denied  this 
patient.  Toxic  adenomas  of  the  thyroid  are 
often  masked  and  overlooked  in  patients 
with  auricular  fibrillation  and  varying  de- 
gree of  congestive  failure.  Surgery  still 
seems  best  for  this  patient,  and  may  be  the 
major  indication  in  treatment  of  the  heart 
disease  (medical  management  may  be  best 
for  the  infrequent  exophthalmic  type). 
Other  surgical  conditions  with  direct  effect 
on  the  cardiac  problem  may  have  a definite 
indirect  effect  in  added  wear  and  tear.  Con- 
sequently surgery  may  be  more  important  in 
the  cardiac  with  less  reserve,  which  too  fre- 
quently places  us  on  the  horns  of  a most  dif- 
ficult dilemma. 

The  principles  of  treatment  of  the  elderly 
cardiac  are  fundamentally  identical  with  the 
principles  of  the  treatment  of  any  cardiac. 
The  usual  drugs  should  be  used  if  the  indica- 
tions are  present.  As  for  digitalis  it  might 
be  better  to  say  that  we  should  use  the  same 
care  and  caution  in  younger  patients  that  we 
do  with  the  elderly,  than  to  say  that  more 
caution  should  be  used  with  the  elderly.  It 
has  been  my  experience  that  rapid  digitaliza- 
tion has  more  disadvantages  than  slow  digi- 
talization and  that  the  immediate  effects  de- 
sired in  congestive  failure  can  be  better  ob- 
tained by  other  aids.  If  we  remember  that 
healthy  normal  young  hearts  can  fail  under 
excessive  fluid  loads,  so  called  “volumemic” 
failure,  it  seems  logical  that  lessening  the 
load  as  promptly  as  possible  is  far  more  logi- 
cal than  attempting  to  make  a tired  old  or- 


gan meet  and  overcome  its  load.  The  mer- 
curials have  been  a god-send  in  this  respect. 
They  have  their  danger  but  should  not  be 
withheld  on  this  account.  Rapid  digitalis  ef- 
fect may  occasionally  be  desireable  with  par- 
oxysmal tachycardia.  If  so,  one  of  the  lan- 
atoside  preparations,  such  as  cedilanid  or 
dogoxin  (not  digitoxin)  are  preferable.  The 
usefulness  of  Quinidine  in  arrhythmias,  ex- 
tra systoles  and  acute  coronary  episodes 
should  not  be  confined  to  younger  patients. 
Again  the  same  care  that  we  use  in  giving 
digitalis  is  indicated. 

Attention  to  dietary,  nutritional  and  min- 
eral metabolism  have  come  sharply  into  the 
foreground  and  present  some  problems  that 
are  unanswered,  and  some  probabilities  that 
warrant  consideration  and  attention  in  every 
case.  Increased  thiamine  is  probably  benefi- 
cial to  most  aging  hearts.  Just  how  much 
we  don’t  know,  nor  do  we  know  how  much 
the  heart  improves  from  general  nutritional 
improvement.  That  it  can  fail  because  of 
severe  nutritional  deficiency,  metabolic  dis- 
turbances, and  anemia  is  well  known.  Atten- 
tion to  these  aspects  cannot  be  overstressed. 
I believe  we  will  all  agree  that  sodium  re- 
striction is  very  important  in  some  circum- 
stances at  least.  If  we  listen  to  Walter 
Kempner  we  would  believe  that  it  is  the  most 
important.  Whether  the  recently  reported 
successful  use  of  pyrogens  in  malignant  hy- 
pertension will  modify  this  conception  re- 
mains to  be  seen. 

Finally,  considering  the  emotional  state  of 
the  elderly  cardiac  one  is  faced  with  an  eval- 
uation of  his  habits  of  living,  his  work,  play, 
rest,  sleep,  eating,  drinking,  virtues,  and 
vices  and  what  if  anything  can  or  should  be 
done  about  modifying  any  of  them.  These 
challenges  to  our  resourcefulness  may  be 
greater  than  any  of  the  other  aspects  of 
treatment.  Unnecessary  loads  should  be  re- 
moved or  restricted  without  incurring  new 
or  greater  loads  of  worry  and  anxiety.  Equa- 
nimity in  the  acceptance  of  physical  impair- 
ment is  essential.  One  cannot  expect  to  re- 
vamp habits  of  a lifetime  too  successfully, 
but  that  is  no  reason  for  not  attempting  to 
modify  definitely  harmful  habits. 

The  realization  that  any  success  we  may 
achieve  is  at  best  partial,  is  nowhere  more 
apparent  than  in  Geriatrics.  It  forces  on  us 
a philosophy  of  acceptance  of  the  inevitable, 
and  a willingness  to  settle  for  partial  success. 
Many  times  we  end  up  cold,  frustrated,  and 
defeated.  But  who  can  say  that  occasionally, 
even  adding  a year  or  two  or  three  to  the  life 
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span  of  a young-  oldster  with  an  aged  heart 
is  not  the  equivalent  of  adding  10  or  20  years 
to  the  span  of  the  younger  cardiac  cripple? 
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Aureomycin" 
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Aureomycin  is  the  most  recent  antibiotic 
to  be  accepted  into  the  group  of  antimicro- 
bial agents  that  are  highly  effective  in  the 
therapy  of  infections.  The  activity  of  this 
antibiotic  seems  to  extend  over  a wider 
range  of  infectious  agents  than  that  of  any 
of  its  predecessors.  It  is  effective  when  giv- 
en by  mouth  and  has  thus  far  been  found  to 
be  essentially  free  of  serious  untoward  ef- 
fects. The  exact  field  of  usefulness  of  aureo- 
mycin, however,  still  remains  to  be  defined 
and  it  will  be  necessary  to  accumulate  a con- 
siderably greater  body  of  well  controlled 
clinical  data  than  are  as  yet  available  before 
the  value  of  this  agent  in  many  conditions 
can  be  compared  with  that  of  other  antimi- 
crobial agents  with  similar  or  over-lapping 
activities.  Here  it  will  be  possible  only  to 
summarize  briefly  the  present  status  of 
aureomycin  as  based  on  the  reports  already 
published  and  some  more  recent  experiences. 

Of  the  new  antibiotics  isolated  in  the  at- 
tempts to  supplement  the  deficiencies  of 
penicillin  and  streptomycin,  aureomycin  at 
present  seems  to  be  the  most  promising. 
This  substance  was  first  obtained  by  Duggar 
and  his  associates  in  the  Lederle  Labora- 
tories from  cultures  of  Streptomyces  aureo- 
faciens.  Extensive  laboratory  studies  as 
well  as  some  preliminary  clinical  trials  of  the 
drug  were  reported  before  the  Section  on 
Biology  of  the  New  York  Academy  of  Sci- 
ences, July  21,  1948^i>. 

Aureomycin  forms  a hydrochloride  salt 
which  is  stable  in  dry  form  and  relatively  so 
in  simple  aqueous  solutions  which  are  acid 
and  quite  irritating  on  parenteral  injection. 
It  deteriorates  rapidly  in  dilute  alkaline  solu- 
tions such  as  the  usual  culture  media.  It  is 
excreted  rapidly  in  the  urine,  maximally 
from  the  fourth  to  the  eighth  hour,  in  which 
it  reaches  high  concentrations. 

Aureomycin  is  relatively  nontoxic.  Ex- 
perimental animals  survived  intravenous  in- 
jections of  50  mg.  per  kg.,  and  mice  usually 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  Oct.,  1949. 


survived  2 to  3 gm.  per  kg.  given  subcutane- 
ously. Full  therapeutic  doses,  administered 
orally,  often  cause  some  nausea  and  vomit- 
ing or  mild  diarrhea. 

In  some  of  the  early  cases  there  was  a 
tendency  to  large,  bulky  stools  and  some  pa- 
tients complained  of  uneasiness  or  a squirm- 
ing sensation  in  the  lower  abdomen,  but  diar- 
rhea with  several  watery  stools  a day  has 
been  observed  in  some  of  the  cases  treated 
with  recent  lots.  These  symptoms  subsided 
soon  after  the  treatment  was  discontinued. 
Pruritus  has  accompanied  the  diarrhea  in 
some  instances.  This  is  often  relieved  by 
aluminum  hydroxide  preparations,  usually 
subsides  after  a few  days  and  rarely  necessi- 
tates interruption  of  treatment.  If  neces- 
sary supplementary  parenteral  injections  of 
aureomycin  in  procaine  solution  may  be  giv- 
en, athough  these  are  painful  and  may  cause 
troublesome  local  reactions.  Thus  far  more 
serious  toxic  reactions  have  been  rarely  if 
ever  encountered. 

Preliminary  experiments  with  aureomycin  in  vitro 
indicated  that  it  inhibits  growth  and  in  much  higher 
concentrations  is  bactericidal  for  a large  number  of 
pathogenic  microorganisms,  including  both  Gram- 
positive and  Gram-negative  species.  These  includ- 
es hemolytic  streptococci,  some  strains  of  Strepto- 
coccus faecalis  and  other  types  of  nonhemolyzing 
streptococci,  pneumococci,  meningococci,  gonococci, 
staphylococci,  colon  bacilli,  typhoid  bacilli  and  other 
Salmonella,  Brucella,  Klebsiella  and  influenza  ba- 
cilli. Proteus  and  Pseudomonas  aeruginosa,  how- 
ever, -were  relatively  resistant. 

Technical  difficulties  were  encountered  in  these 
experiments  as  well  as  intitrations  of  aureomycin 
in  the  blood  because  the  dinig  deteriorates  very 
rapidly  in  dilute  alkaline  solutions.  The  presence 
of  senim  lessens  its  inhibitory  action  in  vitro. 

These  results,  in  general,  have  been  confirmed  by 
animal  experiments.  Thus  Bryer  et  al.(2)  found 
that  aureomycin  protected  mice  experimentally  in- 
fected with  hemolytic  streptococci,  streptococci, 
pneumococci  Type  1,  and  Klebsiella  pneumoniae. 
In  general  on  a weight  basis,  its  effect  approached 
but  did  not  equal  that  of  penicillin  and  strepto- 
mycin on  organisms  which  were  sensitive  to  the 
latter  antibiotics.  Protection  from  infections  with 
Gram-negative  bacilli  has  been  reported,  e.g.,  by 
Price  et  al.(3)  (typhoid  bacilli  and  colon  bacilli),  by 
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Little(^),  (typhoid  bacilli,  Pasteurella  multocida 
and  Shigella  gallinai-um  in  chicks),  by  Spink  et 
al.(5)  (Bracella)  and  by  Woodward  et  al.(6)  (tular- 
emia). 

In  a small  number  of  cases  typhoid  fever 
and  infections  with  other  Salmonella,  the 
clinical  results  were  less  convincing-  but  ap- 
parently favorable  in  several  cases^^.  s). 

In  the  infections  of  the  urinary  tract  fa- 
vorable results  were  obtained  in  many  cases, 
apparently  quite  equal  to  those  of  penicillin 
and  streptomycin^^.  8).  These  included  cases 
of  infection  with  colon  bacilli  as  well  as  cocci, 
including  strains  of  Streptococcus  faecalis 
that  were  resistant  to  penicillin.  Infections 
with  Proteus  and  Pseudomonas  aeruginosa 
appear  usually  to  be  resistant. 

Woodward  et  al.^®)  have  studied  the  effects 
of  aureomycin  in  tularemia.  In  animal  ex- 
periments aureomycin  exerted  greater  pro- 
tective power  than  either  streptomycin  or 
Chloromycetin.  Three  patients,  one  with  a 
severe  infection  and  in  critical  condition,  re- 
covered promptly,  the  temperature  reaching 
normal  in  36  to  72  hours.  They  regarded  the 
response  as  fully  equal  to  that  of  strepto- 
mycin. 

The  initial  results  in  the  treatment  of 
acute  brucellosis  have  been  excellent.  Bryer 
et  al.(2)  reported  the  successful  treatment  of 
one  case  and  subsequently^®^  of  five  cases, 
all  proved  bacteriologically  (four  B.  suis  and 
one  B.  abortus).  The  temperature  fell  to 
normal  within  two  to  three  days,  symptoms 
subsided  in  four  to  seven  days,  and  the  pa- 
tient remained  well  during  a period  of  obser- 
vation of  two  to  10  months. 

Even  more  impressive  results  have  been 
reported  by  Spink  et  al.^®)  in  24  cases  of 
acute  infection  with  Brucella  melitensis  in 
Mexico  (bacteriologically  proved).  All  were 
acutely  ill  and  febrile  and  several  were  in 
critical  condition.  “Prompt  improvement” 
occurred  in  every  patient  treated  orally  with 
aureomycin.  The  temperature  fell  to  normal 
within  two  to  seven  (usually  three  to  four) 
days,  and  subsequent  cultures  were  negative. 
(In  an  addendum  they  state  that  in  three 
cases  relapses  occurred  within  one  to  three 
months,  and  larger  doses  of  aureomycin  (4 
to  6 gm.  instead  of  2 gm.  per  day)  were  sug- 
gested.) These  results  were  far  superior  to 
those  previously  observed  with  streptomycin 
and  sulfadiazine,  although  streptomycin  had 
been  more  effective  than  aureomycin  in  ex- 
periments in  vitro  and  in  infected  chick  em- 
bryos. 


Perhaps  the  most  important  property  of 
aureomycin  is  its  capacity  to  combat  rickett- 
sial infections.  Wong  and  Cox(^®>  demon- 
strated marked  protective  and  curative  pow- 
er in  embryonated  hen’s  eggs  and  in  animals 
experimentally  infected  with  strains  of  rich- 
ettsiae  from  murine  and  epidemic  typhus  fe- 
ver, Rocky  Mountain  spotted  fever,  scrub 
typhus,  Q fever  and  rickettsial  pox.  Their 
findings  were  confirmed  by  Anigstein  et 
al.(ii)  in  the  case  of  epidemic  and  spotted 
fever. 

Favorable  results  have  also  been  reported 
in  cases  of  rickettsial  infections  in  man.  Len- 
nette  et  al.(^®>  reported  prompt  (two  to  three 
days)  improvement  and  fall  in  temperature 
in  14  to  15  cases  of  Q fever,  all  acute  and 
selected  because  of  their  relatively  advanced 
age  or  the  severity  of  the  infection.  Two  pa- 
tients who  relapsed,  possibly  because  treat- 
ment was  stopped  prematurely,  responded  to 
a second  course. 

Ross  et  al.(^3)  have  reported  excellent  re- 
sults in  the  treatment  with  aureomycin  of 
Rocky  Mountain  spotted  fever  in  the  East- 
ern states.  Thirteen  acute  cases  confirmed 
by  serological  tests,  of  which  seven  were  se- 
vere, all  recovered.  The  temperature  fell  in 
crisis,  reaching  noimial  after  an  average  in- 
terval of  two  and  one-third  days.  There  was 
a corresponding  improvement  in  the  clinical 
symptoms,  and  the  rash  disappeared  quickly 
in  those  cases  whose  treatment  had  been 
started  early.  The  results  were  much  su- 
perior to  those  previously  observed  with 
para-aminobenzoic  acid.  Schoenbach^^^)  has 
also  reported  prompt  recovery  in  one  case  of 
Brill’s  disease  (recurrent  epidemic  typhus) 
observed  in  Baltimore. 

Viral  disease  of  the  psittacosis  group  are 
also  susceptible  to  aureomycin.  Wright  et 
ai.(i5)  reported  favorable  results  in  the  treat- 
ment of  35  human  cases  of  lymphogranu- 
loma venereum. 

Braley  and  Sanders^^®)  have  reported 
prompt  improvement  in  five  cases  of  inclu- 
sion conjunctivitis  and  one  case  of  trachoma, 
both  diseases  caused  by  viruses  of  the  psitt- 
acosis group. 

Aureomycin  was  not  effective  in  experi- 
mental infection  with  several  unrelated  vi- 
ruses, including  influenza  B and  one  strain 
of  poliomyelitis^!®).  Favorable  results  with 
aureomycin  have  also  been  reported  in  cases 
of  primary  atypical  (virus)  pneumonia. 
Schoenbach  and  Bryer^!'^)  reported  a series 
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of  16  acute  cases,  12  “severely  ill,”  and  all 
with  roentgenological  evidence  of  pulmonary 
lesions.  All  patients  became  afebrile  within 
12  to  72  hours,  usually  within  24  hours,  clin- 
ical symptoms  improved  promptly,  and  con- 
valescence was  uneventful  and  without  re- 
lapses. Ten  patients  had  previously  received 
penicillin  (seven  with  sulfadiazine  also) 
without  improvement.  Finland  et  al.(i®)  ob- 
tained similar  results  in  20  cases,  all  of  whom 
subsequently  showed  cold  agglutinins  in  the 
blood.  Meiklejohn  et  al.(^^>  treated  22  cases 
of  primary  atypical  pneumonia  with  aureo- 
mycin  and  a parallel  series  of  20  cases  with 
penicillin  as  a control.  All  of  the  patients  re- 
ceiving aureomycin  showed  prompt  improve- 
ment, similar  to  that  described  above.  Three 
suffered  a relapse  but  recovered  promptly 
and  permanently  when  aureomycin  was  re- 
sumed. A third  of  the  control  series  also 
recovered  promptly,  but  in  the  others  the 
course  was  more  protracted,  and  four  who 
became  alarmingly  ill  recovered  promptly 
when  aureomycin  was  administered. 

All  these  reports  stress  the  difficulty  in 
evaluating  treatment  of  a disease  with  a low 
mortality,  in  which  early  recovery  often  oc- 
curs spontaneously.  The  results  observed  in 
some  other  clinics  have  not  been  as  favor- 
able, and  more  extensive  study  is  required  to 
establish  the  value  of  aureomycin  in  this  dis- 
ease. 

That  aureomycin  may  also  be  useful  in  the 
treatment  of  amebiasis  is  suggested  by  the 
recent  report  of  McVay  et  al.^^o)  They  ad- 
ministered the  drug  to  14  patients  with  “suc- 
cessful” results. 

Although  the  published  evidence  does  not 
warrant  a final  conclusion  as  to  the  effective- 
ness of  aureomycin  in  any  of  these  diseases, 
it  is  obvious  that  the  drug  is  of  great  prac- 
ical  value.  Its  activity  extends  over  a far 
wider  range  of  organisms  than  that  of  any 
antibiotic  previously  known.  Its  action  on 
the  rickettsiae  and  the  psittacosis  group  of 
viruses  is  of  great  theoretical  interest  in 
that  it  is  the  first  therapeutic  agent  which 
can  penetrate  the  barrier  of  the  cell  mem- 
brane and  effectively  attack  infectious 
agents  which  are  ensconed  within  the  tis- 
sue cells.  Its  apparent  failure  to  affect 
other  viruses  may  be  disappointing  but  is 
not  surprising.  The  psittacosis  viruses  dif- 
fer in  many  respects  from  the  other  viruses, 
and  they  seem  in  many  ways  more  closely  re- 
lated to  the  rickettsiae  and  the  “simpler” 
bacteria. 

From  the  standpoint  of  administration. 


aureomycin  offers  many  obvious  advantages. 
It  is  highly  effective  when  given  orally.  Thus 
far  no  serious  toxic  effects  have  been  de- 
scribed although  gastrointestinal  disturbanc- 
es may  be  troublesome,  especially  if  full 
doses  (3  to  6 gm.  per  day)  are  required. 
Eventually  evidences  of  toxic  action  and  of 
sensitization  may  be  anticipated,  but  it 
seems  probable  that  these  will  be  rare.  Thus 
far  there  has  been  little  if  any  tendency  for 
susceptible  organism  to  become  resistant. 
Experiments  designed  to  accomplish  this 
have  resulted  in  only  a relatively  trivial  in- 
crease in  resistance  as  a rule,  in  sharp  con- 
trast to  streptomycin.  Until  the  present  cost 
(at  retail  about  four  dollars  a gram)  is  re- 
duced, it  is  not  likely  to  replace  penicillin  in 
the  treatment  of  infections  which  are  sus- 
ceptible to  the  latter. 

At  present  aureomycin  is  the  treatment  of 
choice  if  not  the  only  effective  measure  in 
lymphogranuloma  venereum,  granuloma  in- 
guinale, in  all  reckettsial  infections,  in  acute 
brucellosis,  probably  atypical  pneumonia 
and  possibly  in  typhoid  fever  and  other  Sal- 
monella infections,  although  the  evidence  of 
its  effectiveness  here  is  much  less  convinc- 
ing. Aureomycin  promises  to  be  valuable  as 
a substitute  for  streptomycin  in  infections 
with  other  Gram-negative  bacilli,  such  as 
Klebsiella,  Hemophilus,  and  in  tularemia,  in 
which  streptomycin-resistant  strains  have 
developed  or  in  patients  who  show  evidence 
of  toxic  injury  from  streptomycin. 

The  same  is  probably  true  of  the  usual 
coccal  infection  which  are  routinely  treated 
with  penicillin.  Aureomycin  has  been  used 
successfully,  e.g.,  in  certain  cases  of  infec- 
tion with  penicillin-resistant  strains  of 
Staphylococcus,  Strepococcus  faecalis  and  S. 
viridans  (in  bacterial  endocarditis).  There 
is  as  yet  no  evidence  that  aureomycin  would 
be  superior  to  penicillin  in  most  cases  of  such 
infections.  Because  of  its  wide  range  of  ac- 
tivity, however,  a strong  tendency  may  be 
anticipated  to  administer  aureomycin  blindly 
to  many  patients  with  infections  in  which  it 
is  difficult  or  inconvenient  to  make  precise 
bacteriological  diagnosis. 

Chloromycetin  is  of  equal  value  to  aureo- 
mycin in  the  diseases  discussed  in  this  paper. 
It  seems  to  be  superior  in  the  treatment  of 
typhoid  fever.  Undoubtedly  the  introduction 
of  aureomycin  marks  an  important  advance 
in  the  treatment  of  infectious  disease. 
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Radical  Surgery  for  Cancer" 

WM.  P.  KLEITSCH,  M.D. 

Lincoln,  Nebraska 


The  intelligent  use  of  physiological  prin- 
ciples applied  to  surgical  patients  has  per- 
mitted the  expansion  of  operative  proce- 
dures to  an  unprecedented  degree.  The 
proper  selection  of  anesthetic  agents  has 
permitted  an  operation  to  become  a carefully 
executed  piece  of  work.  The  free  use  of 
blood  transfusions,  during  operation  as  well 
as  before  and  after,  has  all  but  eliminated 
surgical  shock ; while  the  antibiotics  now 
available  have  made  infections  an  annoying 
rather  than  a lethal  complication.  Modern 
surgical  procedure  is  now  limited  more  by 
the  technical  skill  and  imagination  of  the 
operator  than  by  the  ability  of  his  subject 
to  tolerate  the  operation.  These  points  have 
been  adequately  stressed  by  Brunschwig  and 
others. 

This  expansion  of  the  horizons  of  surgical 
procedure  has  necessitated  a revision  of  our 
concept  of  what  constitutes  an  operable  can- 
cer. There  is  no  doubt  that  many  cancers 
formerly  abandoned  as  hopeless  can  now  be 
offered  at  least  a fighting  chance.  Some 
may  even  be  cured  or  controlled  for  indefi- 
nite periods.  It  is  perhaps  not  unreasonable 
to  urge  that  primary  cancers  should  always 
be  removed  even  though  ultimate  cure  seems 
impossible.  The  alternative  to  not  removing 
a primary  cancer  is  always  death  and  often 
an  extremely  unpleasant  one.  Removing  a 
primary  cancer  may  give  a chance  for  cure, 
delay  the  progress  of  the  disease  or  at  least 
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let  death  come  more  kindly.  To  illustrate 
the  expanded  possibilities  of  cancer  surgery 
selected  cases  from  our  files  will  be  briefly 
presented. 

Case  1:  C.H.O.  ...  A 25  year  old,  white  male 

was  admitted  to  the  hospital  with  a diagnosis  of 
metastatic  carcinoma.  He  had  been  operated  upon 
in  January  1947  at  which  time  a right  hemicolec- 
tomy was  done.  It  was  noted  at  that  time  that 
metastatic  lymph  nodes  were  present  in  the  mesen- 
tery which  could  not  be  removed.  He  was  operated 
upon  a second  time  July  23,  1948  (18  mo.  later) 
because  of  obstructive  symptoms  and  a recurrent 
carcinoma  was  discovered  in  the  right  paravertebral 
gutter.  By  stripping  the  renal  capsule  it  was  pos- 
sible to  mobilize  the  tumor  which  could  then  be 
removed  by  taking  a segment  out  of  the  second  por- 
tion of  the  duodenum  and  resecting  segments  of  the 
jejunum  and  ileum  which  were  involved  in  the  recur- 
rence. Involved  lymph  nodes  had  to  be  left  in  the 
mesentery  and,  therefore,  this  operation  was  con- 
sidered a palliative  procedure. 

He  was  next  seen  March  2,  1950  (20  mo.  after 
2nd  Op.)  again  showing  evidence  of  intestinal  ob- 
struction. He  was  operated  upon  and  it  was  dis- 
covered that  the  recurrence  had  involved  the  mesen- 
tery of  the  small  bowel  to  such  an  extent  that  sur- 
gical relief  was  impossible.  The  patient  is  now  re- 
ceiving deep  x-ray  therapy. 

COMMENT 

This  case  illustrates  the  necessity  for  con- 
tinuing surgical  effort  directed  at  the  relief 
of  symptoms  produced  by  a cancer,  even 
though  it  is  known  to  be  hopeless  at  the 
start.  It  furthermore  illustrates  the  prin- 
ciple of  not  using  x-ray  therapy  until  the 
tumor  is  finally  beyond  surgical  help.  In 
this  young  man’s  case  a forty  month  control 
of  an  abdominal  cancer  was  achieved  by  sur- 
gery alone.  The  fact  that  x-ray  therapy  had 
not  previously  been  used  makes  it  probable 
that  control  can  be  further  extended  by  its 
use  now. 
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Case  2:  S.A.W.  ...  A 42  year  old,  white  female 

was  admitted  to  the  hospital  November  3,  1949  com- 
plaining of  abdominal  pain,  fever  and  night  sweats. 
A left  oophorectomy  and  uterine  myomectomy  had 
been  done  in  1944  and  the  ovary  was  discovered  to 
contain  a pseudomucinous  cystadenocarcinoma.  She 
was  operated  upon  for  a recurrence  in  December 
1945  and  in  May  1947  (18  mo.  later).  At  this  oper- 
ation a subtotal  hysterectomy  was  done  and  a tu- 
mor implant  was  removed  from  the  wall  of  the  sig- 
moid. After  this  operation  she  received  deep  x-ray 
therapy.  In  Febiaiary  1949  (9  mo.  later)  a recur- 
rent tumor  was  again  taken  from  the  wall  of  the 
sigmoid.  This  admission  was  nine  months  after  the 
last  operation  and  five  years  after  the  first.  She 
had  a mass  in  the  right  side  of  the  abdomen,  a 
daily  fever  of  103°  and  was  considered  to  have  a 
probably  hopeless  recurrence.  At  operation  on  De- 
cember 7,  1949  huge  lymph  nodes  were  discovered 
in  the  mesentery  of  the  colon  and  implants  were 
found  in  the  serosa  of  the  ileum  and  rectum.  De- 
spite the  extensive  involvement,  it  was  felt  that 
some  measure  of  relief  could  be  given  surgically 
and  a right  hemicolectomy  with  resection  of  the  ter- 
minal ileum  was  done.  The  serosal  implant  in  the 
rectum  was  removed  by  means  of  an  anterior  resec- 
tion and  several  small  serosal  implants  were  taken 
from  the  wall  of  the  ileum.  At  the  conclusion  of 
the  operation,  as  far  as  could  be  determined  by 
gross  examination,  all  tumors  had  been  removed. 
The  postoperative  course  was  dramatically  smooth 
and  she  was  discharged  on  the  fifteenth  day. 

COMMENT 

This  case  represents  inadequate  cancer 
surgery  followed  by  a series  of  palliative 
operations.  It  is  very  unlikely  that  this  last 
operation  will  have  cured  this  patient  but 
she  has  been  given  added  months  or  perhaps 
years  of  life.  It  is  extremely  unfortunate 
that  deep  x-ray  treatment  was  given  so 
early  in  the  course  of  her  disease.  The  an- 
terior abdominal  wall  now  has  so  much  radi- 
ation reaction  in  it  that  when  the  time  comes 
that  surgery  has  no  more  to  offer  it  is 
unlikely  that  further  irradiation  can  be  con- 
sidered. 

Case  3:  R.R.  ...  A 54  year  old,  white  male  was 
admitted  to  the  hospital  for  the  treatment  of  an 
intestinal  condition.  Examination  revealed  a large 
mass  in  the  rectum  which,  on  biopsy,  proved  to  be  a 
Grade  IV  adenocarcinoma.  Cystoscopic  examina- 
tion revealed  that  the  tumor  had  extended  into  the 
bladder.  After  suitable  preparation  he  was  oper- 
ated upon  on  January  18,  1949.  A huge  mass  was 
found  involving  the  rectum  and  the  base  of  the 
bladder.  It  was  decided  that  resection  was  possible 
and  the  rectum,  bladder  and  pelvic  viscera  were 
removed  in  a combined  abdomino-perineal  proce- 
dure. He  recovered  satisfactorily,  taking  care  of 
his  colostomy  and  ureterostomies  by  himself.  He 
gained  from  91  to  107  pounds.  He  did  quite  well 
until  May  23rd  when  he  showed  evidence  of  a pelvic 
recurrence  and  expired  two  days  later. 

COMMENT 

It  is  unlikely  that  the  surgical  procedure 
can  be  credited  with  prolonging  this  man’s 


life,  since  he  only  survived  for  a period  of 
four  months.  However,  there  is  no  doubt 
that  his  final  exodus  was  made  more  com- 
fortable. Removing  the  ulcerated,  rectovesi- 
cal mass  relieved  him  of  tenesmus,  dysuria, 
and  hemorrhage.  He  was  comfortable  and 
in  fairly  good  condition  until  two  days  be- 
fore he  died. 

Case  4:  C.G.  ...  A 49  year  old,  white  male  was 

admitted  to  the  hospital  March  22,  for  treatment  of 
chronic  colitis.  Examination  revealed  a huge  rectal 
tumor  which  was  reported  as  adenocarcinoma. 
Grade  III.  The  tumor  involved  the  bladder  and 
obstructed  the  colon  and  the  left  ureter.  On  April 
1,  1949  a colostomy  was  done  to  decompress  the 
proximal  colon.  Two  weeks  later  in  an  abdomino- 
perineal procedure  the  pelvic  viscera  were  removed. 
The  postoperative  period  was  complicated  by  pyeli- 
tis which  responded  to  streptomycin.  A year  later 
he  is  still  well  and  taking  care  of  himself  at  home. 

COMMENT 

This  man’s  life  expectancy  can  definitely 
be  said  to  have  been  increased  because  of 
the  operation.  It  is  unlikely  that  he  has 
been  cured  but  at  least  he  has  been  given  a 
chance  at  cure.  Certainly  he  has  been  made 
more  comfortable. 

Case  5:  I.K.  ...  A 38  year  old,  white  male  first 
consulted  a doctor  for  a swelling  of  his  right  but- 
tock in  1945.  It  was  diagnosed  a hematoma  and  in- 
cised. A subsequent  operation  on  November  28, 
.1945,  however,  revealed  a fibromyxosarcoma.  He 
was  next  hospitalized  in  March  1947  (16  mo.  later) 
for  a recurrence.  Amputation  was  recommended 
but  refused  so  a wide  excision  was  done  instead.  He 
was  operated  upon  again  on  October  31,  1947  (7  mo. 
later),  February  15,  1949  (16  mo.  later)  and  Sep- 
tember 21,  1949  (7  mo.  later).  Each  time  he  was 
urged  to  submit  to  amputation  and  each  time  he 
refused,  despite  having  been  informed  of  the  seri- 
ousness of  his  condition.  After  the  last  opei’ation, 
however,  probably  because  the  tumor  prevented 
healing  of  the  incision,  he  finally  consented  to  an 
amputation  and  on  February  14,  1950  a right  hemi- 
pelvectomy  was  done. 

COMMENT 

This  man  represents  a poor  choice  of  sur- 
gical procedure  because  of  his  constant  re- 
fusal to  accept  the  indicated  operation. 
Should  he  be  cured  at  this  late  date  he  will 
be  very  fortunate  indeed.  An  amputation 
done  immediately  after  the  first  recurrence 
would  have  offered  him  the  best  prospect 
for  cure. 

Case  6:  B.E.M.  ...  A 59  year  old,  white  male 

was  admitted  to  the  hospital  because  of  vomiting 
following  meals  (of  three  months  duration).  Exam- 
ination and  study  revealed  complete  pyloric  obstioic- 
tion  due  to  a tumor.  At  operation  a huge  cancer 
was  found  involving  more  than  half  of  the  stomach, 
with  massive  omental  metastases  and  invasion  of 
the  pancreas.  It  was  obvious  that  this  tumor  would 
produce  death  by  starvation  if  not  by  metastasis 
unless  some  operation  were  done  to  provide  for 
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feeding.  Careful  exploration  i-evealed  the  fact  that 
the  celiac  nodes  were  not  involved,  the  liver  con- 
tained no  nodules  and  although  the  pancreas  had 
been  invaded  by  tumor  it  was  freely  moveable  on 
the  aorta.  It  was,  therefore,  felt  that  a total  gas- 
trectomy had  much  to  offer  this  patient  and  it  was 
accomplished  taking  away  the  stomach,  the  spleen 
and  the  body  and  tail  of  the  pancreas.  The  patient 
was  discharged  ambulant  on  the  twenty-second 
postoperative  day,  eating  a regular  diet. 

COMMENT 

The  lesion  in  this  case  could  readily  have 
been  considered  inoperable.  However,  by 
persistent  and  careful  dissection  it  was  pos- 
sible to  remove  all  gross  evidence  of  cancer 
“en  bloc.”  This  procedure  required  about 
six  hours  of  operating  time  but  who  will  say 
that  the  time  was  not  well  spent  ? The  prog- 
nosis for  cure,  of  course,  must  be  guarded, 
but  the  man  is  now  eating  again  and  will 
have  a period  of  several  months  of  comfort- 
able life,  even  should  the  tumor  recur. 

Case  7:  G.E.E.  ...  A 43  year  old,  white  male 

was  first  seen  August  15,  1949  stating  that  he  had 
been  hospitalized  twenty  months  previously  in  Bue- 
nos Aires  where  he  had  received  deep  x-ray  therapy 
for  cancer  of  the  larynx.  Examination  revealed 
considerable  x-ray  pigmentation  of  the  skin,  pain 
on  palpation  of  the  larynx,  almost  total  voice  loss 
and  a generally  depressive  mental  state.  He 
weighed  95  pounds.  Considerable  question  arose 
concerning  the  operability  of  the  tumor  but  since 
his  outlook  was  absolutely  hopeless  without  surgery 
and  since  he  had  already  had  some  intimation  of 
what  death  from  laryngeal  cancer  means,  an  opera- 
tion was  offered  to  him  and  he  accepted. 

At  operation  it  was  discovered  that  there  was 
considerable  radionecrosis  of  the  cartilage  and  a 
large  amount  of  paralaryngeal  fibrosis  which  could 
not  be  grossly  differentiated  from  x-ray  fibrosis. 
In  order  to  be  radical  enough  to  offer  him  a possi- 
bility of  cure,  the  larynx  was  resected  together 
with  the  adherent  strap  muscles,  upper  four-fifths 
of  the  thyroid  gland,  the  root  of  the  tongue  and  the 
hyoid  bone.  His  recovery  from  the  operation  was 
delayed  because  of  slow  healing  due  to  the  exten- 
sive x-ray  fibrosis  and  difficulty  in  swallowing, 
possibly  associated  with  resection  of  the  hyoid  bone. 
However,  his  general  response  to  the  operation  was 
dramatic.  He  gained  ten  pounds  while  still  on  tube 
feedings.  He  has  been  gaining  weight  steadily 
since  operation  and  his  postoperative  mental  out- 
look has  changed  from  a depressive  state  to  one  of 
great  hope  and  optimism. 

COMMENT 

This  man  illustrates  what  can  be  done  in 
removing  apparently  hopeless  cancers  of  the 
larynx.  His  chance  for  cure  is  excellent. 
He  has  entirely  changed  his  outlook  on  life 
and  is  now  busy  learning  esophageal  speech. 
He  has  abandoned  his  plans  for  an  early 
death  and  is  anticipating  making  lecture 
tours  to  demonstrate  esophageal  speech. 
Case  8:  R.H.  . . . This  43  year  old,  white  male  was 


admitted  to  the  hospital  February  9,  1950  for  ter- 
minal care  of  a cancer  of  the  larynx.  He  had  been 
seen  a year  previously  by  a lamgologist  who  took  a 
biopsy  and  recommended  laryngectomy.  This  was 
refused  even  though  respiratory  obstraction  devel- 
oped and  required  a tracheotomy.  Instead  he  took 
x-ray  treatments  which  gave  him  some  improve- 
ment but  in  January  there  developed  a swelling  and 
induration  around  the  laiynx  with  much  pain  and 
almost  total  loss  of  voice.  He  was  admitted  as  ter- 
minal. The  skin  of  the  neck  was  deeply  pigmented 
and  densely  adherent  to  the  larynx  which  was  also 
adherent  to  the  deep  stiaictures  of  the  neck.  He 
was  given  penicillin  to  control  the  infection  and  an 
attempt  at  laryngectomy  was  offered  to  him.  He 
was  informed  that  the  optimum  time  for  laryngec- 
tomy had  passed  and  that  an  operation  at  this  time 
was  an  heroic  measure  which  we  would  attempt 
only  if  he  seriously  wanted  it.  Here  again  the  pa- 
tient had  learned  by  sad  experience  what  death 
from  a cancer  in  the  neck  means.  He  still  did  not 
want  an  operation  but  anything  was  preferable  to 
his  suffering  and  on  March  16,  1950  the  neck  was 
explored. 

The  larynx  was  discovered  imbedded  in  a mass  of 
combined  inflammatory,  radiation  and  carcinoma 
reaction.  The  major  blood  vessels,  however,  were 
not  involved  and  it  was  felt  that  a laryngectomy 
could  be  done.  On  opening  the  trachea  it  was  dis- 
covered that  the  tumor  had  extended  down  to  the 
level  of  the  tracheotomy.  This  necessitated  leaving 
a very  short  tracheal  stump.  However,  it  was  pos- 
sible to  remove  the  larynx  together  with  the  at- 
tached thyroid  gland,  strap  muscles  and  thyrohyoid 
membrane.  The  postoperative  course  was  remark- 
ably smooth.  There  was  a slight  tendency  toward 
tetany  since  a total  thyroidectomy  had  been  neces- 
sary, but  this  was  controlled  with  calcium  and 
these  symptoms  have  now  disappeared. 

COMMENT 

This  man  emphasizes  the  points  made  in 
the  previous  case,  particularly  the  misery  of 
death  by  cancer  in  the  neck.  We  feel  that 
no  cancer  case  should  be  classified  as  inoper- 
able unless  an  operation  has  actually  been 
tried  and  failed. 

DISCUSSION 

In  the  treatment  of  cancer  the  first  re- 
quirement is  early  diagnosis  followed  by 
aggressive  radical  surgery.  The  potentiality 
of  cancer  surgery  has  been  greatly  increased 
by  the  use  of  blood  transfusions,  antibiotics, 
etc.  Many  cancers  previously  considered 
inoperable  can  now  be  given  some  degree  of 
hope.  Although  the  curability  rate  of  far 
advanced  cancer  is  necessarily  slight,  the 
control  of  this  disease  can  be  much  extended 
by  means  of  radical  surgery.  It  should  be 
emphasized  that  deep  x-ray  therapy  should 
be  deferred,  in  most  cases,  until  the  tumor 
becomes  hopelessly  inoperable.  In  this  way 
one  can  anticipate  that  the  tumor  will  re- 
spond best  to  the  irradiation.  It  is  appreci- 
ated by  all  that  a second  course  of  x-ray 
therapy  has  relativ-ely  little  to  offer. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 


ORGANIZATION  SECTION 


SPEAKERS  BUREAU 

Through  the  direction  of  the  Speakers  Bu- 
reau Committee,  the  Nebraska  State  Medical 
Association  has  for  the  first  time  in  its  his- 
tory produced  a Speakers  Bureau  Directory 
for  use  by  the  county  medical  societies  in 
planning  good  scientific  and  medical  eco- 
nomic meetings. 

In  preparing  this  first  Directory,  which 
has  now  been  sent  to  all  county  society  sec- 
retaries and  hospital  chiefs  of  staff,  the 
Speakers  Bureau  Committee  recognizes  that 
it  is  not  the  “final  product.”  Rather,  it  is 
intended  that  this  Directory  will  be  the  fore- 
runner of  more  complete  directories  to  be 
developed  in  the  future. 

The  committee  plans  to  enlarge  and  im- 
prove the  Directory  as  more  names  and  sub- 
jects become  available.  Ultimately,  it  is 
hoped  that  a large  percentage  of  the  mem- 
bers of  the  state  association  will  be  listed 
in  the  Directory.  As  these  additional  names 
are  received,  the  Directory  will  be  periodical- 
ly revised  and  sent  to  the  county  societies. 

At  its  most  recent  meeting,  the  Speakers 
Bureau  Committee  took  further  action  to- 
ward fulfilling  its  share  of  the  expanded 
program.  The  committee  decided  to  sponsor 
at  least  two  one-day  post-graduate  education 
courses  at  points  yet  to  be  selected.  These 
courses  will  consist  of  subjects  of  primary 
interest  to  the  general  practitioner. 

If  the  meetings  prove  to  be  valuable  and 
are  well  attended,  others  will  be  planned. 
More  information  will  be  sent  to  you  as  final 
plans  are  formulated. 

DIABETES  COMMITTEE 

Plans  for  Nebraska’s  participation  in  the 
1950  National  Diabetes  Detection  Week,  No- 
vember 12-16,  were  outlined  by  the  associa- 
tion’s Diabetes  Committee  at  a meeting  held 
June  21. 

The  House  of  Delegates  provided  the  im- 
petus behind  the  planning  when  it  approved 
the  committee’s  report  at  the  1950  Annual 
Session.  This  report  particularly  stressed 
the  importance  of  physicians  giving  free 
urine  tests  during  the  detection  drive. 

The  committee  pointed  out,  however,  that 
the  action  of  the  House  of  Delegates  in  ap- 
proving free  urine  tests  does  not  obligate  the 
individual  doctors  to  make  them.  It  merely 
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serves  as  a recommendation  and  indicates  the 
state  medical  association’s  approval. 

One  of  the  committee’s  first  steps  in  con- 
junction with  the  one-week  detection  drive 
will  be  to  send  a “diabetes  packet’’  to  all  as- 
sociation members.  This  packet  will  include 
an  informational  bulletin,  a diabetes  leaflet 
and  a short  questionnaire.  The  question- 
naire will  be  used  to  compile  information  at 
the  close  of  the  drive. 

The  headquarters  office  will  send  out 
newspaper  and  radio  releases  immediately 
prior  and  during  the  national  detection  week. 
The  Speakers  Bureau  will  also  be  asked  to 
participate  in  the  program. 

EMERGENCY  MEDICAL  SERVICE  COMMITTEE 

The  Emergency  Medical  Service  Commit- 
tee went  on  record  at  its  June  19  meeting  in 
favor  of  a State  Civil  Defense  Committee, 
headed  by  a state  official  to  be  designated  as 
Director  of  Civil  Defense. 

Committee  members  recommended  that 
Dr.  C.  H.  Sheets,  President,  bring  this  mat- 
ter before  the  Governor  as  soon  as  possible. 
In  the  event  that  neither  the  Civil  Defense 
Committee  nor  the  Director  of  Civil  Defense 
can  be  appointed  under  existing  statutes,  the 
committee  felt  that  it  should  be  incumbent 
upon  the  Governor  to  initiate  the  necessary 
enabling  legislation. 

This  action  was  taken  after  it  was  recog- 
nized that  emergency  medical  seiwice  is  only 
one  phase  of  an  over-all  civil  defense  pro- 
gram. Such  a program,  the  committee  noted, 
must  comprise  planning  for  disaster  relief, 
with  consideration  given  to  the  handling  of 
casualties,  mass  evacuation  of  civilians, 
transportation,  communications,  supply,  food, 
shelter,  public  health,  etc.  For  these  rea- 
sons, the  committee  felt  that  it  was  obvious 
that  a state  civil  defense  organization  is  ur- 
I gently  needed  in  Nebraska. 

The  committee  also  took  definite  steps  in 
I regard  to:  (1)  Perfecting  medical  organiza- 

Ition  on  the  state,  councilor  district  and  coun- 
ty society  levels.  (2)  Securing  competent  in- 
I structors  in  the  medical  aspects  of  atomic 
warfare,  who  would  be  qualified  to  instruct 
‘ other  members  of  the  profession. 


REPORT  OF  DELEGATES  TO 
THE  A.M.A. 

Your  delegates  attended  the  meeting  of 
the  American  Medical  Association  in  San 


Francisco,  June  26-30,  1950,  and  were  in  daily 
attendance  in  the  House  of  Delegates. 

This  report  will  be  short  because  by  the 
time  you  read  it,  the  details  of  the  actions  of 
the  House  of  Delegates  will  have  been  print- 
ed in  The  Journal  of  the  American  Medical 
Association.  The  writer  would  urge  every- 
one to  read  these  proceedings  of  the  House 
of  Delegates.  In  them  you  will  find  very 
interesting  material  with  reference  to  the 
practice  of  medicine  in  the  future. 

This  was  one  of  the  largest  meetings  in 
the  history  of  the  American  Medical  Associa- 
tion. There  were  10,000  physicians  regis- 
tered and  with  their  families  and  friends,  to- 
tal was  close  to  25,000. 

The  House  of  Delegates,  consisting  of  198 
members,  were  actively  in  full  attendance 
every  day  of  the  meeting.  The  first  morn- 
ing brought  forth  the  election  of  the  recipi- 
ent of  the  Distinguished  Service  Award,  Dr. 
Evarts  A.  Graham  of  St.  Louis. 

On  Tuesday  evening,  June  27,  at  5:30  p.m., 
in  the  Gold  Room  of  Hotel  Palace,  with  the 
House  of  Delegates  in  session.  Dr.  E.  Hen- 
derson was  installed  as  President  of  the 
American  Medical  Association.  The  oath  of 
office  was  given  by  Dr.  Louis  Bauer,  Chair- 
man of  the  Board.  This  entire  ceremony  was 
broadcasted  over  two  major  networks  for  the 
first  time  in  the  history  of  the  Association. 

Some  of  the  most  important  actions  taken 
were  those  on  the  Practice  of  Medicine  in  the 
hospitals,  which  denounced  the  system 
whereby  hospitals  hired  physicians  for  medi- 
cal care  of  patients  and  billed  the  patients 
for  it. 

The  rules  of  certain  hospitals  requiring 
membership  on  Specialty  Boards  as  a req- 
uisite for  appointment  or  advancement  were 
also  criticized. 

The  House  also  voted  to  include  subscrip- 
tions to  The  Journal  in  membership  dues 
and  to  State  dues  for  1951  for  $25,  the  rate 
for  1950.  It  also  allowed  the  state  societies 
one  per  cent  of  collection  fees. 

The  Mid-Winter  Clinical  Session,  which 
was  supposed  to  have  been  held  in  Denver, 
was  transferred  to  Cleveland,  Ohio,  Denver 
being  unable  to  make  accommodations  be- 
cause of  labor  trouble.  The  1953  annual 
meeting  will  be  held  in  New  York  City. 

The  House  of  Delegates  chose  without  op- 
position, Dr.  John  W.  Cline  of  San  Francisco 
as  President-elect.  Dr.  R.  V.  Robins  of  Cam- 
den, Arkansas  was  elected  Vice  President. 
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Dr.  George  F.  Lull  was  reelected  as  Secre- 
tary, Dr.  J.  J.  Moore  of  Chicago  was  re- 
elected as  Treasurer,  and  Drs.  F.  F.  Borzell 
and  J.  R.  Rueling  were  reelected  Speaker  and 
Vice  Speaker,  respectively. 

Two  additional  members  were  elected  to 
the  Board  of  Trustees,  Dr.  Leonard  Larson 
of  Bismarck,  North  Dakota,  and  Dr.  T.  P. 
Murdock  of  Meriden,  Connecticut. 

The  writer  would  urge  that  the  addresses 
of  President  Henderson,  President-elect  Cline 
and  Admiral  Boone,  be  read.  These  three 
addresses  made  quite  an  impression,  and  are 
worthy  of  being  read  by  every  member  of 
the  American  Medical  Association. 

The  doctors  of  the  State  and  County  Medi- 
cal Societies  of  California  were  very  gracious 
hosts  and  entertained,  dined  and  looked  after 
the  welfare  of  the  delegates  as  can  only  be 
done  in  California. 

Respectfully  submitted, 

J.  D.  McCarthy. 

K.  S.  J.  HOHLEN,  Reporter. 

Deleprates  of  the  Nebraska  State 

Medical  Association. 


ANNOUNCEMENTS 


The  Nebraska  Chapter  of  American  Acad- 
emy of  General  Practice  will  present  a one 
day  scientific  program  on  Wednesday,  Sept. 
20,  1950,  in  Lincoln  at  the  Lincoln  Hotel. 
The  guest  speakers  will  be  Dr.  Phil  Tourek 
of  Chicago,  who  will  present  “Diagnosis  and 
Management  of  the  Acute  Abdomen.” 

Dr.  Michael  Mason  of  Chicago  also  will 
speak  on  “Management  of  Injuries  of  the  Ex- 
tremities.” 

In  the  evening  there  will  be  a dinner  at 
which  doctors  and  their  wives  are  invited. 
At  the  dinner,  the  guest  speaker  will  be  Dr. 
Cyrus  W.  Anderson. 

All  physicians  of  Nebraska  are  cordially 
invited  to  attend. 


The  International  College  of  Surgeons,  United 
States  Chapter,  will  hold  its  fifteenth  Annual  As- 
sembly and  Convocation  in  Cleveland,  Ohio,  October 
31,  November  1,  2,  3,  1950,  according  to  George  M. 
Curtis,  M.D.,  Columbus,  Ohio,  Chairman  of  the 
Assembly. 

Civilian  physicians  completing  formal  residency 
training  may  obtain  additional  clinical  practice  by 
obtaining  Air  Foi’ce  reseiwe  commissions  and  active 
duty  with  assignment  to  Air  Force  hospitals.  Major 


General  Harry  G.  Armstrong,  the  Surgeon  Genei'al, 
announced  recently. 

Under  this  program  civilian  physicians,  who  have 
completed  foi-mal  residency  training,  are  given  an 
opportunity  to  obtain  clinical  practice  necessary  to 
become  certified  in  their  specialties.  The  active 
duty  tours,  for  one  or  more  years,  offered  by  the 
Air  Force  Medical  Service  make  it  possible  for  such 
physicians  to  complete  the  requirements  of  the 
various  American  medical  specialty  boards. 

Detailed  information  and  application  forms  for 
reserve  appointments  and  tours  of  active  duty  for 
one  or  more  years  may  be  obtained  upon  written  ap- 
plication to  the  Directorate  of  Staffing  and  Educa- 
tion, Office  of  the  Surgeon  General,  Headquarters, 
U.S.  Air  Force,  Washington  25,  D.C. 


Medical  Officer  positions  in  the  Federal  Seiwice 
paying  $5,400,  $6,400,  and  $7,600  per  year  will  be 
filled  from  an  examination  recently  announced  by 
the  Director,  Eighth  U.  S.  Civil  Service  Region, 
Saint  Paul,  Minnesota.  Positions  paying  the  above 
cited  salaries  are  now  vacant  and  there  is  an  im- 
mediate need  to  fill  these  positions.  Medical  doc- 
tors who  have  just  completed  their  internship  are 
eligible  for  the  positions  paying  $5,400.  Medical 
doctors  with  one  or  two  year’s  experience  perform- 
ing responsible  medical  doctor  duties  are  eligible 
for  the  positions  paying  $6,400  and  $7,600  per  year 
respectively. 

Applications  for  these  positions  will  be  accepted 
until  further  notice.  Application  forms  may  be 
obtained  at  any  first  or  second  class  post  office.  A 
copy  of  the  examination  announcement  may  be  ob- 
tained by  writing  the  Director,  Eighth  U.  S.  Civil 
Ser-vnce  Region,  Saint  Paul  Post  Office  and  Custom- 
house Building,  Saint  Paul  1,  Minnesota. 


NEWS  and  VIEWS 


Gothenburg  Memorial  Hospital  was  dedi- 
cated June  23.  The  hospital  has  26  beds  and 
12  bassinettes.  It  is  a community  hospital 
valued  at  $150,000  and  was  built  without  fed- 
eral aid. 


Henderson  Community  Hospital  was  offi- 
cially opened  July  2nd. 


Dr.  Harriet  McCraw,  pioneer  woman  doc- 
tor of  McPherson  county  and  former  North 
Platte  city  physician,  died  in  San  Bernar- 
dino, Calif.,  June  5,  1950.  Dr.  McCraw,  for 
a long  time,  was  not  only  McPherson  coun- 
ty’s first  woman  doctor,  but  its  first  and,  for 
many  years,  its  only  doctor.  She  travelled 
many  miles  through  the  sandhills  by  horse- 
back and  by  horse  and  buggy  before  the  days 
of  automobiles. 


Volume  35 
Number  8 


WOMAN’S  AUXILIARY 


267 


THE  COMMISSION  ON  CHRONIC  ILLNESS 
WHAT  IT  IS 

For  the  first  time  a single  national  agency  is 
charged  with  the  responsibility  of  studying  the 
problems  of  integrated  community  action  in  the  field 
of  chronic  illness. 

An  independent  agency,  the  Commission  on 
Chronic  Illness,  is  an  organization  of  30  persons  na- 
tionally prominent  in  medicine,  industry,  education, 
government  and  business. 

The  Commission  was  founded  by  the  American 
Medical  Association,  American  Public  Health  Asso- 
ciation, American  Hospital  Association  and  Ameri- 
can Public  Welfare  Association. 

It  is  supported  financially  by  the-  American  Medi- 
cal Association,  National  Tuberculosis  Association, 
American  Cancer  Society,  American  Heart  Associa- 
tion, the  National  Society  for  Crippled  Children  and 
Adults,  the  New  York  Foundation,  and  the  National 
Foundation  for  Infantile  Paralysis. 

WHAT  IT  DOES 

The  job  of  the  Commission  is  to  act  as  a na- 
tional clearing  house  to  bring  together  the  many 
separate  organizations  and  programs  dealing  with 
chronic  illness,  disease  and  disability. 

It  is  now  gathering  information  regarding  many 
activities  now  under  way  in  various  parts  of  the 
country  through  community  social  agencies,  state 
and  county  medical  societies,  state  commissions, 
health  departments  and  hospitals. 

The  Commission  will  explore  the  need  for,  and 
carry  out  further  administrative  research  in  the 
field  of  chronic  illness.  It  plans  a national  cam- 
paign to  acquaint  the  public  with  the  positive  as- 
pects of  chronic  illness.  Finally,  as  a result  of  the 
information  gathered  and  the  cooperative  work  of 
all  the  agencies  concerned,  there  should  result  a set 
of  programs  for  continued,  concentrated  action  by 
local,  state  and  national  agencies. 

STATES  URGED  TO  FORM  PLANNING 
GROUPS 

At  its  second  annual  meeting  in  Chicago,  May  8, 
the  Commission  on  Chronic  Illness  recommended 
that  each  state,  city  and  major  community  take 
steps  to  establish  planning  groups  to  study  the 
many  problems  relating  to  prevention,  treatment 
and  care  of  chronic  illness.  State  medical  societies 
are  urged  to  form  Committees  on  Chronic  Illness 
to  work  with  the  state-wide  planning  agency. 

Members  of  the  executive  committee  for  the  com- 
ing year  will  be:  Leonard  W.  Mayo,  New  York,  re- 
elected Chairman;  Dr.  Andrew  C.  Ivy,  Chicago, 
vice  chairman;  J.  Douglas  Colman,  re-elected  secre- 
tai-y-treasurer;  Thomas  Parran,  M.D.,  Pittsburgh, 
and  Mrs.  R.  L.  Ireland,  Cleveland. 


BUY  U.  S.  SAVING 
☆ ☆ ☆ BONDS  ☆ ☆ ☆ 


WOMAN'S  AUmiAHV 


The  Auxiliary  to  the  Sixth  Councilor  District 
met  at  the  York  club  house  June  12th,  with  seven- 
teen present.  After  a bountiful  dinner,  the  fol- 
lowing officers  were  elected  for  the  coming  year: 
President,  Mrs.  Hubert  Bell,  York;  Vice  President, 
Mrs.  Wm.  Noyes,  Ceresco;  Secretary,  Mrs.  R.  E. 
Harry,  York;  Treasurer,  Mrs.  J.  M.  Woodard, 
Aurora. 

Mrs.  P.  O.  Maiwel  reviewed  “The  Road  Ahead,” 
by  John  T.  Flynn,  from  the  Book  Section  of  the 
Reader’s  Digest,  and  urged  the  members  to  read 
the  book  and  pass  it  on  to  their  friends.  There 
will  be  no  further  meetings  till  September. 

MRS.  P.  O.  MARVEL. 


The  Dawson  County  Medical  Society  Auxiliary 
met  at  an  April  meeting  to  reorganize.  Mrs.  Paul 
Bancroft  of  Kearney  met  with  us  and  helped  us 
foi-m  our  organization. 

The  first  regular  meeting  was  in  May.  We  have 
thirteen  members. 

The  pi-esent  officers  are  as  follow's:  Mrs.  P.  B. 
Olsson,  Lexington,  President;  Mrs.  B.  W.  Pyle, 
Gothenburg,  Vice  President;  Mrs.  A.  W.  Anderson, 
Lexington,  Secretary-Treasurer  Mrs.  S.  H.  Perry, 
Publicity  Chairman. 

MRS.  S.  H.  PERRY. 


Twenty-two  doctors  and  their  wives  of  the  Otoe 
County  Medical  Society  and  the  ladies  auxiliary  had 
a picnic  dinner  at  the  home  of  Dr.  and  Mrs.  W.  C. 
Kenner,  June  14th. 

After  the  dinner  the  men  and  women  held  sep- 
arate business  meetings.  This  was  the  last  meet- 
ing until  next  September. 

Dr.  and  Mrs.  Wiggins,  Peru;  Dr.  C.  R.  Williams 
and  Dr.  Formanack,  both  of  Syracuse,  were  out  of 
town  guests. 


SAN  FRANCISCO  — THE  CONVENTION 
CITY 

The  setting  for  the  Twenty-Seventh  Annual  Meet- 
ing of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  this  exciting  and  colorful 
city  by  the  Golden  Gate.  The  meetings  and  most 
of  the  events  were  held  at  the  Auxiliary  headquar- 
ters in  the  Fairmont  Hotel  from  June  25  through 
June  29. 

Even  though  this  is  not  a year  for  “social- 
business-as-usual,”  social  activities  were  anything 
but  lacking.  They  served  as  a pleasant  backdrop 
for  the  presentation  of  business,  particularly  the 
business  of  getting  across  to  the  public  the  merits 
of  the  voluntary  health  insurance  plans  and  the 
dangers  of  the  compulsory  health  plan  proposed 
by  the  Truman  Administration.  This  theme,  with  all 
its  variations,  repeated  itself  quite  prominently 
throughout  the  Convention,  not  only  at  the  strictly- 
business  meetings  but  also  at  the  teas,  luncheons 
and  dinners.  Every  opportunity  was  taken  to  spot- 
light and  focus  particular  attention  on  the  Nation- 
wide Advertising  Program  which  w-ill  be  launched 
in  October  by  the  AMA  as  a new  phase  of  its  Na- 
tional Educational  Campaign.  It  will  cover  353 
radio  stations,  30  National  magazines  and  some 
11,000  newspapers,  and  is  designed  to  make  the 
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American  people  “health  insurance  conscious.”  Since 
the  finality  of  a Congressional  vote  is  denied  medi- 
cine at  this  time,  it  is  AMA’s  intention  to  end  this 
campaign  with  the  conclusiveness  of  the  people’s 
mandate.  The  need  is  to  show  that  if  a General 
Election  were  called  on  the  issue  of  compulsory 
health  insurance,  the  people  would  vote  “No!” 

Auxiliary  members  attending  this  Convention  had 
the  rare  privilege  to  be  on  hand,  for  the  first  time 
in  the  history  of  the  AMA,  to  hear  the  first  radio 
broadcast  and  newsreel  recording  of  the  AMA 
Presidential  Inauguration  Ceremony.  The  half-hour 
program  was  heard  in  every  community  throughout 
America. 

Much  valuable  infoiTnation  was  made  available 
to  our  members  by  means  of  round  table  discus- 
sions, which  gave  an  opportunity  for  thrashing  out 
problems,  for  pooling  of  ideas,  and  for  asking  ques- 
tions, which  resulted  in  specific  and  concrete  sug- 
gestions on  how  best  to  back  the  AMA  in  its  edu- 
cational campaign.  Details  of  a new  work  program, 
called  an  “extension  work  program,”  were  outlined 
by  our  newly  elected  national  president,  Mrs.  Ar- 
thur A.  Herold  of  Shreveport,  La.  It  is  intended 
to  assist  the  AMA  in  carrying  out  its  “community 
health  council  program.”  This  includes  providing 
exhibits,  movies,  and  speakers  for  school  health  pro- 
grams, arranging  for  “community  health  day”  talks, 
making  health  seiwices  available  particularly  in 
i-ural  areas,  aiding  in  nurse  recruitment,  and  ex- 
plaining to  the  public  the  voluntary  health  insur- 
ance plans. 

We  are  being  asked  to  accept  responsibility  for 
an  effective  indorsement  drive  among  women’s  or- 
ganizations, participation  in  the  work  of  the  medi- 
cal societies’  speakers  bureaus,  a well-organized 
literature  distribution  system  and  newsworthy  pub- 
licity to  women’s  page  editors.  This  we  can  do,  it 
was  pointed  out,  by  serving  on  the  working  com- 
mittees of  our  own  local  organizations  such  as  the 
PTA,  League  of  Women  Voters,  AAUW,  Interclub 
Council,  “Welcome  Wagon,”  etc.  Those  who  are 
eligible  should  participate  in  nurses’  organizations 
in  order  to  promote  mutual  understanding  of  the 
problems  confronting  the  medical  and  nursing  pro- 
fessions. 

In  commenting  on  the  general  session  at  which 
the  State  reports  were  given,  our  State  President, 
Mrs.  Glenn  D.  Whitcomb,  noted:  “There  were  re- 
ports from  all  the  states  of  our  United  States,  mak- 
ing the  Auxiliai'y  100%.  Wawaii  and  the  District 
of  Columbia  were  also  included.  Dynamic,  enthusi- 
astic and  sincere  reports  were  given  from  the  na- 
tional platform  from  each  of  the  states  during  the 
two  minutes  allotted  each  delegate.  Great  empha- 
sis was  placed  on  the  promotion  of  the  voluntary 
health  insurance  plans  as  opposed  to  the  compulsory 
health  insurance  program.”  It  was  at  this  session 
that  Mrs.  Whitcomb,  too,  ably  read  the  annual  re- 
port of  the  immediate  past  state  president  for  Ne- 
braska. 

Nebraska’s  state  delegates  were:  Mrs.  Glenn  D. 
Whitcomb,  Mrs.  Arthur  J.  Offerman,  and  Mrs.  C. 
Fred  Ferciot.  Also  present  was  Mrs.  Eugene  E. 
Simmons,  delegate  for  Omaha-Douglas  County  Aux- 
iliary. We  take  great  pride  in  having  had  Ne- 
braska represented  at  the  luncheon  for  past  presi- 
dents by  our  Mrs.  C.  C.  Tomlinson. 

In  reflection,  more  than  a casual  glance  was  cast 
at  the  orchids  flown  from  Hawaii  for  the  national 
officers  in  the  receiving  line  at  the  reception  and 


ball  honoring  the  president  of  AMA.  The  feminine 
eye  was  no  less  attracted  to  the  flowers  flown  from 
South  America,  which  adorned  the  setting  for  the 
Annual  Luncheon  at  the  renown  Mark  Hopkins 
Hotel.  For  added  diversion,  sightseeing  trips  were 
prearranged  to  visit  old  Chinatown,  Fisherman’s 
Wharf,  the  Golden  Gate  Park,  and  a trip  across  the 
two  world-famous  bridges  that  span  the  Bay  and 
the  Golden  Gate.  Provisions  were  also  made  for 
golf  and  swimming.  Many  old  friendships  were  re- 
newed when  former  friends  and  classmates  made 
this  a time  for  reunion  dinners,  and,  without  a 
doubt,  all  thoroughly  enjoyed  their  sojourn  and  took 
home  with  them  an  unforgettable  memory  of  a 
very  happy  occasion. 


NEBRASKA  STATE  HEALTH 
DEPARTMENT 

The  1949  Legislature  passed  a law  relating  to  the 
use  of  the  results  of  body  fluid  alcohol  tests  in  de- 
termining intoxication.  This  law  gives  the  Depart- 
ment the  duty  of  passing  on  the  competence  and 
issuing  permits  to  those  performing  the  tests  and 
makes  provision  for  the  acceptance  of  test  results 
as  evidence  in  court. 

Eleven  permits  have  been  issued.  Permittees  are 
located  in  six  of  the  larger  cities  in  the  State. 

During  the  period  since  the  passage  of  the  law 
the  number  of  tests  made  by  the  Departmental  lab- 
oratories has  increased  markedly,  fifty-six  speci- 
mens being  tested  by  the  Central  Laboratory  at  Lin- 
coln during  the  first  six  months  of  1950.  Of  these, 
52  showed  an  alcohol  content  in  the  zone  indicating 
intoxication. 

During  the  last  nine  months,  116  stool  specimens 
have  been  examined  for  amoeba  by  the  Depart- 
ment’s laboratories.  Of  these,  11,  or  9.5%,  were 
found  positive  for  Endamoeba  histolytica.  25  more 
were  found  to  contain  other  species  of  amoeba. 

Credit  for  laboratory  success  in  this  difficult  type 
of  examination  is  given  to  the  use  of  a new  plastic 
preservative,  polyvdnal  alcohol,  according  to  meth- 
ods developed  by  the  United  States  Public  Health 
Service.  This  fixative  preserves  trophozoites  and 
other  soft  forms  during  the  period  of  transportation 
to  the  laboratory.  A suitable  specimen  outfit  and 
its  proper  use  by  the  physician  is  essential  to 
success. 

Among  the  specimens  mentioned  above  is  an  in- 
stance of  a family  in  which  five  members,  a father, 
mother,  brother,  young  son  and  grandmother  all 
were  found  infected  with  E.  histolytica.  Only  the 
mother  exhibited  typical  symptoms. 

Cooperating  with  the  United  States  Public  Health 
Ser\dce,  a study  of  surface  waters  of  the  State  was 
begun  by  the  Departmental  Laboratory  the  firet 
of  June.  The  purpose  of  this  study  is  to  obtain  in- 
formation regarding  the  chemical  and  biological 
quality  of  waters  as  relates  to  present  and  proposed 
impounding  of  waters.  Similar  studies  are  being 
carried  on  by  the  Health  Departments  of  other 
States  in  the  Missouri  River  basin. 

The  study  is  planned  to  obtain  information  on  the 
chemistiy  of  the  waters  that  might  promote  the 
growth  of  algae  and  other  plankton.  Types  and 
numbers  of  plankton  present  are  also  being  deter- 
mined. 

One  group  of  algae,  Cyanophyceae,  contain  sev- 


Volume  35 
Number  8 


BLUE  CROSS  — NEBRASKA  MEDICAL  SERJACE 


269 


eral  species  capable  of  producing  a potent  toxin 
somewhat  similar  in  its  action  to  hydrocyanic  acid 
and  in  other  respects  resembling  the  toxin  of  the 
botulinus  bacillus.  No  authentic  cases  of  human 
death  resulting  from  the  toxin  are  known,  although 
numerous  livestock  deaths  have  been  reported. 

PERSONNEL  NOTES 

Mr.  Robert  Gillespie  is  the  new  staff  member  in 
the  Division  of  Health  Education.  He  holds  his 
Master’s  Degree  in  Health  and  Physical  Education 
from  Colorado  State  College  of  Education,  Greeley, 
Colorado.  He  has  recently  been  a member  of  the 
faculty  of  York  College  in  the  mathematics  and 
physical  education  department. 

Mr.  Gillespie  will  be  available  to  public  schools, 
colleges,  and  community  groups  in  the  fields  of 
Safety  Education  and  Social  Hygiene.  He  will  also 
be  a consultant  to  high  schools  in  the  field  of  Health 
Education,  either  in  forming  new  courses  or  im- 
proving courses  already  established. 


Mr.  James  C.  Gilliland,  recently  returned  from 
graduate  training  at  Harvard  University  in  Indus- 
trial Hygiene  Engineering,  will  direct  the  activities 
of  the  Division  of  Industrial  Hygiene.  Facilities  for 
evaluation  and  control  of  such  exposures  as  atmos- 
pheric contaminants,  sound,  radiation,  and  kindred 
industrial  hazards  are  provided  for  and  consultant 
services  are  available. 


kNOW  youR 
BLUE  SHIELD  PLAN 


More  than  sixty  additional  doctors  have  signed 
Participating  Physicians  agreements  in  the  last 
month.  There  is  still  time  to  include  additional 
names  in  the  Blue  Shield  roster  which  is  being  pre- 
pared for  distribution  to  all  physicians,  hospitals 
and  Blue  Cross-Blue  Shield  groups. 


The  Blue  Shield  Board  of  Directors  and  the  ad- 
ministrative staff  commend  the  doctors  of  Nebraska 
for  the  excellent  cooperation  they  are  giving  to 
their  medical  service  Plan.  With  almost  no  excep- 
tions, the  physicians  are  giving  their  active  and 
understanding  support  to  the  successful  operation 
of  their  Plan. 


Remember:  Have  you  ordered  your  Participat- 
ing Physician  Plaque  ? This  attractive  insignia 
which  identifies  you  with  the  Blue  Shield  Plan 
should  be  prominently  displayed  in  your  office.  A 
plaque  will  be  sent  to  you  without  charge  if  you 
will  drop  a card  to  the  Blue  Shield  -office. 


Your  secretary,  or  office  assistant,  plays  an  im- 
portant part  in  the  success  of  the  Blue  Shield  Plan. 
Since  she  makes  the  first  contact  of  your  office 
with  your  patients,  it  is  essential  that  she  be  fully 
informed  about  Blue  Shield  benefits.  Be  sure  that 
she  reads  the  educational  material  and  keeps  a copy 


of  the  booklet  “Schedule  of  Benefits  and  Instnic- 
tions  to  Physicians”  at  hand  for  ready  reference. 


When  your  patients  inquire  about  how  they  may 
join  Blue  Cross-Blue  Shield,  please  explain  that 
they  are  eligible  to  enroll  if  they  are  under  65  years 
of  age  and  regularly  employed.  Those  who  work 
where  there  are  five  or  more  employees  must  join 
through  a group  formed  at  their  place  of  employ- 
ment. If  they  are  self-employed  or  woi-k  where 
there  are  fewer  than  five,  they  may  apply  for  Non- 
Group  membership.  Membership  in  a Community 
Group  is  available  to  residents  of  those  towns  in 
which  special  Community  Enrollment  campaigns 
are  conducted  by  local  committees. 


NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
June  30.  1950 

iVssets  • 

Cash  in  banks $115,369.17 

Premiums  in  process  of  collection 13,979.45 

U.  S.  Bonds  (cost  plus  accrued 
interest)  351,273.12  $480,621.74 


$ 10,942.53 
70.09 
196.50 

74.168.94 

4.083.00 

10,000.00 

118.139.20 


$217,600.26 

Reserve  for  maternity  care 10.000.00 

Reserve  for  bonuses 928.58 

Reserve  for  collection  losses 1,500.00 

Unassigned  surplus  , 250,592.90  $480,621.74 


Liabilities : 

Accounts  payable.  Blue  Cross 

Accounts  payable,  monthly  invoices 

Accrued  payroll  taxes 

Claims  Payable — 

Un  reported  

Pending  

Contingent  

Unearned  premiums  


INCOME  AND  EXPENSE 


Income: 


From  dues  

From  enrollment  fees. 
Interest,  U.  S.  Bonds. 
Miscellaneous  


June  30,  1950 


Month 
of  June 
$111,926.08 
1,770.00 
260.42 
121.00 


6 Months 
to  Date 
$169,216.99 
13,347.00 
447.93 
121.00 


$114,077.50 


Expenses : 

Claims  $104,570.64 

Administrative  Expense : 

Regular  9.516.47 

Advertising  (50-50)  354.64 

Bonuses  333.35 

Secretarial  fees  416.67 

Medical  Director  250.00 

Advertising  

Auditing  

Printing  70.09 

Stationery  

Conferences  and  meetings 1,139.93 

Collection  expenses  6.50 

Reserve  for  collection  losses 

Taxes  and  licenses 31.25 

Dues  126.67 

Miscellaneous  


$633,132.92 

$517,526.94 

55.792.09 

5,518.19 

2.000.00 

2,500.02 

1,500.00 

1,053.80 

840.00 

1,894.,56 

44.80 

3,814.76 

194.45 

1,500.00 

102.50 

599.50 
126.12 


$116,816.21  $595,007.73 


Net  Gain  or  Loss 


— $ 2.738.71 


$ 38,125.19 


ENROLLMENT  SUMMARY 


JUNE.  1950 


Groups  enrolled  during  June 55 


Groups  cancelled  during  June_ 
Number  of  active  groups,  July 


1.  1950 

Sub- 
scribers 

Membership,  June  1,  1950 53.795 

Additions  2,164 

Less  Terminations  852 

Net  Gain  1,312 

Membership,  July  1,  1950 55.107 


De- 

pendents 

74.775 


76.599 


18 

2,695 

Partici- 

pants 

128,570 


131,706 


CASE  REPORT  — JUNE.  1950 

Number  of  Services  Rendered 

Females  

Males  

Subscribers  

Dependents  


3,379 

1,971 

1.408 

1.115 

2,264 
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DEATHS 

Earl  E.  Griggs,  M.D.,  Scottsbluff.  Boi-n  in  Kan- 
sas in  1880.  Graduated  from  Jefferson  Medical 
College  in  1915.  Served  in  the  Spanish  American 
War  and  during  World  War  I was  chief  surgeon 
at  the  army  hospital  in  Brownsville,  Texas.  Dr. 
Gi'iggs  located  in  Scottsbluff  in  1920.  He  was  past 
commander  of  Scottsbluff  American  Legion  and 
past  president  of  Scottsbluff  Medical  Society.  Died 
June  12,  1950.  Surviving  are  his  wife,  two  sons, 
and  two  daughters. 

Charles  O’Neill  Rich,  M.D.,  Omaha.  Bom  in 
1875.  Graduated  from  Medico-Chirurgical  College 
of  Philadelphia  in  1898  and  came  to  Omaha  in  1899. 
He  had  a general  practice  at  first  and  later  limited 
himself  to  surgery.  For  many  years  he  was  teach- 
ing surgery  at  the  University  of  Nebraska  College 
of  Medicine.  At  the  time  of  his  death  he  was  as- 
sociate professor  of  surgery,  emeritus.  Dr.  Rich  was 
secretary  of  the  Bishop  Clarkson  Memorial  Hospital 
staff  almost  continuously  from  1907  to  1946  when 
he  retired  from  active  practice.  He  died  April  11, 
1950.  Surviving  are  his  wife  and  a daughter. 

John  F.  Hyde,  M.D.,  Omaha.  Born  in  1885  in 
Iowa.  He  received  his  Bachelor  of  Arts  and  his 
M.D.  degrees  from  the  University  of  Nebraska  in 
1907.  For  many  years  he  was  surgeon  to  the  Union 
Pacific  Railroad  from  which  he  retired  in  1921.  Dr. 
Hyde  had  a large  general  practice  and  was  closely 
affiliated  with  the  Nebraska  Methodist  Hospital 
where  he  was  Chief  of  Staff  in  1945.  He  died  of 
cerebral  hemorrhage  March  23,  1950.  Surviving 
are  his  wife  and  a son. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th,  Omaha. 


Dr.  Gene  VanAckeren,  formerly  of  Tecumseh,  has 
moved  to  Greeley. 

Dr.  A.  A.  Enos  of  Kearney  attended  post-gradu- 
ate studies  in  Chicago  in  June. 

Dr.  C.  E.  Wiltse  of  Shelton  announces  the  as- 
sociation with  him  of  Dr.  J.  E.  Nordstrom,  formerly 
of  Ames,  la.  . 

Dr.  Kenneth  G.  Chinburg  has  opened  an  office 
for  the  practice  of  Psychiatry  at  304  South  42nd 
Street  in  Omaha. 

Dr.  John  Homberger,  a recent  graduate  of  the 
University  of  Nebraska  College  of  Medicine,  has  lo- 
cated in  Manning,  la. 

Dr.  W.  J.  McMartin  of  Omaha  attended  the  meet- 
ing of  the  American  Urological  Association  in 
Washington  early  in  June. 

Recently  located  in  Wahoo,  is  Dr.  R.  A.  Mac- 
Haffie.  Dr.  MacHaffie  graduated  from  the  Medical 
School,  University  of  Colorado. 

Dr.  Clayton  Andrews  of  Lincoln  had  been  chosen 
Imperial  Outer  Guard  of  the  Shrine  at  the  recent 
National  Convention  in  Los  Angeles. 

Dr.  C.  C.  Pelikan  of  Lincoln  attended  the  West- 
ern Association  of  Industrial  Physicians  and  Sur- 


geons preceding  the  A.M.A.  convention  in  San  Fran- 
cisco. 

Dr.  T.  T.  Harris  has  resigned  as  radiologist  at 
Bishop  Clarkson  Memorial  Hospital  where  he  served 
since  1924.  Succeeding  Dr.  Harris  at  the  hospital 
is  Dr.  Anton  W.  Skoog-Smith,  a Veteran  of  World 
War  II. 

Dr.  and  Mrs.  C.  L.  Hustead  are  on  a tour  of  the 
South  American  continent.  Dr.  Hustead  is  sched- 
uled to  attend  the  Assembly  of  the  International 
College  of  Surgeons  to  be  held  in  Buenos  Aires,  Ar- 
gentina, early  in  August. 

Dr.  Arthur  J.  Offerman  was  a panel  speaker  at 
a meeting  of  the  Catholic  Physicians’  Guild  in  San 
Francisco  on  June  27.  Subject  for  the  panel  dis- 
cussion was  “The  Responsibility  of  the  Catholic 
Physician  in  Promoting  the  Voluntary  Way.” 

The  sympathy  of  The  Journal  is  extended  to  Dr. 
I.  C.  Munger  of  Lincoln,  upon  the  death  of  his  wife, 
and  to  Dr.  W.  A.  Cassidy  of  Omaha  upon  the  loss 
of  his  wife;  to  Dr.  J.  A.  Henske,  also  of  Omaha, 
upon  the  death  of  his  brother.  Dr.  Andrew  C. 
Henske  of  St.  Louis. 

New  associations  in  Omaha:  Dr.  Harold  N.  Neu 
announces  the  association  of  Dr.  William  J.  Reedy; 
Dr.  Herbert  Davis  reports  the  association  with  him 
of  Dr.  Max  M.  Raines;  Dr.  Charles  F.  Moon’s  new 
associate  is  Dr.  William  L.  Rumbolz;  Dr.  Ralph 
Luikart  announces  the  association  with  him  of  Dr. 
Walter  Cotton,  and  Dr.  R.  R.  Best’s  new  associate 
is  Dr.  John  A.  Rasmussen. 

June  appears  to  have  been  a month  of  honors 
bestowed  on  Doctors  by  their  respective  com- 
munities : 

In  Sargent,  Dr.  C.  H.  Fenstermacher  was 
honored  on  the  occasion  of  his  50  years  of  prac- 
tice in  the  community.  The  doctor  came  to 
Sargent  in  1900  following  graduation  from  the 
University  of  Louisville  Medical  School  in  his 
native  state  of  Kentucky. 

Elm  Creek  paid  homage  to  Dr.  J.  W.  Laugh- 
lin  who  located  in  the  community  in  1913,  the 
year  of  his  graduation  from  the  University  of 
Nebraska  College  of  Medicine. 

A great  event  in  Palisade  was  “Dr.  Fellers 
Day,”  on  June  30th.  The  whole  community 
turned  out  to  pay  tribute  to  Dr.  Fellers  who 
is  celebrating  his  45  years  of  practice  in  Pali- 
sade. 


Tuberculosis  Abstracts 

Some  mental  reservations  seem  to  exist,  both  here 
and  in  England,  as  to  the  value  of  mass  suiweys 
for  the  detection  of  tuberculosis  in  the  light  of  the 
long  waiting  lists  of  patients  with  positive  sputum. 
While  complacency  about  infectious  tuberculosis  is 
shocking,  yet  there  is  great  virtue  in  knowing  the 
extent  of  the  problem.  The  average  citizen  who 
finds  that  he  has  positive  sputum  is  willing  and 
ready  to  protect  his  contacts  and  to  limit  his  own 
regimen  for  the  betterment  of  his  health. 

A CRITICAL  EVALUATION  OF  MASS 
ROENTGEN  SURVEYS 

Mass  surveys,  however,  must  not  be  viewed  as 
the  mere  taking  of  pictures  if  they  are  to  be  effec- 
tive in  controlling  tuberculosis  and  in  uncovering 
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pulmonary  neoplasms.  It  must  be  recognized  that 
more  is  needed  than  physical  equipment,  a techni- 
cian, and  a physician-reader.  A definite  philosophy 
is  required.  Because  of  the  infectiousness  of  pul- 
monai-y  tuberculosis  and  the  seriousness  of  broncho- 
genic carcinoma,  all  photofluorograms  which  reveal 
any  characteristics  of  either  should  be  read  as 
“suspect  tuberculosis”  and/or  “suspect  neoplasm.” 

Thus,  a significant  percentage  of  patients  whose 
photofluorograms  were  read  as  “possible  tuber- 
culosis” should  ultimately  be  proved  nontubercu- 
lous.  For  instance,  an  area  of  rarefaction  should 
be  interpreted  as  probably  advanced  tuberculosis 
although  later  it  is  lung  abscess.  However,  no 
photofluorogram  read  as  nontuberculous  basal  infil- 
tration should  be  found  to  represent  active  basal 
tuberculosis. 

Similarly,  when  a solitary  mass,  atelectasis,  em- 
physema suggesting  obstruction,  mediastinal  en- 
largement, soft  infiltration  or  cavity  associated  with 
mediastinal  shift  is  found,  the  survey  film  should  be 
classified  as  “suspect  neoplasm,”  especially  in  mid- 
dle-aged men.  Neither  film  reader  nor  clinician 
should  be  disturbed  if  these  lesions  are  subsequent- 
ly found  to  be  relatively  innocuous.  If  bronchogenic 
carcinoma  is  ever  to  be  conquered,  it  must  be  sus- 
pected earlier  and  handled  as  a medical  emergency. 
Any  persistent  pulmonary  infiltration  not  definite- 
ly diagnosed  as  tuberculous  should  be  considered 
potentially  malignant  just  as  it  is  wise  to  consider 
all  pleural  effusions  tuberculous  until  proved  other- 
wise. 

Another  important  aspect  of  survey  work  is  the 
population  segment  to  be  studied.  Only  0.3  per  cent 
of  4,059  Philadelphia  primary  school  children  sur- 
veyed in  1946  were  possibly  tuberculous.  In  con- 
trast, 8.4  per  cent  of  3,106  diabetic  patients  sur- 
veyed in  1946  and  2.3  per  cent  of  32,535  food- 
handlers  surveyed  in  1947  showed  possible  tuber- 
culosis. In  1948,  2.5  per  cent  of  20,903  Philadelphia 
industrial  workers  had  a survey  reading  of  pos- 
sible tuberculosis  while,  for  Philadelphia  General 
Hospital  admissions  and  outpatients,  the  percentage 
was  much  higher,  6.4  per  cent. 

It  has  been  emphasized  that  ony  apparently 
healthy  persons  are  suitable  candidates  for  surveys. 
While  this  attitude  is  based  on  the  sound  premise 
that  persons  with  signs  or  symptoms  deserve  more 
careful  study  than  a single  miniature  film,  the 
fact  remains  that  innumerable  persons  with  symp- 
toms do  come  to  survey  units  for  photofluorograms. 
Many  physicians  hesitate  to  refer  patients  who  have 
respiratory  symptoms  for  careful  radiologic  study 
because  of  expense. 

If  this  situation  is  recognized,  a properly  indoc- 
trinated survey  staff  can  surmount  the  obstacles 
presented  by  these  persons  and  their  physicians 
by  inquiring  about  presence  of  cough,  chest  pain, 
and  blood  spitting  as  the  film  is  taken.  Frequently 
this  elicits  voluntary  information  about  other  pul- 
monary symptoms.  These  data  can  be  noted  on  the 
card  so  that  the  physician  reading  the  photofluoro- 
grams can  add  to  his  “negative”  report  to  the  re- 
ferring physician  some  such  phrase  as,  “May  we 
call  attention  to  the  fact  that  one  miniature  photo- 
fluorogram does  not  constitute  adequate  study  in 
the  presence  of  signs  or  symptoms.”  If  such  per- 
sons have  no  private  physician,  an  explanation  can 
be  made  of  the  importance  of  more  careful  studies 
and  suitable  referral  made. 


There  are  even  a number  of  ex-sanatorium  pa- 
tients who  have  not  returned  to  clinics  or  physicians 
for  years  but  who  come  to  surveys.  These  persons 
should  be  interviewed,  impressed  with  the  wisdom 
of  periodic  check-up  and  referred  to  a physician  or 
chest  clinic.  This  is  a service  the  survey  unit  can 
undertake.  The  relapse  rate  in  tuberculosis  con- 
tinues to  be  about  50  per  cent. 

Once  the  readings  have  been  made,  prompt  inter- 
view of  the  patients  with  suspected  disease  is  essen- 
tial. Even  an  intelligent  person  may  not  go  prompt- 
ly to  a hospital  or  chest  specialist  if  the  suggestion 
is  made  weeks  after  the  taking  of  the  photofluoro- 
gram. If  a film  appears  to  be  of  grave  signifi- 
cance, the  patient  should  be  sent  for  at  once  and, 
if  possible,  hospitalized  immediately.  This  means 
personal  effort  on  the  part  of  the  survey  physician. 
Such  major  decisions  and  vigorous  action  cannot  be 
taken  by  clerks  nor  even  by  public  health  nurses. 
The  interview  with  the  patient  whose  photofloro- 
gram  is  considered  significant  should  be  made  by  a 
physician  who  can  explain  the  photofluorogram  to 
the  patient  and  answer  questions  authoritatively. 

The  interview  must  be  conducted  with  the  great- 
est consideration.  To  avoid  prolonged  anxiety,  the 
appointment  letter  should  arrive  the  day  before 
the  interview  and  should  state  only  that  the  physi- 
cian has  set  the  date  “to  talk  over  the  x-ray.”  It 
requires  considerable  experience  to  gauge  the  ap- 
proach which  will  impress  persons  sufficiently  to  in- 
duce immediate  appropriate  action  without  dispro- 
portionate anxiety. 

In  the  early  days  of  the  program  when  patients 
were  referred  to  their  physicians  after  the  inter- 
view with  the  statement  that  the  physicians  would 
receive  a report,  about  20  per  cent  failed  to  report. 
By  the  simplest  expedient  of  handing  them  a note 
on  which  is  written  their  name,  the  name  of  the 
physician  or  clinic  to  which  they  are  to  go,  the 
date  and  a brief,  carefully  worded  report  of  survey 
findings,  almost  100  per  cent  response  was  ob- 
tained. Like  children,  with  a paper  in  hand  to  be 
delivered,  they  had  some  compulsion  to  complete 
the  job. 

Surveys  are  merely  gestures  unless  adequate 
follow-up  is  an  integral  part  of  the  survey  program. 
Theoretically,  once  the  person  reaches  the  physi- 
cian or  clinic,  the  survey  task  has  been  completed. 
Some  clinicians,  however,  fail  to  study  survey  cases 
adequately.  Standards  for  follow-up  examination 
of  survey  patients  should  include  at  least  the  taking 
of  serial  films  and  sputum  studies,  including  cul- 
ture. If  sputum  is  not  available  and  the  possibility 
of  activity  is  real,  cultures  of  the  gastric  w'ashings 
should  be  made.  Facilities  for  tuberculin  testing 
should  be  available. 

It  is  the  responsibility  of  the  survey  team  to 
check  on  follow-up  for  the  sake  of  the  patient,  the 
protection  of  the  community,  the  education  of  the 
physician,  and  the  perfection  of  the  survey  reader. 

Annual  roentgenograms  of  the  chest  for  all  adults 
is  a feasible  goal.  Because  bronchogenic  carcinoma 
is  found  too  rarely  in  a curable  stage,  it  is  urged 
that  men  over  45  be  surveyed  every  six  months. 

— A Critical  Evaluation  of  Mass  Roentgen  Surveys.  Katharine 

R.  Boucot,  M.D.,  and  David  A.  Cooper,  M.D..  Philadelphia, 

J.A.M.A.,  April  22.  1950. 
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THE  GRADUATE  OF  1900  AND  OF  1950 

This  is  the  year  for  looking  back  along  the  road 
we  have  traveled  during  the  past  half  century.  We 
really  shouldn’t  pursue  this  thought  further  just 
now,  of  course:  first,  because  Mary  M.  Roberts,  the 
Journal’s  editor  emeritus,  is  hard  at  work  on  what 
promises  to  be  a masterly  interpretation  of  nursing 
as  she  saw  it  during  that  period  and,  second,  be- 
cause the  October  issue,  our  golden  anniversai-y 
number,  will  highlight  50  years  of  contrasts,  prog- 
ress, and  personalities. 

Lately,  however,  the  Journal’s  mailbox  has  been 
filled  with  a succession  of  fascinating  and  delightful 
letters,  manuscripts,  and  photographs  from  nurses 
who  knew  nursing  at  the  turn  of  the  century.  And 
now  that  the  graduation  season  has  rolled  around, 
we  can’t  resist  the  temptation  to  look  back  briefly 
at  the  nursing  world  into  which  the  “class  of  1900” 
stepped. 

In  the  first  place,  as  Miss  Roberts  would  point 
out,  the  “class  of  1900”  probably  didn’t  exist  in  any 
formal  sense  because  in  most  training  schools 
students  were  accepted  throughout  the  year  as  va- 
cancies occurred,  and  they  “graduated”  when  their 
terms  of  service  were  completed.  This  arrange- 
ment was  not  peculiar  to  nursing,  of  course,  for 
apprenticeship  training,  even  for  the  professions, 
was  the  rale. 

Some  of  our  young  friends  might  have  been  high 
school  graduates,  but  one  year  of  high  school  or 
even  graduation  from  the  eighth  grade  was  deemed 
a sufficient  educational  background  by  many  schools, 
and  since  licensure  was  not  required  the  school  was 
free  to  set  its  own  entrance  requirements.  The 
graduate  of  1900  had  been  obliged  to  rely  on  the  ad- 
vice of  her  physician,  her  friends,  or  her  family  in 
choosing  a school  because  evaluation  and  accredita- 
tion of  nursing  school  programs  was  still  far  in  the 
future. 

Her  first  employment  was  likely  to  be  in  private 
duty  nursing  although,  if  she  chose  to  work  in  the 
hospital,  she  might  be  placed  in  charge  of  a ward 
or,  if  she  were  mature  and  a capable  manager,  she 
might  immediately  become  a supervisor  or  superin- 
tendent of  nurses.  A few  of  her  group  probably 
would  enter  visiting  nursing.  Her  private  duty 
cases  lasted  for  weeks  or  even  months,  and  she  ex- 
pected to  live  in  the  patient’s  home,  to  be  on  duty 
from  16  to  20  hours  out  of  the  24,  and  to  be  on  call 
during  the  remaining  4. 

She  had  never  heai-d  of  penicillin,  streptomycin, 
or  even  insulin,  of  course,  and  a tidal  drainage  or 
chest  suction  apparatus  would  have  been  a com- 
plete mystery  to  her.  But  she  was  thoroughly 
familiar  with  the  nursing  care  for  a patient  with 
typhoid  fever,  diphtheria,  or  pneumonia. 

In  the  weeks  that  she  spent  with  the  patient  and 
his  family  she  came  to  know  them  well,  and  fre- 
quently she  became  attached  to  the  family  in  the 
same  sense  as  did  the  family  doctor.  She  was 
likely  to  bring  to  her  relationships  with  people 
the  h-iendliness,  generosity,  and  sympathy  that  so 
often  characterized  the  individuals  in  her  generation 
who  chose  to  dedicate  their  lives  to  a service  pro- 
fession or  vocation. 

The  nursing  or  health  team  would  have  been  a 
foreign  concept  to  her,  but  she  was  indispensable 
to  the  doctor  who  battled  with  the  common,  long- 
term illnesses  for  which  there  was  no  prophylaxis 
and  little  medical  treatment.  She  was  schooled  to 


respect  authority  and  accept  discipline  and,  though 
she  might  wonder,  she  was  taught  not  to  question. 

She  received  about  $3  for  what  amounted  to  24 
hours  of  private  duty  — a wage  that  was  in  line 
with  the  general  level  of  earnings.  She  would 
have  been  aghast,  however,  at  the  suggestion  that 
she  might  engage  in  collective  bargaining.  If  the 
employee  could  not  accept  the  tenns  offered  by  the 
employer  he  usually  looked  elsewhere  for  a better 
job,  and  if  he  could  not  find  one  he  was  expected 
to  make  the  best  of  his  situation.  The  laws  of  sup- 
ply and  demand  were  inexorable  and  there  was  little 
possibility  of  appeal. 

Our  young  nurse  could  never  have  heard  of  the 
League  of  Women  Voters  since  suffrage  for  women 
was  some  20  years  away.  Nor  would  she  have  found 
much  use  for  the  sound  advice  given  present-day 
graduates  on  page  328.  Only  a few  nurses  wei’e 
members  of  the  two  existing  nursing  organizations, 
the  Associated  Alumnae  of  Trained  Nurses  and  the 
American  Society  of  Superintendents  of  Training 
Schools  for  Nurses,  and  there  wei’e  no  state  asso- 
ciations. 

If  she  married  it  was  unlikely  that  she  would 
continue  nursing  as  a career  unless  she  were  wid- 
owed. Woman’s  place  was  in  the  home,  and  she 
was  judged  to  be  a derelict  in  her  duty  if  she  tried 
to  combine  other  interests  with  homemaking.  She 
would  never  have  dreamed  that,  by  1949,  more  than 
40  per  cent  of  all  employed  nurses  would  be  married 
women. 

Fifty  years  have  passed  and  with  them  many  of 
the  attitudes,  customs,  and  conditions  that  dictated 
the  social  and  economic  climate  of  that  era.  Doubt- 
less we  have  lost  as  well  as  gained,  for  a highly 
complex  culture  threatens  both  personal  and  group 
security  and  sends  us  in  search  of  satisfactions  that 
a simpler  society  finds  at  its  fireside.  Many  of 
those  young  women,  who  dedicated  their  lives  to 
nursing  50  or  more  years  ago  and  who  had  learned 
to  discipline  themselves  as  sternly  as  did  their  so- 
ciety, have  laid  the  foundations  for  nursing  prac- 
tice, education,  legislation,  and  organization  .as  we 
know  them  today.  The  task  set  for  today’s  gradu- 
ates is  not  to  imitate  “the  class  of  1900”  but  to 
carry  forward  the  work  they  began  with  so  much 
courage  and  intelligence. 

— Reprinted  from  the  American  Journal  of  Nursing.  Vol.  50, 
No.  6,  June,  1950. 


DEATHS  FROM  INFLUENZAL  MENINGITIS 
ALMOST  ELIMINATED 

A recovery  rate  from  influenzal  meningitis  of  96 
per  cent  following  treatment  with  sulfadiazine  and 
streptomycin  is  reported  in  the  Journal  of  the  Amer- 
ican Medical  Association. 

Before  the  use  of  sulfa  and  antibiotic  drags,  the 
mortality  from  the  disease  varied  from  90  to  100 
per  cent,  according  to  Drs.  Emanuel  Appelbaum 
and  Jack  Nelson  of  the  New  York  City  Health 
Department. 

This  foi-m  of  meningitis  is  essentially  a disease 
of  infants  and  young  children,  the  doctors  point  out. 

Of  90  patients  treated,  87  recovered  and  three 
died.  In  the  vast  majority  of  these  patients,  there 
was  marked  improvement  in  six  days  after  treat- 
ment with  streptomycin  was  begun,  the  doctors  say. 

Residual  damage,  including  deafness  and  defec- 
tive vision,  occurred  in  nine  of  those  who  survived. 
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AMINOPHYLLIN  shares  the  actions  and  uses  of  other 
I theophylline  compounds,  over  which  it  has  the  ad- 

vantage of  greater  solubility.  It  is  useful  as  a 
diuretic  and  myocardial  stimulant  for  the  relief  of 
pulmonary  edema  or  paroxysmal  dyspnea  of  con- 
gestive heart  failure. . . . Aminophyllin  is  also  useful 
in  the  control  of  Cheyne-Stokes  respiration  and  for 
the  treatment  of  paroxysms  of  bronchial  asthma  or 
status  asthmaticus. 


Council  on  Pharmacy  and  Chemistry:  New  and  Non- 
official  Remedies,  1949,  Xanthine  Derivatives,  Phila- 
delphia, J.  B.  Lippincott  Company,  1949,  p.  323. 
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PREGNANCY 

DIAGNOSIS 

THE  Q-TEST 

1.  This  article  is  to  further  acquaint  you  in  the  technique  and  interpretation  of 
the  Q-Test.  From  Doctors  who  are  using  the  Q-Test,  we  are  getting  reports 
and  are  passing  the  important  points  of  technique,  developed  by  this  field 
use,  along  to  you.  The  Q-Test  is  not  100%  but  it  is  97.789%  accurate,  based 
on  the  experience  of  33  Doctors  and  7 Hospitals  who  have  used  over  200 
Q-Tests  in  clinical  tests  during  the  past  six  weeks. 

2.  The  Q-Test  is  based  on  the  skin  test  for  pregnancy  as  developed  by  Doctors 
Falls,  Freda  and  Cohen  and  described  in  the  American  Journal  of  Qbstetrics 
and  Gynecology,  Vol.  41,  January-June,  1941,  00  431-438. 
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parous  colostrum  solution  as  required  by  the  Falls,  et  al  clinical  observations. 
Used  according  to  directions,  the  Ogle  Micro  Dispenser  injects  the  exact 
amount  of  the  solution  as  stated  on  the  label. 

ACCURACY 

The  Q-Test  may  be  performed  from  one  to  three  weeks  following  a missed 
menstrual  period.  The  Q-Test  is  more  accurate  when  performed  three  to 
five  weeks  after  a missed  menstrual  period. 
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The  dispenser  is  packaged  in  a sterile  condition.  It  is  important  to  keep 
it  sterile.  Always  hold  the  dispenser  by  its  handle.  Never  touch  or  press 
bulb  until  you  are  set  to  use  it.  Do  not  remove  tip  protector  until  you  are 
ready  to  use  the  dispenser. 
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$15,000.00  accidental  death  $24.00 

$76.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 
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Cost  has  never  exceeded  amounts  shown. 
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$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
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PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
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(Continued  from  page  242) 
the  Council  on  National  Emergency  Medical  Serv- 
ice.) 

2.  A second  source — possibly  thousands,  but  no 
reliable  estimate — are  men  deferred  from  the  draft 
to  complete  their  medical  educations  at  their  own 
expense  during  World  War  II. 

3.  The  third  and  much  smaller  group  of  poten- 
tial volunteers  is  composed  of  physicians  who,  for 
several  years  after  the  end  of  the  war,  were  as- 
signed to  residencies  and  internships  on  active  duty 
status,  but  who  were  allowed  to  leave  the  service 
immediately  upon  completion  of  their  training. 

(Note:)  The  above  three  classifications  repre- 
sent nothing  more  than  possible  sources.  In  the 
absence  of  additional  legislation,  these  men  may 
stay  out  or  volunteer,  as  their  own  individual  situ- 
ations dictate.  But  the  build-up  of  military  forces 
will  not  wait  on  their  decision;  if  requirements  just- 
ify such  action.  Defense  officials  will  not  hesitate 
to  issue  a mandatory  call  for  certain  reserve  medi- 
cal officers  to  report  for  duty. 

Current  Strength:  Currently  doctors  of  medicine 
in  the  three  services  total  6,000,  including  men  in 
training  and  serving  internships  and  residences. 
Medical  Reserve  rolls  total  around  30,000  men.  Mil- 
itary personnel  occupy  19,000  of  the  37,000  military 
hospital  beds  in  this  country,  military  dependents 
3,000  and  VA  cases  3,300. 

Medical  Students  Exempt.  Under  the  Selective 
Service  law,  medical  students  may  not  be  called 
away  from  their  studies  and  inducted  as  long  as 
their  scholastic  records  are  satisfactory.  Authority 
for  this  is  Sec.  II-A  of  the  law’s  industrial  defer- 
ment section.  Decision  as  to  whether  the  student’s 


progress  is  satisfactory  is  left  entirely  to  the  dis- 
cretion of  the  local  draft  board,  which  also  is  guided 
by  the  general  statement  that  the  deferment  must 
promise  to  contribute  to  the  nation’s  health. 

Highlights  of  Testimony  on  United  Medical  Ad- 
ministration. Although  leaders  of  both  parties 
agreed  Congress  will  not  approve  a United  Medical 
Administration  this  session,  testimony  continues  to 
pile  up  on  this  controversial  issue  before  both  Sen- 
ate and  House  Committees. 

This  bill  (S.  2008  and  H.R.  5182)  would  group 
most  federal  health  activities,  including  VA  and 
military  hospitals,  in  one  over-all  agency.  Because 
of  this  threat  to  VA,  most  veterans  organizations 
are  fighting  against  the  bill.  AMA  also  is  opposed. 
But  the  proposal  also  has  influential  support,  led 
by  the  Citizens  Committee  for  the  Hoover  Report. 
It  is  certain  to  be  a top  legislative  issue  again  in 
the  next  Congress. 

Here  are  highlights  of  last  week’s  testimony: 

Dr.  Charles  W.  Mayo:  “To  me,  this  bill  attempts 

to  gather  under  one  roof  too  much  to  hold  adminis- 
tratively, economically  or  efficiently.  Public  Health 
Service  . . . has  performed  excellently  its  functions 
of  protecting  the  health  of  our  people  in  those 
categories  for  which  it  was  formed  . . . The 
U.S.P.H.S.  can  remain  as  such,  confine  itself  to  its 
intended  purposes,  grow,  keep  within  our  national 
economy  and  operate  with  increasing  efficiency.” 

Dr.  Leon  G.  Rowmtree,  American  Legion’s  chief 
medical  advisor:  “S.  2008,  is  an  ill-advised  and 

poorly  conceived  piece  of  legislation  at  any  time. 
I can  visualize  the  calamity  that  would  face  our 
(Continued  on  page  xxx) 
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(Continued  from  page  xxiv) 
militaiy  medicine  if  such  a major  change  in  one  of 
the  great  Federal  programs  were  to  be  added  to 
the  other  military  problems  now  before  us.  The 
w'hole  Far  Eastern  Program  of  our  government,  to 
contain  the  spread  of  Communism,  strengthens  our 
request  that  Congress  reject  S.  2008  and  proceed 
with  the  creation  of  a new  Federal  Board  of  Hos- 
pitalization.” 

Dr.  Hugh  Morgan,  Vanderbilt  University  and 
chief  consultant  to  Army  Surgeon  General’s  office 
in  war  years:  He  explained  that  the  Military  de- 

partments would  lose  only  their  general  hospitals, 
and  that  officers  would  be  better  trained  in  emer- 
gency medicine  and  surgery,  which  he  described  as 
their  primary  fields  of  responsibility.  Dr.  Morgan 
also  told  the  Committee  he  believed  that  concentra- 
tion of  medical  specialists  under  one  administration 
would  contribute  toward  more  interesting  and  bene- 
ficial training  for  military  and  other  government 
physicians  and  surgeons. 

Mr.  Tracy  S.  Voorhees,  chairman  of  the  Hoover 
Task  Force  on  Federal  Medical  Sei-vices  and  former 
Assistant  Secretary  of  the  Army:  He  said  the  war 

situation  made  more  imperative  than  ever  the 
creation  of  a United  Medical  Administration.  “We 
could  not  take  one-third  of  the  doctors  away  from 
the  civilian  medical  care  as  we  did  in  World  War 
Two,  because  of  the  danger  of  atomic  bombing,  and 
for  this  reason  doctors  must  be  used  more  effi- 
ciently than  they  have  been  in  the  past.  A unified 
hospital  system  would  give  us  this  necessary  control 
and  guidance.”  Regarding  military  medicine,  Mr. 
Voorhees  made  these  points:  1.  Army  patients  sent 


to  general  hospitals  rarely  go  back  to  their  units, 
so  they  could  be  cared  for  just  as  well  in  U.M.A. 
general  hospitals.  2.  Army  medical  officers  could 
be  sent  to  U.M.A.  general  hospitals  for  their  train- 
ing. 3.  Military  seiwices  would  retain  their  essen- 
tial smaller  hospitals. 

Survey  of  Veterans  Awaiting  Hospitalization.  A 
spot-check  suiwey  by  Disabled  Amei'ican  Veterans 
indicates  that  among  veterans  awaiting  hospitaliza- 
tion, non-service  connected  cases  outnumber  seiwice- 
connected  about  three  to  one.  The  suiwey  is  not  a 
scientific  sampling,  but  covers  many  of  the  more 
populous  areas  of  the  country.  It  was  compiled 
from  questionnaires  addressed  to  68  DAV  regional 
officers. 

Replies  received  showed  that  in  the  areas  covered 
9,300  non-service  connected  cases  were  awaiting 
hospital  beds,  and  3,450  service-connected  cases.  A 
large  share,  of  the  cases  were  in  New  York  state, 
where  4,421  non-service  and  2,225  seiwice-connected 
cases  were  reported. 

About  the  time  this  survey  was  issued,  VA  Ad- 
ministrator Carl  R.  Gray  was  testifying  before  a 
Senate  Committee.  He  told  the  Senators,  “There 
are  no  waiting  cases  of  seiwice-connected  dis- 
abilities, injuries  or  illness.”  Senator  Robert  Taft 
(R.,  Ohio),  asked  General  Gray,  “Are  you  in  favor 
of  caring  for  all  veterans  regardless  of  whether  the 
injury  or  illness  is  seiwice-connected  ?”  General 
Gray  replied:  “I  have  not  studied  the  problem  and 
will  not  express  an  opinion.”  He  said  the  VA  now 
employs  4,000  doctors,  500  dentists,  12,000  nurses 
and  has  free-care  arrangements  with  57,000  physi- 
cians for  home-town  care  of  veterans. 
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EDITORIAL 


OVERHOSPITALIZATION,  A MENACE 
TO  VOLUNTARY  HEALTH  INSURANCE 

On  another  page,  we  publish  extracts  of  an 
address  by  Dr.  Paul  R.  Hawley  delivered  in 
Cincinnati  last  spring.  The  theme  of  this  ad- 
dress, it  will  be  noted,  is  that  the  utilization 
rate  of  Blue  Cross  hospital  service  has  been 
mounting  for  the  past  several  years.  This 
service  increase  combined  with  the  steadily 
rising  costs  of  hospital  care,  cannot  continue 
long  without  corresponding  increases  in  pre- 
miums for  contract  holders,  ultimately  pric- 
ing out  a service  created  primarily  for  low  in- 
come groups.  Dr.  Hawley  is  not  given  to 
generalizations  or  platitudes.  One  of  the 
staunchest  advocates  of  professional  free- 
dom, he  says  what  he  thinks  and  says  it 
frankly  and  directly.  And  what  he  thinks 
and  says  is  based  on  a wide  background  of  ad- 
ministrative experience,  the  type  of  which 
few  physicians  can  equal.  From  a General 
in  the  Army  Medical  Corps,  the  Head  of  the 
medical  division  of  the  Veterans  Administra- 
t i o n,  the  Coordinator  of  Blue-Cross-Blue 
Shield  to  his  present  post  of  Director  of  the 
American  College  of  Surgeons,  Dr.  Hawley’s 
exhortations  cannot  be  taken  lightly. 

The  observation  that  “Blue  Cross  is  wholly 
at  the  mercy  of  hospitals  and  doctors,  ■ — 
largely  the  latter,”  must  be  accepted  though 
it  is  open  to  modification.  No  honest  physi- 
cian can  refute  this  responsibility.  It  is  in- 
deed the  doctor  who  directs  the  patient  to  the 
hospital,  and  it  is  also  he  who  has  the  whole 
say-so  over  what  is  prescribed  while  the 
patient  is  in  the  hospital  and  over  the  time 
of  dismissal.  Some  abuses,  we  believe  are 
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inherent  in  any  insurance  system,  and  Blue 
Cross  is  no  exception.  Thus  many  people  pay- 
ing hospital  insurance  premiums  demand 
hospital  service  when  they  or  members  of 
their  families  are  ill.  Most  of  us  remember 
the  time  when  sending  a patient  to  the  hos- 
pital was  preceded  by  hours  if  not  days  of 
pleading  by  the  physicians,  the  family  con- 
senting only  as  a last  resort.  Today  many 
of  us  find  ourselves  arguing  in  reverse.  This 
is  not  due  primarily  to  the  patient’s  desire  to 
get  his  money’s  worth  from  the  insurance 
carrier.  It  is  the  result  of  a popular  belief 
that  the  place  for  a sick  person  is  in  the  hos- 
pital. Too  often  therefore  the  pressure  for 
hospitalization  is  on  the  doctor. 

Though  frequently  unnecessarily  costly, 
this  is  only  one  phase  of  the  problem.  Once 
the  rank  and  file  of  the  medical  profession 
becomes  appreciative  of  the  urgency  to  econ- 
omize in  this  area  a good  deal  can  be  accom- 
plished. We  suggest  that  Blue  Cross  inau- 
gurate a vigorous  campaign  of  education  in 
this  direction  not  only  among  the  doctors  but 
also  among  its  contract  holders. 

As  to  the  “few  who  do  their  best  to  kill  the. 
goose  that  lays  the  golden  eggs,”  Blue  Cross, 
we  suspect  is  not  the  only  institution  in- 
fluenced by  their  individualism  and  self-in- 
terest. They  are  no  credit  to  any  group  and 
least  of  all  to  organized  medicine.  How  many 
and  to  what  extent  they  affect  adversely  the 
voluntary  prepayment  plans  in  Nebraska  we 
do  not  know.  However,  it  is  our  belief  that 
in  our  Council  on  Medical  Ethics  we  have  the 
machinery  to  “expose  them,  brand  them,  and 
curb  them”  as  Dr.  Hawley  states  the  profes- 
sion must,  if  our  efforts,  to  make  Voluntary 
Health  insurance  a success. 

Blue  Cross-Blue  Shield  is  our  defense  rock 
against  medical  socialization. 
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THE  1950  MID  WEST 
ANNUAL  ASSEMBLY 

Once  more  it  is  our  pleasure  to  call  the 
attention  of  our  readers  to  the  approaching 
Annual  Assembly  of  the  Omaha  Mid-west 
Clinical  Society.  The  sessions  will  be  held 
the  last  week  in  October  in  the  Paxton  Hotel. 
This  will  be  the  eighteenth  Assembly. 

Little  need  be  said  here  about  the  quality 
of  the  program  scheduled  for  the  sessions 
next  month.  It  was  published  in  the  July 
issue  of  this  Journal.  As  in  previous  years 
the  subjects  have  been  carefully  selected, 
and  the  guest  speakers  again  represent  the 
top-rank  of  the  nationally  recognized  teach- 
ers in  medicine  in  the  country.  In  its  near- 
ly two  decades  of  existence  the  Mid-West 
has  never  departed  from  its  original  aims, — 
to  bring  each  year  the  best  post-graduate 
facilities  available,  so  the  physicians  of  this 
region  be  afforded  the  opportunities  of  eval- 
uating newer  contributions  to  their  diagnos- 
tic and  therapeutic  efforts  through  those  who 
are  living  symbols  of  progress  in  the  arts 
and  sciences  of  medicine  and  its  numerous 
specialties. 

Reward  for  the  small  group  which  consti- 
tutes the  Mid-West  comes  each  year  in  the 
form  of  ever  increasing  numbers  of  physi- 
cians who  come  to  the  Assembly.  This  year 
the  Society  was  highly  complimented  when 
it  received  an  A rating  by  the  American 
Academy  of  General  Practice. 

This  recognition  by  the  Academy  aside 
from  constituting  a great  honor  to  the  Mid- 
West  will  also  reflect  itself  in  convenience 
and  economy  to  the  Fellows  of  the  Academy. 
Their  attendance  at  the  session  will  be  ac- 
cepted for  credit  toward  their  minimum  of 
fifty  hours  of  formal  instruction  required 
every  three  years. 

To  the  privilege  of  expressing  our  best 
wishes  for  a successful  Assembly,  this  year 
it  is  our  pleasure  to  add  congratulations  on 
an  honor  so  well  earned. 


Over  75  percent  of  the  medical  graduates 
who  interned  in  Army  hospitals  under  the 
Military  Intern  Training  Program  have  re- 
mained in  the  Army  longer  than  their  legal 
requirement  for  active  duty,  according  to  fig- 
ures released  by  Major  General  R.  W.  Bliss, 
the  Army  Surgeon  General. 


HIGH  STANDARD  OF  VETERAN  CARE 
CREDITED  TO  MEDICAL  LEADERSHIP 

The  excellent  medical  care  which  the  government 
is  providing  for  war  veterans  is  largely  the  result 
of  the  Veterans  Administration’s  constant  adherence 
to  the  policy  that  the  program  remain  under  the 
direction  and  jurisdiction  of  medical  personnel. 

This  opinion  is  expressed  by  a Special  Advisory 
Group  to  the  Veterans  Administration  in  a report 
published  in  the  Aug.  12  Journal  of  the  American 
Medical  Association.  The  group,  representing  all 
divisions  of  medicine  and  surgery  and  allied  activi- 
ties, was  established  by  Congress  for  the  purpose  of 
advising  the  veterans  administrator  with  respect'  to 
policy.  Dr.  C.  W.  Mayo  of  Rochester,  Minn.,  is 
chairman. 

“As  long  as  the  Department  of  Medicine  and 
Sui’gery  of  the  VA  remains  under  proper  and 
authoritative  medical  control  this  type  of  superior 
medical  care  will  always  prevail  for  the  veteran,” 
the  group  reported. 

“If  the  time  should  come,  however,  when  such 
control  is  passed  to  lay,  bureaucratic  or  political 
hands,  that  will  be  the  beginning  of  deterioration  of 
the  program  of  medical  care  for  the  veteran. 

“Therefore,  it  is  to  the  best  interest  of  the  Ameri- . 
can  people,  the  medical  profession  and  the  veteran 
groups  always  to  be  on  the  alert  to  see  that  this 
great  enterprise  of  medical  care  continues  under  the 
direction  of  highly  qualified  American  physicians. 
As  long  as  the  veterans’  organizations  continue  to 
insist,  as  they  have  in  the  past,  that  members  of 
the  medical  profession  conduct  this  program,  it  will 
continue  to  provide  a high  type  of  service.” 

The  group  considered  the  improved  quality  and 
the  high  type  of  medical  service  maintained  since 
the  end  of  World  War  II  the  more  remarkable  be- 
cause the  veteran  load  increased  three-fold. 

“This  remarkable  achievement  in  mass  medical 
care  has  never  been  duplicated  here  or  in  any  other 
country,”  it  pointed  out.  “There  seems  little  doubt 
that  the  veteran  who  is  entitled  to  it  by  law  does 
receive  the  finest  type  of  medical  care  in  a country 
where  medical  science  has  reached  its  highest  de- 
velopment. 

“For  this  the  American  medical  profession  may 
justly  be  proud.  It  could  not  have  been  done  with- 
out the  wholehearted  cooperation  and  support  of 
American  medicine  in  general  and  of  medical  educa- 
tion in  particular.  The  entire  program  of  gearing 
the  medical  care  of  the  veteran  to  the  educational 
medical  plants  of  the  country  and  the  employment 
as  consultants  of  the  finest  medical  brains  in  Ameri- 
ca have  made  the  program  possible.” 

The  group  disagreed  with  the  recommendation  of 
the  Hoover  Commission  that  all  government  hospi- 
tals be  consolidated  under  a single  agency,  saying: 

“If  this  should  be  done  it  seems  unlikely  that  the 
veteran  would  receive  any  better  medical  care  than 
at  present  and  it  is  likely  that  the  quality  of  medi- 
cal service  would  ultimately  deteriorate  from  its 
present  high  standard.” 
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Functional  Disturbances  Encountered 
in  Gynecic  Practice" 

WILLARD  R.  COOKE,  M.D. 

Professor  and  Chairman  Department  of  Obstetrics  and  Gynecology, 
The  I'niversity  of  Texas  Medical  Branch, 

Galveston,  Texas 


In  studying  functional  disturbances,  one 
should  be  aware  of  the  limitations  of  our 
knowledge  of  the  real  nature  of  functional 
normality  and  abnormality,  and  of  the  real 
significance  and  degree  of  dependability  of 
the  available  laboratory  tests.  Species  varia- 
tion and  individual  variation  in  the  human, 
are  far  greater  in  the  normal  physiology  of 
the  female  reproductive  system  than  in  any 
other.  Our  knowledge  of  human  genital 
physiology  is  really  very  scant,  and  a great 
deal  of  it,  especially  in  regard  to  hormonal 
activity,  is  on  the  basis  of  analogy,  of  con- 
jecture, or  of  logic,  rather  than  of  science. 
We  speak  glibly  of  hormonal  levels  and  bal- 
ances, but  there  can  be  no  truly  scientific 
basis  for  such  conjectures  until  we  have  de- 
pendable quantitative  methods  of  measuring 
the  amount  of  a given  hormone  in  situ  or  in 
the  blood.  Biologic  assays  (which  have  for 
the  most  part  proven  to  be  of  very  limited  or 
no  practical  value),  and  quantitative  meas- 
urement of  excreted  hormonal  end-products 
(which  are  subject  to  the  variable  and  inde- 
terminable factors  of  the  rate  of  chemical 
change,  of  storage,  and  of  inhibited  or  accel- 
erated excretion)  form  our  only  foundation 
for  the  quantitative  concept.  A persistently 
high  ketosteroid  output  is  indicative  of  over- 
production of  these  substances.  The  presence 
of  pregnandiol  in  the  urine  apparently  indi- 
cates that  progesterone  is  being  formed  and 
is  a generally  dependable  evidence  that  ovu- 
lation and  corpus  luteum  formation  and 
function  have  occurred.  A few  of  the  other 
hormonal  tests  may  be  of  some  value  in 
cases  of  suspected  adrenal  or  pituitary  dis- 
ease. There  seems  to  be  a rather  widespread 
failure  to  recognize  the  limitations  of  the 
very  valuable  and  very  dependable  urinary- 
gonadotrope  tests  for  pregnancy.  Essential- 
ly, the  only  significance  of  a positive  Fried- 
man or  similar  test  is  that  there  is  living  and 
functionally  active  chorionic  tissue  in  the  in- 
dividual. It  does  not  differentiate  between 
a living  and  dead  fetus,  nor  between  uterine 
or  ectopic  pregnancy.  It  is  unwise  to  assume 
that  a positive  Friedman  is  a case  presenting 
an  adnexal  mass  is  diagnostic  of  ectopic 
pregnancy:  the  mass  may  well  be  neoplastic, 

♦Read  before  the  Omaha  Mid-West  Clinical  Society  17th  An- 
nual Assembly,  October,  1949. 


trophic,  or  inflammatory,  and  the  pregnancy 
uterine  and  normal.  The  repeated  quantita- 
tive Friedman  is  of  course  of  value  in  cases 
of  suspected  hydatidiform  mole  or  chorioma. 
The  fresh  or  iodine-stained  smear  is  of  value 
in  confirming  the  diagnosis  of  hypoestrin- 
ism  and  in  checking  the  results  of  treatment. 
The  endometrial  biopsy  is  rarely  necessary 
except  as  a postive  confirmation  of  corpus 
luteum  activity  as  indicated  by  the  basal 
temperature  graph,  or  to  establish  a diag- 
nosis of  endometrial  hyperplasia  or  atrophy. 
When  taken  for  the  diagnosis  of  ovulation, 
it  should  always  be  done  on  the  first  day  of 
bleeding  to  avoid  the  possible  induction  of 
abortion.  A biopsy  done  during  the  first 
part  of  the  cycle  affords  no  evidence  of 
corpus  luteum  activity.  A negative  endo- 
metrial biopsy  does  not  exclude  the  possibil- 
ity of  endometrial  carcinoma.  In  any  case, 
the  accurate  interpretation  of  the  slide  re- 
quires much  and  frequent  experience  . The 
diagnostic  curettage  is  seldom  indicated  in 
cases  of  functional  disturbance  — yet  every 
therapeutic  curettage  should  be  made  diag- 
nostic also  through  examination  of  the  scrap- 
ings. Parenthetically,  in  every  diagnostic 
curettage  one  should  obtain  every  possible 
scrap  of  endometrium  from  every  part  of  the 
uterine  wall ; the  vagina  should  be  filled  with, 
and  the  scrapings  further  washed  in  5% 
sodium  citrate  solution  so  that  the  patholo- 
gist will  not  be  confronted  with  a huge  sea 
of  clot  concealing  scattered  islands  of  tissue ; 
and  the  pathologist  should  make  a large  thin 
block  or  as  many  of  them  as  necessary  so 
as  to  ensure  the  examination  of  as  much  of 
the  material  as  possible.  Carcinoma  is  fre- 
quently localized  in  a small  area;  and  all  of 
the  cyclic  changes  of  the  endometrium  may 
occur  coincidentally  in  different  parts  of  the 
uterus. 

DYSMENORRHEA 

There  is  a great  deal  of  loose  thinking  in 
regard  to  dysmenorrhea,  a great  many  doc- 
tors apparently  considering  it  a single  dis- 
ease-entity. Dysmenorrhea  is  only  the  ex- 
pression of  underlying  dysfunction  or  dis- 
ease, a symptom  which  is  manifested  in  four 
distinct  types  as  follows: 

1.  The  myometrial  type:  A definite  suprapubic 

or  deep  pelvic  intermittent  pain  which  rises  to  a 
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peak  of  severity  and  subsides:  which  is  typical  of 
its  immediate  cause — painful  hypercontraction  of 
muscle. 

2.  The  congestive  type:  A vague  and  constant 

aching,  generalized  in  the  pelvic,  and  usually  the 
sacral  areas.  The  patient  experiences  a more  or 
less  painful  sense  of  deep  pelvic  and  vaginal  pres- 
sure, expressing  it  as  a “feeling  that  everything  is 
falling  out  of  me.”  Since  the  congestion  involves 
all  of  the  pelvic  viscera,  secondary  rectal  and  ova- 
rian pain  and  vesical  discomfort  are  common.  The 
pain  originates  in  the  walls  of  the  overdistended 
vessels — particularly  of  the  veins. 

3.  The  ovarian  type:  The  superficial  viscero- 

sensory area  of  pain-reflex  from  the  ovary  is  more 
definite  and  isolated  than  any  other  such  area  as- 
sociated with  the  abdominal  viscera.  This  ovarian 
area  is  located  2 to  3 cm.  below  and  mesial  to 
McBurney’s  point,  on  each  side.  Associated  hyper- 
esthesia of  the  skin  in  this  region  is  of  frequent 
occurrence.  Referred  pain  is  very  common  in  the 
anterior  thigh  and  at  points  infero-lateral  to  the 
sacroiliac  joints  (the  posterior  ovarian  viscerosen- 
sory reflex  area).  Nausea  is  frequently,  vasomotor 
depression  sometimes,  associated,  appai’ently  as  an 
ovarian-renal-epigastric  nerve  and  plexus  reaction. 
The  pain  is  constant,  and  may  be  caused  by  simple 
hyperemia  or  congestion  in  a normal  or  fibrotic 
ovary,  by  intra-follicular  hypertension  or  hemor- 
rhage, or,  apparently,  as  the  setting-off  of  a neu- 
ralgic explosion. 

4.  The  peritoneal  type:  This  is  a deep-seated 

acute  pain  due  to  irritation  of  the  peritoneum,  its 
localization  and  extent  being  governed  by  the  area 
of  irritation.  It  is  most  often  due  to  hemorrhage 
from  the  tube  or  ovary,  or  to  endometriosis  (of 
which  it  is  the  most  characteristic  symptom).  In 
endometriosis  the  pain  is  at  first  due  to  the  irrita- 
tion of  the  peritoneum  by  blood  and  the  menstrual 
fluid  put  out  by  the  ectopic  endomertium.  Later, 
aseptic  peritonitis  and  adhesions  contribute  to  the 
pain;  and  when  the  stage  of  cyst  formation  is 
reached,  some  of  the  pain  is  due  to  intracystic 
menstnaation. 

5.  The  psychoneurotic  type  is  manifested  by 
exaggeration  or  imitation  of  any  of  the  definite 
types,  or,  more  characteristically,  by  vague  and  bi- 
zarre localization.  To  some  extent  it  plays  a part 
in  every  case  of  dysmenorrhea,  and  may  be  the  sole 
cause  of  the  pain.  Any  or  all  types  of  dysmenor- 
rhea may  co-exist. 

When  confronted  with  a case  of  dysmen- 
orrhea every  effort  should  be  made  to  deter- 
mine the  type  or  types.  This  requires  a 
painstaking  effort  to  make  the  patient  de- 
scribe the  character  and  location  of  the  pain 
as  e.xactly  as  possible.  Practically  every 
woman  uses  the  word  “cramps”,  regardless 
of  the  character  of  the  pain.  There  is  appar- 
ently nothing  which  a woman  is  more  reluc- 
tant to  do  than  to  be  definite  in  the  localiza- 
tion of  pain.  Just  as  women  are  generally 
deficient  in  geographic  orientation,  they  are 
equally  so  anatomically.  The  word  “side” 
may  include  any  point  on  the  entire  circum- 
ference of  the  trunk  from  the  vertebra  pro- 
minens  to  the  gluteal  fold.  These  feminine 


inclinations  must  be  firmly  challenged  until 
the  doctor  obtains  a clear  idea  of  the  location 
of  the  pain  and  of  its  character  — constant, 
intermittent,  or  combined. 

Treatment : In  all  cases  an  attempt  should 
be  made  to  evaluate  and  to  correct  the  psy- 
choneurotic element  — futile  as  the  later 
effort  usually  is. 

The  most  effective  (85%)  treatment  for 
myometrial  cramping  is  attained  through  the 
suppression  of  ovulation  by  giving  the  pa- 
tient 1 mg  of  stilbestrol  daily  for  20  days  in 
each  cycle,  commencing  not  later  than  the 
sixth  (preferably  the  fourth)  day  of  bleed- 
ing. The  rationale  of  this  treatment  is  that 
the  cramping  hypercontractions  are  caused 
by  progesterone.  The  myometrial  contrac- 
tions stimulated  by  estrogens  are  of  high 
frequency  and  low  amplitude;  whereas  the 
contractions  stimulated  by  progesterone  are 
of  low  frequency  and  high  amplitude  — in 
other  words,  they  are  prolonged  and  power- 
ful. Adequate  dosage  of  estrogens  sup- 
presses ovulation : without  ovulation  there  is 
no  corpus  luteum  formation  and  hence  no 
progesterone  to  set  off  the  hypercontrac- 
tions. In  the  resistant  cases,  experimentally 
ascending  doses  will  in  many  cases  ultimately 
suffice.  Three  disadvantages  are  inherent 
in  this  therapy : the  patient  is  rendered  tem- 
porarily sterile ; the  artificial  unopposed 
hyperesti’inism  usually  causes,  sooner  or 
later,  acyclic  bleeding  and/or  menorrhagia; 
some  patients  are  unwilling  to  put  up  with 
the  initial  nausea  which  sometimes  occurs, 
even  after  1 mg  doses.  There  is  no  evidence 
that  permanent  dysfunction  occurs  after  this 
form  of  treatment,  although  the  menstrual 
irregularities  sometimes  may  be  annoyingly 
prolonged. 

The  time-honored  dilatation  of  the  cervix 
is  sometimes  effective,  although  its  rationale 
is  not  established. 

In  cases  which  have  resisted  the  first  two 
forms  of  therapy,  presacral  sympathectomy 
may  be  justified  — typically  in  the  woman 
who  must  support  herself,  who  loses  two  or 
three  days  work  out  of  each  four  weeks.  If 
the  psychoneurotic  element  is  eliminated  or 
adequately  reduced,  a satisfactory  outcome  is 
assured,  since  the  uterus  apparently  derives 
its  entire  intrinsic  sensory  nerve  supply  for 
pain  through  the  presacral  plexus,  (exclud- 
ing the  pain-conducting  fibers  in  the  walls  of 
the  blood  vessels.)  Failure  of  this  operation 
is  apparently  due  to  failure  to  divide  all  of 
the  fibers  of  the  plexus.  The  efficiency  of 
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the  operation  may  be  tested  later  by  probing 
the  uterine  cavity.  It  has  been  sufficiently 
established  that  fertility  and  labor  are  not 
adversely  influenced  by  this  procedure. 

The  treatment  of  the  congestive  tyiJe  lies 
in  the  determination  and  correction  of  the 
cause  of  the  congestion,  which  includes  occu- 
pational factors,  an  oversedentary  life,  spas- 
tic colon,  constant  repression  of  the  erotic 
urge,  a small  percentage  of  retroversions, 
pelvic  inflammation  or  neoplastic  disease, 
and  a host  of  other  causative  elements.  One 
rarely  encounters  congestive  dysmenorrhea 
in  the  woman  who  keeps  physically  fit  and 
is  free  of  the  other  causes  of  pelvic  conges- 
tion. Some  of  the  worst  acute  cases  are  seen 
in  women  who  dabble  with  golf  or  tennis  once 
or  twice  a month  and  select  the  premenstrual 
phase  to  play  eighteen  holes  or  eight  sets. 

Division  of  the  ovarian  nerves  is  the  only 
effective  treatment  for  ovarian  dysmenor- 
rhea, unless  the  pain  is  due  simply  to  a con- 
gestion which  can  be  relieved.  Varicocele  is 
a special  type  of  congestion  causative  of 
ovarian  pain  and  dysmenorrhea.  As  in  the 
case  of  presacral  sympathectomy,  ovarian 
neurotomy  has  no  serious  permanent  after- 
effects, although  the  ovarian  arteries  and 
veins  are  of  necessity  divided  also. 

Peritoneal  dysmenorrhea  from  physiologic 
bleeding  is  rarely  if  ever  severe  enough  to 
require  the  only  known  form  of  treatment 
— oophorectomy  or  radiative  castrition.  In 
endometriosis,  the  massive  ascending  dosage 
with  stilbestrol  devised  by  Karnaky  quite  de- 
finitely causes  regression  and  inactivation  of 
the  implants ; and  so  far  as  time  has  permit- 
ted adequate  follow-up  studies,  the  cure  is 
permanent  and  restoration  to  physiologic  no- 
mality  occurs.  Prior  to  the  employment  of 
this  form  of  treatment  presacral  sympathec- 
tomy and  ovarian  neurotomy  very  satisfac- 
torily made  castration  unnecessary,  and  al- 
lowed the  ultimate  spontaneous  recovery  to 
occur. 

V.^RIATIONS  IN  THE  FREQUENCY,  AMOUNT, 
AND  DURATION  OF  MENSTRUAL  BLEEDING 

It  should  be  remembered  that  the  matur- 
ing girl,  after  an  initial  period  after  the 
menarche  during  which  menstrual  irregular- 
ities are  common  and  usually  associated  with 
failure  to  ovulate,  establishes  what  may  be 
called  her  individual  menstrual  pattern ; such 
patterns,  no  matter  how  much  they  may  dif- 
fer from  the  traditional  28  day  - 5 day  type, 
are  usually  associated  with  complete  sexual 
normality  — bearing  in  mind  that  the  ability 


to  reproduce  is  the  only  essential  measure  of 
functional  normality.  I have  3 patients  who 
never  menstruated  (in  the  sense  of  bleed- 
ing) , who  have  a total  of  8 babies.  In  some 
cases,  it  is  true  that  the  departure  from 
the  standard  is  associated  with  or  due  to 
other  conditions  which  are  of  serious  import. 
In  the  primary  cases,  the  study  of  an  ade- 
quate number  of  basal  temperature  curves, 
confirmed  as  indicated  by  endometrial  bi- 
opsy, is  very  helpful  in  the  avoidance  of  un- 
necessary treatment  (which  is  usually  futile) 
and  in  enabling  the  doctor  to  give  the  patient 
a reasonable  degree  of  reassurance  as  to  her 
essential  normality.  The  development  of  a 
secondary  irregularity  which  departs  from 
the  patient’s  pattern  always  requires  careful 
study  to  evaluate  the  importance  of  the  devi- 
ation and  to  make  early  diagnosis  in  cases 
of  serious  ovarian,  adrenocortical,  pituitary, 
or  other  disease.  In  this  connection  it  should 
be  remembered  that  temporary,  self-limiting 
menstrual  disturbances  occur  commonly  in 
women  in  their  late  twenties,  and  in  well-nign 
every  woman  sooner  or  later  after  35  years 
of  age.  As  in  the  case  of  dysmenorrhea,  the 
symptom  should,  not  be  treated,  but  the  cause 
of  the  disturbance  discovered,  evaluated,  and 
treated,  or  the  patient  reassured  as  to  its  in- 
significance. 

POLYMENORRHEA 

Too  frequent  menstruation  (polymenor- 
I'hea)  may  be  normal  as  a menstrual  pattern, 
ovulation  occurring  very  early  in  the  cycle. 
Rather  more  often  primary  polymenorrhea  is 
associated  with  developmental  retardation, 
an  anovulatory  status,  or  with  some  degree  of 
infertility  of  undetermined  cause.  The  case 
of  secondary  polymenorrhea  is  strongly  sug- 
gestive of  an  anovulatory  status,  hyperes- 
trinism,  or  follicle  cyst,  with  temporary 
sterility.  Most  cases  of  secondary  polymen- 
orrhea in  women  between  18  and  35  years  of 
age  yield  very  satisfactorily  to  1 grain  of 
thyroid  daily  for  6 months.  This  treatment 
is  less  successful  in  the  younger  and  older 
age  groups ; if  it  is  tried  and  fails,  it  is  usually 
best  to  do  nothing  else  unless  the  polymenor- 
rhea is  associated  with  menorrhagia.  In 
women  past  40  castrative  radiation  may  be 
justifiable.  The  precipitation  of  endometrial 
bleeding  by  intense  emotional  stress  is  not 
true  polymenorrhea. 

In  evaluating  the  menstrual  pattern, 
whether  primary  or  secondary,  the  most  im- 
portant item  is  a knowledge  of  whether  or 
not  the  patient  is  ovulating.  There  are  three 
more  or  less  dependable  methods  of  determiji- 

of 


278 


DISTURBAXCES  IN  GYXECIC  PRACTICE:  COOKE 


Nebr.  S.  M.  Jour. 
September,  1950 


ing  this  point:  the  basal  temperature  graph, 
the  endometrial  biopsy,  and  the  determina- 
tion of  pregnandiol  excretion  in  the  urine. 
The  basal  temperature  graph  is  proving  to  be 
a remarkably  dependable  indicator  of  func- 
tion. Estrogen  depresses  the  temperature, 
progesterone,  to  a greater  degree,  elevates  it. 
The  normal  graph  shows  a fairly  abrupt  rise 
from  the  low  level  of  the  part  of  the  cycle  pre- 
ceding ovulation  to  the  progesterone-stimu- 
lated plateau  following  ovulation.  The  ab- 
sence of  the  plateau  indicates  absence  of  cor- 
pus luteum  function,  which  is  almost  synony- 
mous with  failure  to  ovulate.  A slow,  gra- 
dual rise  to  a normal  plateau-level  which  is 
sustained  to  an  abrupt  drop  just  before  men- 
struation suggests  a slowly-developing  but 
otherwise  normal  corpus  luteum  function.  An 
abnormally  low  plateau,  or  one  which  is  not 
sustained,  suggests  inadequate  secretion  of 
progestrone,  or  the  progressive  failure  of  the 
corpus  luteum. 

In  the  study  of  any  case  of  menorrhagia  — 
increased  amount  and/or  duration  of  bleed- 
ing — the  first  essential  is  tlie  determination 
of  the  etiologic  category:  is  this  case  (a) 
purely  functional ; (b)  caused  by  physical  dis- 
ease in  the  uterus,  adnexa,  or  elsewhere; 
(c)  purely  functional  but  coincidental  with 
some  physical  disease  which  is  not  an  etio- 
logic factor.  An  excellent  example  of  the 
last  category  is  hyperestrinism-hyperplasia- 
menorrhagia  in  a patient  whose  uterus  is  in 
third  degree  retroversion  or  presents  a small 
innocuous  subserous  fibromyoma.  The  cases 
of  the  last  category  present  the  most  diffi- 
cult problems,  and  call  for  a high  degree  of 
judgment  if  unnecessary  and  ineffective 
operation  is  to  be  avoided. 

While  functional  menorrhagia  occurs  at 
any  age,  there  are  three  periods  in  which  it 
is  especially  common:  under  eighteen,  in 

the  late  twenties  and  early  thirties,  and  after 
35  years  of  age.  The  second  group  is  usually 
very  responsive  to  simple  non-operative 
treatment.  We  have  found  that  98%  respond 
satisfactorily  to  ergotrate  every  three  hours 
to  a maximum  dosage  of  30  tablets  for  the 
immediate  control  of  bleeding,  with  1 grain 
of  thyroid  daily  for  the  correction,  by  an  un- 
known but  highly  effective  mechanism,  of 
the  underlying  and  unknown  basic  cause.  It 
is  necessary  that  the  thyroid  be  taken  faith- 
fully, and  for  a period  of  at  least  six  months. 
The  patient  should  be  warned  not  to  expect 
too  much  in  the  first  two  months ; and  it  is 
very  effective  to  inform  the  patient  that, 
since  we  are  dealing  with  something  that 


happens  only  once  a month,  we  are  going  to 
have  to  think  about  it  in  terms  of  months 
instead  of  days  or  weeks.  Cessation  of 
treatment  when  a satisfactory  result  has 
been  obtained  in  the  first  three  or  four  cycles 
is  often  followed  by  recurrence. 

Neither  the  severity  of  the  bleeding  nor 
the  response  to  treatment  run  parallel  to  the 
metabolic  deficiency  as  evidenced  by  the 
basal  metabolic  rate,  nor  is  thyroxin  effective 
for  this  puiq^ose.  In  cases  which  do  not 
respond  to  ergotrate,  control  of  the  bleeding 
may  be  effected  by  the  massive  dosages  of 
stilbestrol  suggested  by  Karnaky.  The  dis- 
advantages of  this  form  of  treatment  are  the 
nausea  caused  by  the  large  doses  (25  to  100 
or  more  mgm.  daily),  and  by  the  rather  fre- 
quent occurrence  of  acyclic  bleeding  and 
severe  withdrawal  bleeding.  Testosterone 
may  be  used  daily  for  not  more  than  three 
months,  with  a maximum  of  350  mgm,  per 
month.  As  is  the  case  with  stilbestrol,  tes- 
tosterone inhibits  ovulation,  which  is  not 
desirable.  If  medical  treatment  fails,  or  if 
the  bleeding  is  profuse  enough  to  require 
immediate  control,  curettage  is  indicated. 
There  are  two  points  which  must  be  remem- 
bered about  curettage:  that  the  endome- 

trium must  be  removed  as  completely  as  pos- 
sible ; and  that  curettage  is  not  curative  — 
it  is  merely  a temporary  hemostatic  proced- 
ure, the  effects  of  which  last  from  one  to 
three  cycles.  Hormonal  therapy  must  be 
continued  after  the  curettage.  The  recov- 
eries which  rather  commonly  follow  curet- 
tage alone  are  spontaneous,  the  curettage 
having  held  the  excessive  bleeding  in  check 
long  enough  for  the  spontaneous  recovery  to 
occur.  In  the  cases  which  are  still  resistant, 
the  decision  is  to  be  made  between  hysterec- 
tomy and  subcastrative  radiation.  Hystero- 
graphy  for  small  submucous  fibromyoma.  is 
rarely  necessary,  since  this  point  should  have 
been  settled  during  the  curettage.  It  should 
be  remembered  that  there  is  a wide  range 
of  variation  in  both  the  individual  radio- 
susceptibility of  patients  and  in  the  amount 
of  radiation  actually  delivered  to  the  ovary, 
especially  by  x-ray  therapy.  Permanent 
sterility  and/or  amenorrhea  may  follow 
dosage  as  low  as  300  mgm.  hrs.  of  intrau- 
terine radium ; and  the  same  dose  may  be  fol- 
lowed in  another  patient  by  apparent  stimula- 
tion of  the  follicular  apparatus.  The  import- 
ance of  preservation  of  the  reproductive 
function  is  a major  factor  in  the  decision  of 
whether  or  not  to  operate  or  radiate  in  the 
case  in  which  there  is  no  systemic  reaction 
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to  the  excessive  bleeding.  Proper  preopera- 
tive psychotherapy  to  correct  the  patient’s 
ideas  in  regard  to  the  failiu-e  to  menstruate 
should  always  be  carried  out,  and  is  usually 
entirely  effective. 

In  the  ages  beyond  35  years  thyroid  ther- 
apy, for  some  unknown  reason,  becomes  de- 
creasingly  effective,  and  resort  to  testoster- 
one or  massive  stilbestrol  must  be  made 
oftener  and  earlier.  In  this  age  group,  for- 
tunately, less  importance  need  be  attached 
in  most  cases  to  the  preservation  of  either 
the  reproductive  or  the  menstrual  functions. 
In  making  the  decision  between  hysterec- 
tomy and  castrative  radiation  it  should  be 
remembered  that  radiation  entails  no  risk 
and  little  discomfort  and  disability;  whereas 
hysterectomy  does  entail  some  risk  and 
considerable  postoperative  disability,  but  is 
absolute  insurance  against  the  future  de- 
velopment of  cancer  — the  hysterectomy 
should  of  course  be  total,  for  this  reason  if 
no  other. 

The  adolescent  cases  offer  the  most  diffi- 
cult problem.  Not  only  are  they  as  a rule 
high  resistant  to  hormonal  therapy,  but  in 
them  it  is  of  the  utmost  importance  that  the 
menstrual-reproductive  functions  be  not  de- 
stroyed. While  there  is  much  difference  of 
opinion,  there  is  some  evidence  that  massive 
doses  of  progesterone  (preferably  the  nat- 
ural extract)  may  be  of  value,  and  should  be 
tried  before  going  on  to  curettage  or  radia- 
tion. In  a few  cases  splenectomy  is  effec- 
tive: but  the  most  exact  study  is  necessary 
for  the  determination  of  its  appropriateness. 
Transfusion  alone  occasionally  effects  a 
prompt  cessation  or  remission.  The  peculiar 
prejudice  against  curettage  in  young  virgins 
should  be  ignored,  since  curettage  is  very 
useful  in  limiting  the  hemorrhage  and  avert- 
ing procedures  damaging  or  destructive  to 
the  ovaries. 

MENOMETRORRHAGIA 

While  metrorrhagia  (interval  bleeding)  is 
a very  frequent  expression  of  the  functional 
cause  which  bring  about  menorrhagia,  its 
possible  significance  of  malignant  neoplasia 
should  never  be  overlooked,  especially  in  the 
older  age  groups.  Metrorrhagia  alone  should 
always  be  studied  most  carefully. 

THE  ESTRUS  SYNDROME 

The  estrus  syndrome,  with  or  without 
mittelschmerz,  is  very  common  as  a tempor- 
ary phenomenon  in  the  late  twenties.  Rare- 
ly it  is  a part  of  the  lifelong  pattern.  It  us- 
ually responds  promptly  to  thyroid  therapy. 


The  diagnosis  of  estrus  bleeding  can  be  made 
quite  satisfactorily  by  correlation  with  the 
basal  temperature  graph.  One  should  al- 
ways be  suspicious  of  an  apparent  estrus 
bleeding  occuring  in  women  near  or  after 
40 — it  is  more  likely  to  be  a nonfunctional 
metrorrhagia. 

INTERMITTENT  MENSTRUATION 

This  condition,  whether  it  be  of  the  inter- 
mittent or  remittent-bleeding  type,  or  mere- 
ly pre-  and/or  post-menstrual  spotting,  is 
basically  only  a minor  variation  of  men- 
orrhagia. In  itself  it  is  of  no  importance,  ex- 
cept as  a nuisance  and  a source  of  worry  to 
the  patient. 

OLIGOMENORRHEA 

A primary  longer-than-average  interval 
not  associated  with  pituitary  or  adrenal 
dysfunction  is  most  often  only  a peculiarity 
of  the  individual  menstrual  pattern,  and  is 
caused  by  delayed  ovulation,  for  reasons  un- 
known. Most  of  the  women  are  normally 
fertile  except  for  the  decreased  chance  for 
coincidence  of  ovulation  and  coitus.  The 
basal  temperature  graph  is  quite  effective  in 
solving  this  sterility  problem. 

Secondary  oligomenorrhea  may  be  equally 
insignificant.  On  the  other  hand,  it  must 
not  be  forgotten  that  it  may  be  an  expression 
of  severe  hyperestrinism  or  an  early  symp- 
tom of  serious  ovarian,  adrenocortical,  pit- 
uitary, or  systemic  disease. 

Oligomenorrhea  is  not  amenable  to  treat- 
ment, except  as -appropriate  to  the  underly- 
ing cause.  Secondary  purely  functional  oli- 
gomenorrhea is  usually  temporary,  spontan- 
eous recovery  apparently  occurring  a little 
more  quickly  in  the  untreated  cases  than  in 
the  cases  subjected  to  prolonged  artificial 
hormonal  stimulation  of  cyclic  bleeding.  It 
should  be  remembered  that  dosages  of  estro- 
gen sufficient  to  bring  about  cyclic  with- 
drawal bleeding  usually  suppress  ovulation, 
even  though  this  is  apparently  of  only  tem- 
porary significance. 

HYPOMENORRHEA  AND  AMENORRHEA 

Decrease  below  the  average  in  the  amount 
and/or  duration  of  bleeding,  and  failure  to 
menstruate,  are  usually  only  differences  in 
the  degree  of  expression  of  the  same  under- 
lying causative  factors.  If  ovulation  and  the 
function  of  the  corpus  luteum  are  unim- 
paired, the  patient  is  blessed  among  women, 
and  just  plain  lucky.  In  the  secondary  cases 
of  this  type,  the  assurance  of  its  insignifi- 
cance is  of  great  psychotherapeutic  value. 
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Even  in  cases  of  infertility,  such  assurance 
may  be  of  still  greater  psychotherapeutic 
value  to  the  pregnophobic  multipara.  Certain- 
ly nothing  should  be  done  to  increase  the 
amount  of  bleeding  as  the  sole  objective.  On 
the  other  hand,  one  should  never  forget  that 
oligohypo-amenorrhea  may  be  the  only  im- 
mediate symptom  of  hyperestrinism  with 
hyperplasia  and  ovario-endometrial  sterility, 
or  of  serious — even  malignant  — disease  of 
the  ovary,  adrenal  cortex,  or  pituitary.  Preg- 
nancy often  is  accompanied  by  minor  more 
or  less  cyclic  bleeding,  and  the  possibility  of 
pregnancy  in  any  case  of  amenorrhea,  in 
spite  of  denial  or  improbability,  should  nev- 
er be  forgotten. 

GYNECOLOGIC  DYSFUNCTIONS  AND 
DYSPLASIAS  RESULTING  FROM 
DYSFUNCTION  OR  DISEASE  OF  THE 
LINKED  EDOCRINE  GLANDS 

While  the  dysfunctions,  hyperplasias,  and 
neoplasms  of  the  pituitary,  the  hypothala- 
mus, the  pineal,  the  adrenal  cortex,  and  the 
thyroid  lie  essentially  in  the  fields  of  the  in- 
ternist, the  endocrinologist,  and  sometimes 
the  surgeon  and  the  radiologist,  the  patients 
suffering  from  these  diseases  often  consult 
the  gynecologist  first  because  of  the  very  fre- 
quent occurrence  of  some  menstrual  disturb- 
ance as  the  most  obvious  symptom.  Unfor- 
tunately, our  knowledge  of  the  real  nature  of 
many  of  these  diseases  is  quite  scant.  The 
cases  are  rare,  and  still  more  rare  is  the  ade- 
quate autopsy  carefully  correlated  with  the 
physical  and  functional  changes  in  the  genital 
system.  Nor  is  there  any  accurate  method 
of  quantitative  determination  of  the  output 
and  relative  blood  levels  of  the  hormones 
concerned,  unless  we  accept  the  basal 
metabolic  rate  and  the  urinary  excretion  of 
ketosteroids  — and  neither  of  these  shows 
any  really  constant  relationship  to  the  clin- 
ical phenomena  as  exhibited  through  the  fe- 
male genital  system. 

As  the  gynecologist  sees  the  cases,  they 
fall  roughly,  into  four  general  groups:  1. 

The  hemaphrodites  and  pseudohemaphro- 
dites;  2.  the  cases  of  premature  physical 
and/or  functional  development;  3.  the  cases 
of  defeminization  and/or  masculinization ; 
and  4.  the  obesities. 

While  the  hemaphroditic  status  is  intense- 
ly interesting  from  the  scientific  and  so- 
ciologic points  of  view,  from  the  standpoint 
of  Medicine — i.e.,  the  best  interests  of  the 
patient — not  much  can  or  should  be  done ; ex- 
cept in  one  type  of  case — the  infant  hem- 


aphrodite  showing  progressive  sexual  pre- 
cocity. These  cases  deserve  careful  and  fre- 
quent clinical  study.  The  cases  showing  a 
trend  to  increasing  masculinization  should 
have  repeated  studies  of  the  urinary  andro- 
genic ketosteroids,  since  a high  output  is 
suggestive  of  adrenal  hyperfunction,  ade- 
noma, or  carcinoma.  High  urinary  estro- 
gens do  not  help  very  much  in  differentiat- 
ing between  functional  sexual  precocity  and 
the  estrogenic  ovarian  neoplasms.  When  a 
case  justifies  operative  exploration  of  the 
gonads  and  adrenals  is  largely  a matter  of 
judgment.  As  a very  rough  rule,  palpation 
of  the  gonads  should  be  repeated  at  fairly 
frequent  intervals  over  a considerable  period 
of  time.  If  symptoms  are  persistent  or  pro- 
gressive without  gonadal  enlargement,  ad- 
renocortical disease  should  be  suspected. 

The  problem  of  the  cases  of  precocity,  of 
defeminization,  masculinization,  or  of  obes- 
ity is  very  difficult,  and  is  probably  most 
often  fully  solved  only  by  the  later  develop- 
ments and  outcome  of  the  case.  The  only 
generalization  which  can  be  made  is  that  def- 
inite masculinization  refers  usually  to  dis- 
turbances of  the  adrenal,  to  ectopic  adrenal 
tissue,  or  to  masculinizing  tumors  of  the  ov- 
ary. One  should  always  make  sure  that 
hypomastia,  a large  clitoris,  etc.  is  of  recent 
development  and  not  merely  a congenital  or 
purely  developmental  anomaly. 

The  incidence  and  degree  of  obesity  is  of 
little  value  in  diagnosis  because,  while  obes- 
ity is  quite  characteristic  of  pituitary  dys- 
function or  disease,  it  is  often  associated 
with  disturbances  of  the  adrenal.  The  dis- 
tribution of  fat  is  of  considerable  import- 
ance. The  patient  who  develops  a heavy 
sheath  of  fat  from  the  elbows  to  the  knees, 
the  forearms  and  lower  legs  remaining  trim, 
is  almost  always  a simple  case  of  hypothala- 
mic dysfunction,  the  pituitary  reactions 
being  secondary  and  functional  in  the  vast 
majority  of  these  very  commonly-seen  cases. 

The  patient  who  has  an  enormous  deposit 
of  fat  on  the  face  and  anterior  aspect  of 
the  trunk,  the  extremities  and  buttocks  re- 
maining normal  or  even  shrinking,  should  be 
thought  of  as  a probable  case  of  pituitary 
basophilism  (Cushing’s  syndrome).  The 
obesity  sometimes  associated  with  thyroid 
deficiency  is  usually  overshadowed  by  the 
clinical  and  laboratory  evidence  of  hypothy- 
roidism. One  must  never  foi'get  that  obesity 
of  the  hereditary  type,  of  the  metabolic- 
habitus  type,  or  of  the  simple  overfeeding 
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type,  may  be  coincidental  with  various  mens- 
trual and  other  genital  dysfunctions.  In  all 
of  tliese,  the  distribution  of  fat  is  more  or 
less  uniform  except  for  the  major  deposits 
on  the  flanks,  hips,  and  abdomen.  In  partic- 
ular, there  is  no  disproportionate  enlarge- 
ment or  shrinkage  of  the  upper  arms  and 
thighs. 

Conversely,  careful  differentiation  should 
be  made  between  defeminization  and  emacia- 
tion, and  shrinkage  of  the  breasts  from  de- 
velopmental peculiarities,  wasting  diseases, 
or  malnutrition. 

It  is  unwise  to  attach  too  much  import- 
ance to  hypertrichosis  as  an  evidence  of 
masculinization.  It  is  very  commonly  hered- 
itary or  racial,  and  is  often  absent  or  very 
slight  in  serious  adrenal  or  pituitary  disease. 

The  case  of  oligo-hypo-amenorrhea  is 
much  more  likely  to  be  only  an  individual  pe- 
culiarity, the  result  of  hypoestrinism  or  of 
hypoovarism,  of  early  or  ectopic  pregnancy, 
or  of  hyperestrinism,  than  of  serious  adrenal 
or  pituitary  disease. 

In  the  final  diagnosis  and  treatment  of 
cases  of  the  genital  expression  of  adrenocor- 
tical, pituitary,  ovarian  disease,  one  must  re- 
member that  in  each  instance  the  causative 
specific  dysfunction  may  be  1.  purely  func- 
tional; 2.  associated  with  a specific  hyper- 
plasia ; 3.  caused  by  a functioning  neoplasm 
which  may  be  a benign  adenoma  or  a pri- 
mary carcinoma ; 4.  secondary  to  dysfunction 
or  neoplasm  elsewhere.  There  is  no  known 
practical  means  of  early  differentiation  be- 
tween these  four  groups. 

The  simplest  case  is  the  purely  functional 
hypothalamic-pituitary  obesity  with  oligo- 
hpyo-amenorrhea.  The  fat  distribution  is 
from  the  elbows  to  the  knees ; the  patient  is 
well  and  strong ; the  disposition  is  almost  al- 
ways cheerful  or  even  jolly;  the  skin  is  clear 
and  free  from  blemishes,  pigmentation,  or 
hirsutism  (except  in  rare  cases).  These  cases 
may  safely  be  watched  and  given  a good 
prognosis.  Persistent  headache  calls  for 
prompt  ophthalmic  study,  and  x-ray  studies 
of  the  sella  turcica  although  the  latter  are 
difficult  of  interpretation  and  the  findings 
by  no  means  constant) . 

Next  in  ease  of  diagnosis  comes  the  ar- 
rhenoblastoma  or  adreno-cortical-rest  tumor 
of  the  ovary.  Defeminization  progresses  rap- 
idly to  masculinization  of  variable  degree. 
The  chief  pitfalls  lie  in  the  misinterpretation 


of  a tubal  or  other  inflammatory  mass,  and 
in  the  fact  that  there  may  be  a coincident 
solid  tumor  of  non-related  type  in  the  ovary. 

The  feminizing  tumor  (granulosa  cell  or 
thecoma)  associated  with  obesity  presents 
little  difficulty  in  the  juvenile  or  senile  pa- 
tient— it  may  be  very  difficult  to  make  a de- 
cision in  the  functionally  mature  woman. 
While  menometrorrhagia  is  the  rule,  amen- 
orrhea may  also  result  from  the  hyperestrin- 
ism, or  the  bleeding  phenomena  may  be  ap- 
parently normal.  There  are  two  extremely 
common  pitfalls  in  diagnosis:  1.  the  well- 

nigh  universal  follicle  cyst  of  hyperestrogen- 
ic  type  which  presents  an  identical  clinical 
and  endometrial  picture;  2.  the  patient  who 
has  been  taking  estrogens  for  one  reason  or 
another  over  a considerable  period  of  time. 
There  is  no  condition  which  is  more  exasper- 
ating to  the  gynecologist  or  more  causative 
of  justifiable  but  unnecessary  hospitaliza- 
tion, anesthesia,  and  curettage. 

The  patient,  a year  or  more  postmenopaus- 
al, presents  herself  with  an  enlarged  (in- 
stead of  an  atrophic)  bleeding  uterus.  A 
negative  endometrial  biopsy  can  not  be  relied 
upon  to  exclude  carcinoma,  so  adequate  cu- 
rettage must  be  done.  If  the  pathologist  re- 
ports hyperplasia  or  definite  estrogenic  ac- 
tivity, one  must  remember  that  the  ovarian 
tumor  may  still  be  impalpable,  even  under 
anesthesia.  The  only  alleviating  circum- 
stance is  the  fact  that  carcinoma  of  the 
endometrium  is  rarely  capable  of  rapid  in- 
vasion and  metastasis,  and  that  the  estrogen- 
ic tumors  of  the  ovary  are  of  low  malignant 
potential : hence,  if  a patient  is  known  to  be 
taking  estrogens,  the  therapy  may  be  safely 
discontinued  for  a period  sufficient  to  per- 
mit regression  of  the  endomentrial  changes 
before  going  on  to  curettage. 

Adiposis  dolorosa  is  characterized  by  dis- 
tribution of  the  fat  in  painful  lumps. 

Pituitary  basophilism  should  be  suspected 
when  the  fat  is  facial  and  anterior,  with  un- 
affected legs  and  thighs  and  shrunken  but- 
tocks, coupled  with  sevei’e  and  progressive 
asthenia. 

The  rare  neoplastic  type  of  adiposogen- 
italism  resembles  the  very  common  simple 
hypothalamic-pituitary  deficiency  plus  per- 
sistent central  headache  and/or  retinal 
changes. 

The  chromophobic  neoplasm  of  the  pitui- 
tary area  should  be  suspected  in  cases  of 
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marked  and  progressive  asthenia,  coupled 
with  early  retinal  changes  and  neurologic 
symptoms,  variable  types  and  degress  of 
obesity,  and  late  or  absent  menstrual  dis- 
turbances. 

Addison’s  disease  is  usually  obvious  in  the 
patient  who  presents  herself  primarily  for 
menstrual  disturbances. 

Variable  degrees  of  defeminization-mascu- 
linization,  more  often  manifested  by  localized 
hypertrophies  with  oligo-hypo-amenorrhea 


and  atypical  obesity  than  by  a generalized 
reversal  of  sex-characteristics,  suggests  ad- 
renocortical hyperfunction,  hyperplasia,  ad- 
enoma or  carcinoma.  Persistent  absence  of 
an  ovarian  tumor  makes  the  diagnosis  more 
probable. 

A number  of  diseases  of  this  type  (rel- 
ative or  absolute  hypopituitarism,  crani- 
opharyngioma, Lawrence-Moon-Biedl  d i s- 
ease,  etc.)  are  of  very  rare  occurence  and 
hence  do  not  warrant  discussion  here. 


* * * 


Fractures  Treated  Conservatively 

W.  R.  HAMSA,  M.D.,  and  L.  S.  CAMPELL,  M.D. 

From  the  Department  of  Orthopedics,  University  of  Nebraska  College  of  Medicine 
and  the  Bishop  Clarkson  Memorial  Hospital. 


The  demonstration  of  a fracture  on  roent- 
genological examination  of  an  injured  ex- 
tremity is  associated  with  immediate  plans 
for  the  treatment  of  the  injury.  These  plans 
vary  according  to  degree  of  inj  ury  and  to  the 
views  of  the  attending  physician.  He  will 
naturally  institute  that  type  of  treatment 
which  in  his  hands  has  produced  satisfac- 
tory results  in  other  patients  with  similar  in- 
juries. Differences  of  opinion  between  physi- 
cians i-egarding  treatment  in  the  same  pa- 
tient are  therefore  understandable.  These 
differences  are  not  as  common  in  severe  frac- 
tures, but  are  more  obvious  in  fractures  of 
children  and  in  fractures  with  little  or  no  dis- 
placement. 

The  chief  characteristic  of  long  bones  in 
children  is  their  growth  in  length.  Epiphyseal 
growth,  occurring  at  each  end,  proceeds  in  an 
orderly  manner,  producing  new  trabeculae. 
These  bony  trabeculae  are  simultaneously 
being  recast  to  withstand  the  forces  of  use 
and  to  gradually  assume  the  form  of  the 
adult  bone.  The  area  of  shaft  next  to  the 
epiphysis  is  known  as  the  metaphysis  and  is 
the  widest  portion  of  the  bone.  Epiphyseal 
growth  addition  to  the  metaphysis  would  pro- 
duce a very  thick  bone  were  it  not  for  the 
constant  remodeling  going  on  throughout  the 
period  of  local  growth This  remodeling 
is  not  confined  to  developing  bone  alone,  but 
occurs  in  any  change  associated  with  bone 
deposition,  as  occasioned  by  disease  or  in- 
jury. Fractures  in  children  demonstrate  this 
remodeling  capacity  to  a degree  in  reverse 
proportion  to  their  age.  This  ability  may  be 
utilized  to  advantage  in  many  injuries. 


Fractures  of  the  femural  shaft  in  infants 
and  children  present  the  same  picture  as  in 
adults.  However,  undisplaced  fractures  are 
common  and  since  no  reduction  is  necessary, 
treatment  consists  of  protection  alone,  pre- 
ferably by  a double  spica  plaster  cast.  In 
displaced  fractures  of  children  under  eight 
years  of  age,  an  attempt  should  be  made  to 
reduce  the  displacement,  followed  by  similar 
immobilization.  Failure  to  obtain  satisfac- 
tory position  should  not  be  considered  reason 
for  surgical  intervention.  Bryant’s  overhead 
suspension  traction  is  applied,  using  suffi- 
cient weight  to  lift  both  buttocks  off  the 
mattress.  A muslin  band,  six  inches  to  eight 
inches  wide,  across  iliac  crests  and  pinned  to 
mattress  serves  as  a restraint  and  as  a means 
of  establishing  some  countertraction.  Callus 
is  evident  on  x-ray  examination  in  three  to 
four  weeks.  Cast  fixation  may  then  be  ap- 


Figure  1.  Two-year-old  girl,  original  x-ray,  three  weeks 
later,  and  two  years  following  fracture  of  femur. 

plied  until  union  is  solid.  Alignment  in  the 
longitudinal  axis  is  the  prime  consideration. 
The  remodeling  process  active  in  growing 
bone  will  compensate  for  marked  lateral  dis- 
placement (Fig.  1).  Increased  vascularity  in- 
cidental to  physiological  demands  of  the  in- 
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jury  will  compensate  for  considerable  short- 
ening. 

In  children  above  the  age  of  eight  years, 
overhead  traction  suspension  is  not  as  suc- 
cessful, due  to  adaptive  shortening  of  ham- 
string muscles,  incidental  to  growth.  Skin 
or  skeletal  traction  with  Thomas  splint  is  ap- 
plied, resuming  the  routine  and  criteria  of 
overhead  traction  suspension  (Fig  2). 


Figure  2.  Ten-year-old  boy,  original  x-ray,  two  weeks 
later  in  best  position  obtained  in  view  of  refusal  to  submit  to 
more  radical  reduction,  and  four  years  following  fracture  of 
femur. 

Failure  to  re-establish  the  bone  fragments 
in  the  longitudinal  axis  produces  the  com- 
monest complication  of  long  fractures.  The 
remodeling  ability  of  the  growing  bone  is  not 
as  capable  of  correcting  these  deviations. 
Late  disalignments  causing  derangement  or 
strain  of  joints  below  the  level  of  deformity 
may  be  corrected  by  osteotomy  if  degree  of 
deformity  and  symptoms  are  sufficiently 
prominent  (Fig.  3).  Shortening  of  extremity. 


3.  Five-year-old  boy,  two  years  following  fracture 
of  tibia  and  three  months  following  correction  by  osteotomy. 


the  second  common  complication,  is  often 
compensated  by  subsequent  growth  to  make 
up  leg  length  differences  of  one  inch. 

Fracture  of  the  neck  of  femur  in  adults 
still  remains  a major  problem.  The  advent 
of  fixation  of  the  fracture  by  pinning  im- 
proved the  prospects  of  ultimate  healing, 
usually  with  little  surgical  risk.  Complica- 
tions are  non-union  and  late  necrosis  of  the 
femoral  head  due  to  injury  and  circulatory 


deficiency.  In  three  hundred  consecutive 
cases,  Boyd  and  George^^b  reported  86.5  per- 
cent of  bony  union.  In  the  non-union  group, 
60  percent  developed  late  aseptic  necrosis  of 
the  head  fragment  compared  to  only  33  per- 
cent in  the  cases  progressing  to  bony  healing. 
These  three  hundred  cases  consisted  of  dis- 
placed and  impacted  fractures.  All  were 
pinned,  the  former  after  reduction,  the  latter 
without  disturbing  the  impaction  if  position 
was  satisfactory,  but  breaking  up  the  impac- 
tion to  reduce  the  fracture  adequately  if  posi- 
tion was  not  satisfactory. 

The  group  of  impacted  fractures  in  good 
position  in  both  roentgenological  views  needs 
more  conservative  treatment  in  our  opinion. 
The  traumatic  impaction  if  often  sufficiently 
stable  to  allow  weight  bearing  with  little  pain 
— we  have  all  had  patients  who  walked  with 
little  discomfort  following  a fall,  who  did  not 
seek  help  for  ten  to  fourteen  days,  and  then 
only  because  of  persistence  of  hip  pain.  At 
that  time,  x-ray  examination  revealed  an  im- 
pacted fracture  of  the  neck  of  femur  in  neu- 
tral or  slight  valgus  position.  The  physiology 
of  fracture  healing  is  associated  with  minute 
necrosis  of  the  ends  of  the  fragments,  caused 
by  the  trauma  and  replaced  by  granulation 
tissue  between  the  fourteenth  and  twenty- 
first  day,  after  which  period,  greater  stabil- 
ity again  occurs.  It  is  possible  that  the  un- 
protected impaction  of  the  hip  may  “dis-im- 
pact”  during  the  granulation  stage,  causing 
a typical  derangement.  Would  it  not  be  log- 
ical to  protect  the  freshly  impacted  frac- 
ture of  the  neck  of  the  femur  in  good  posi- 
tion past  the  “danger”  period,  thereby  avoid- 
ing further  injury  to  the  head  fragment  by 
surgical  pinning?  Would  not  the  head  frag- 
ment following  such  a fracture  be  less  apt  to 
undergo  aseptic  necrosis  if  the  additional 
trauma  of  pinning  were  avoided  ? Conserva- 
tive treatment  of  these  fractures  seems  most 
logicaB^b  Assuming  that  periodic  roent- 
genological examinations  show  no  change  in 
position.  Russell  tration  for  four  weeks  is 
followed  by  gradual  weight  bearing,  using 
crutches  alone  and  proceeding  thus  to  the 
sixth  month  following  injury,  which  is  the 
time  necessary  for  physiological  healing, 
whether  the  fracture  is  pinned  or  merely 
protected  (fig.  4).  Should  the  impaction 
loosen  and  fragments  displace,  the  routine 
for  displaced  fractures  may  still  be  followed 
with  prospect  of  good  healing. 

Fracture  of  the  clavicle  is  one  of  the  com- 
monest bone  injuries  encountered.  Numerous 
methods  of  treatment  have  been  advocated, 
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each  with  its  enthusiasts.  All  obtain  reduc- 
tion by  pulling  the  shoulder  backward,  up- 
ward, and  outward.  The  maintenance  of  this 
reduction  however,  presents  a problem  in 
all  methods.  All  dressings  become  loose  or 
are  loosened  for  comfort,  hence,  all  allow 
some  loss  of  reduction,  particularly  if  the  pa- 
tient is  ambulatory.  Thus  healing  in  all 
clavicular  fractures  is  associated  with  a 

I 


Figure  4.  Fifty-five-year-old  female,  five  months  following 
conservative  treatment  of  impacted  valgus  fracture  of  neck  of 
femur. 


varying  degree  of  malunion.  Function,  how- 
ever, is  invariably  good.  The  treatment  or 
the  fractured  clavicle  resolves  itself  in  the 
majority  of  cases  to  the  simplest  dressing 
possible,  aimed  at  comfort  of  the  patient. 
The  posterior  figure  of  8 bandage  and  sling 
are  usually  adequate ; addition  of  a sling  of- 
fers elevation  of  the  injured  extremity,  a 
symptomatic  as  well  as  a mechanical  feature. 
In  females,  where  a cosmetic  result  is  of 
primary  importance,  bed  rest  on  a firm  matt- 
ress with  five  to  ten  pounds  of  lateral  trac- 
tion to  the  arm,  produces  the  best  result. 
Only  rarely  will  the  severely  displaced,  or 
comminuted  fracture,  such  as  occurs  at  the 
junction  of  inner  and  middle  thirds,  neces- 


sitate open  reduction.  Lastly,  the  remodel- 
ing ability  of  bone  in  individuals  through 
adolescent  age  will  correct  quite  marked  dis- 


Figure  5.  Sixteen-year-old  girl,  ten  days  after  traction  to 
arm  in  recumbency  for  fracture  of  clavicle,  and  eighteen 
months  after  injury. 


placements  and  will  absorb  large  callus  mas- 
ses (Fig.  5).  Adults  demonstrate  this  abil- 
ity to  a lesser  degree. 

SUMMARY 

1.  Long  bone  fractures  in  children  must 
primarily  have  correction  of  the  axial  dis- 
placement ; residual  growth  will  correct 
marked  lateral  and  anteroposterior  displace- 
ments. 

2.  The  impacted  fracture  of  the  neck  of 
femur  in  normal  or  valgus  position  should  be 
treated  conservatively  unless  displacement 
of  fracture  fragments  occurs. 

3.  The  fractured  clavicle  responds  well  to 
simple  immobilization,  aimed  primarily  at 
the  patient’s  comfort  during  the  healing 
stage. 
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TERRAMYCIN  EFFECTIVE  AGAINST  TWO  TYPES  OF  PNEUMONIA 


Results  indicate  that  terramycin,  a newer  anti- 
biotic drug  derived  from  a mold,  is  remarkably  ef- 
fective against  both  pneumococcic  and  virus  pneu- 
monia, a group  of  New  York  doctors  report  in  the 
August  12  Journal  of  the  American  Medical  Associa- 
tion. 

Terramycin  proved  to  be  valuable  in  treating  18 
patients  with  pneumonia  due  to  pneumococcus  mi- 
crobes and  seven  patients  with  virus  pneumonia, 
Drs.  George  W.  Melcher  Jr.,  Count  D.  Gibson  Jr., 
Harry  M.  Rose  and  Yale  Kneeland  Jr.  of  the  Colum- 


bia University  College  of  Physicians  and  Surgeons 
and  Presbyterian  Hospital  say. 

“Results  indicate  that  terramycin  is  remarkably 
effective  in  the  treatment  of  both  types  of  infection,” 
the  doctors  point  out. 

The  drug  was  administered  by  mouth  in  the  form 
of  tablets  or  capsules.  Vomiting  and  nausea  oc- 
curred in  some  patients  as  side  effects  of  teri’amycin, 
but  these  symptoms  seemed  less  severe  than  similar 
reactions  observed  in  patients  following  administra- 
tion of  aureomycin,  according  to  the  doctors. 


The  Dentists’  Viewpoint 

W.  P.  HIGGINS,  D.D.S. 

Albion,  Nebraska 


Mr.  President  and  members  of  The  Ne- 
braska State  Medical  Association.  I am  glad 
to  have  this  opportunity  of  meeting  with 
you  today  and  to  bring  you  greetings  and 
good  wishes  from  the  Nebraska  State  Dental 
Association.  We  of  the  Medical  and  Dental 
professions  have  so  much  in  common  that  it 
is  appropriate  for  us  to  meet  and  discuss  our 
plans  and  problems  together.  We  have  the 
same  patients,  seeking  the  same  type  of 
service,  beset  with  the  same  fears  and  wor- 
ries, and  looking  to  us  with  the  same  hope 
and  confidence.  Our  economic  and  politico- 
social  problems  are  alike  and  responsive  to 
the  same  treatment.  It  should  be  to  our 
mutual  advantage  to  find  a common  treat- 
ment formula  and  a common  means  of  ad- 
ministering that  formula  to  cure  some  of  our 
ills.  The  major  ill  that  is  confronting  both 
organizations  at  this  time  is  the  threat  of 
government  control  of  medical  and  dental 
practice. 

It  is  not  necessary  for  me  to  review  here 
the  reasons  why  your  association  and  mine 
are  opposed  to  President  Truman’s  plan  to 
socialize  the  practice  of  medicine  and  den- 
tistry. It  is  time  we  quit  putting  forth 
arguments  that  appear  to  be  designed  to 
convince  ourselves  and  time  for  us  to  turn 
our  consideration  to  those  who  are  misled 
and  need  to  be  convinced  that  the  effects  of 
this  political  scheme  would  be  bad  for  them. 
Sufficient  for  me  to  paraphrase  Calvin  Cool- 
idge’s  famous  remark  about  his  pastor’s  atti- 
tude toward  sin ; we  are  agin  it. 

The  public  knows  about  the  forthright 
and  determined  fight  that  the  medical  asso- 
ciation is  waging  against  this  monstrous 
fraud  clothed  in  the  false  title  of  govern- 
ment health  insurance.  Your  public  infor- 
mation program  has  been  acclaimed 
throughout  the  nation. 

The  part  that  is  being  played  by  dentists 
and  their  organizations  may  not  be  so  well 
known.  In  fact  some  people  may  wonder  if 
dentistry  has  a plan  of  opposition  to  this 
proposed  plan  of  socialism.  Let  me  assure 
you  that  we  are  keenly  alert  to  the  danger 
of  this  threat  and  are  vigorously  opposing 
it.  Our  plan  of  opposition  includes  a well 
defined  program  of  constructive  measures 
to  be  substituted  for  this  political  scheme. 
Without  detailing  the  means  of  implement- 


ing this  program,  let  me  say  that  it  involves 
close  organization  on  a local  level,  with  a 
high  percent  of  member  participation  and  a 
close  integration  of  local,  district  and  state 
societies. 

Thanks  to  the  nature  of  their  training  and 
daily  activities,  dentists  are  accustomed  to 
close  collaboration  with  one  another  and 
with  their  patients.  The  very  nature  of  a 
dentist’s  service,  requiring  as  it  does,  close 
cooperation  of  dentist  and  patient,  present- 
ing situations  that  must  be  handled  with 
skill  and  understanding  many  times  each 
day,  requires  him  to  learn  and  practice  good 
patient-doctor  relationship.  Thus  of  neces- 
sity he  acquires  the  foundation  for  develop- 
ing sound  public  relations.  It  is  on  this  bas- 
is of  plain,  old-fashioned  neighborly  good 
will  that  we  have  developed  what  we  are 
proud  to  regard  as  pretty  general  public  ap- 
proval of  our  profession  and  its  activities. 

Our  missionary  work  in  combating  social- 
ized practice  is  being  done  by  the  dentist 
among  his  patients  and  their  families  and 
his  daily  associates  in  his  home  community, 
cultivating  the  field  of  good  will  that  is 
potentially  most  productive.  Our  efforts 
need  not  be  directed  to  the  National  Associ- 
ation of  Manufacturers,  National  Chamber 
of  Commerce,  Bankers  Association  and  such 
organizations  that  were  concerned  about  the 
threat  of  socialism  before  we  were.  Let  us 
instead  direct  our  efforts  to  the  folks  at 
home,  our  neighbors,  those  people  on  both 
sides  of  the  tracks  who  need  to  be  con- 
vinced of  the  justice  of  our  cause  and  of  the 
benefits  that  will  accrue  to  themselves.  Play 
the  politician’s  game  right  back  at  him  and 
put  on  a campaign  of  ringing  door  bells. 
Even  those  who  can  not  read,  can  and  do 
vote. 

To  the  dental  profession  these  are  not  new 
thoughts.  As  evidence  of  our  early  concern 
about  this  problem  and  our  plan  of  combat- 
ing it  let  us  go  back  a number  of  years  and 
allow  me  to  quote  briefly  from  an  article 
that  I wrote  for  the  Nebraska  State  Dental 
Journal  in  1941,  entitled  “Future  Of  Dental 
Standards  Under  Government  Control.’’  “It 
is  therefore  imperative  for  us  to  strengthen 
our  societies  and  organize  more  small  groups 
and  study  clubs”  and  “Whether  politicians  or 
the  profession  itself  shall  control  the  future 
practice  of  dentistry  depends  largely  on  the 
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support  we  as  individual  dentists  give  our 
organization.” 

In  conclusion  let  me  say  that  my  associa- 
tions with  physicians  both  in  a personal  and 
professional  capacity  have  always  been  most 
pleasant  and  profitable.  I hold  in  high  es- 
teem the  many  splendid  doctors  whom  I am 
proud  to  be  privileged  to  call  my  friends. 


That  same  spirit  of  friendly  cooperation 
can  and  should  characterize  our  organiza- 
tions. Public  relations  must  be  cooperative 
on  all  levels,  not  competitive.  Instead  of 
moving  down  two  parallel  paths  that  never 
meet,  propelled  by  the  same  motives  and 
pursuing  the  same  end ; let  us  move  over  and 
join  ranks  and  with  one  solid  front  push 
onward  to  our  common  objective. 


^ ^ ^ 


Lumbar  Sympathectomy* 

(Report  of  Fifty-five  Cases  from  Kansas  City  General  Hospital) 

GEORGE  N.  JOHNSON,  M.D. 

Omaha,  Nebraska 
F.  I.  WILSON,  M.D. 

Kansas  City,  Missouri 


INTRODUCTION 

Surgery  of  the  sympathetic  system  is  no 
longer  in  the  experimental  stage.  In  the 
last  twenty  years  there  has  been  a great 
increase  in  the  knowledge  of  the  anatomy  and 
physiology  of  this  system.  This  has  im- 
proved the  results  of  surgery  because  of  bet- 
ter application  of  that  method. 

DeTakats,  Ochsner,  Allen,  Smithwick  and 
White  have  listed  the  following  conditions 
for  which  lumbar  sympathectomy  is  defi- 
nitely indicated. 

1.  Raynaud’s  Disease. 

2.  Thromboangeitis  Obliterans. 

3.  Causalgia. 

4.  Chronic  deep  ilio-femoral  thrombosis  with 
edema  or  leg  ulcers. 

5.  Preliminary  to  surgical  repair  of  arterio- 
venous fistula,  or  arterial  aneurysm,  of  the  lower 
extremity. 

6.  Arteriosclerosis. 

7.  Frostbite  and  immersion  foot. 

8.  Traumatic  injuries  of  the  major  vessels  of  the 
leg. 

9.  Vaso-spastic  conditions  of  the  lower  extremi- 
ties, such  as  reflex  sympathetic  dystrophy. 

10.  Ei-ythromelalgia. 

11.  Hyperhidrosis. 

12.  Acute  occlusion  of  major  peripheral  arteries. 

We  are  reporting  fifty-five  cases  of  per- 
ipheral vascular  disease  of  the  lower  extrem- 
ities. These  patients  have  had  a lumbar 
sympathectomy  at  the  Kansas  City  General 
Hospital  No.  1 — also  we  are  reporting  the 
follow-up  of  these  cases.  They  were  all  oper- 
ated on  in  the  period  from  April  1,  1946  to 
May  1,  1948.  There  was  no  hospital  or  oper- 
ative mortality. 

*Read  before  the  Annual  Assembly  of  Nebraska  State  Med- 
ical Association,  May  2,  1950. 


The  following  is  the  group  classification 
of  the  peripheral  vascular  cases  included  in 


this  report: 

Chronic  Ilio-Femoral  Thrombophlebitis 

with  Ulceration 8 Cases 

Postphlebitic  Edema 3 Cases 

Varicose  Ulcers  with  Eczema 7 Cases 

Arteriosclerosis  with  Ulceration 13  Cases 

Combined  Arteriosclerotic  and  Varicose 

Ulcers  4 Cases 

Arterial  Occlusion 6 Cases 

Causalgia  5 Cases 

Frostbite 7 Cases 

Ergot  Intoxication 1 Case 

Severed  Femoral  Artery,  Traumatic 1 Case 


The  age  of  the  patients  ranged  from 
twenty-eight  to  ninety  years.  The  average 
age  was  fifty-six  years. 

CHRONIC  ILIO-FEMORAL 
THROMBOPHLEBITIS  WITH  ULCERATION 
(8  Cases) 

Each  of  these  eight  cases  had  an  ulcer  on 
the  medial  aspect  of  the  lower  one-third  of 
the  leg.  All  had  edema  and  varicose  veins 
present  which  were  probably  caused  by  vaso- 
spasm. Lumbar  sympathectomy  was  done 
to  relieve  the  spasm.  We  believe  the  spastic 
condition  was  caused  by  the  pre-existing 
thrombophlebitis  (milk  leg,  old).  Conserva- 
tive therapy,  such  as  injection  of  superficial 
varicosities,  ace  bandages,  many  different 
ointments  and  bed-rest,  had  been  tried  for  a 
long  time  with  no  permanent  improvement. 
Many  of  these  cases  have  spent  as  much  as 
three  months  out  of  every  year  in  the  hos- 
pital receiving  palliative  treatment.  Most  of 
them  showed  large  ulcerations  on  the  medial 
aspect  of  the  ankle,  induration  of  the  sur- 
rounding skin  and  edema  of  the  lower  leg 
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and  foot.  Often  the  skin  was  moist,  cold 
and  clammy.  Itching  of  the  skin  involved 
leg  was  bitterly  complained  of  in  fifty  per- 
cent of  the  cases.  The  first,  second  and 
third  lumbar  sympathetic  ganglia  were  in- 
jected with  novocaine;  there  was  often  a 
dramatic  relief  of  pain  and  swelling,  also 
the  foot  became  warm  and  dry. 

TABLE  1 

CHRONIC  ILIO-FEMORAL  THROMBOPHLEBITIC 
WITH  ULCERATION 
8 Cases 


Duration 

Lumbar 

Postoperative 

Initials 

Age 

Sex 

Disease 

Sympathectomy 

Results 

A.S. 

67 

M 

17  yrs. 

Rt.  and  Left 

21  months — Fair 

K.V. 

34 

M 

17  yrs. 

Rt.  and  Left 

21  months — Fair 

H.K. 

34 

M 

15  yrs. 

Left 

16  months — Good 

A.B. 

75 

F 

5 yrs. 

Left 

16  months — Excellent 

M.A. 

28 

F 

9 yrs. 

Left 

21  months — Excellent 

R.P. 

51 

M 

10  yrs. 

Left 

12  months — Excellent 

S.P. 

32 

M 

7 yrs. 

Left 

13  months — Poor 

E.K. 

34 

M 

20  yrs. 

Rt.  and  Left 

3 months — Fair 

(In  this,  and  the  succeeding  charts,  excellent  result  means 
marked  improvement,  but  not  necessarily  a complete  return  to 
normal.) 

The  initials,  age,  sex,  duration  of  disease 
and  postoperative  follow-up  of  the  eight 
cases  of  Chronic  Deep  Thrombophlebitis 
with  ulceration,  who  have  had  lumbar  sym- 
pathectomy, are  listed  in  Table  No.  1.  Tlie 
duration  of  deep  phlebitis  with  leg  ulcers 


Figure  1 


ranges  from  five  years  to  seventeen  years. 
Prior  to  surgery  all  patients  used  Ace  band- 
ages in  order  to  control  the  edema  of  the 
extremity.  Post-operatively  fifty  percent 
of  the  patients  have  completely  discarded 
the  use  of  the  elastic  support.  In  two  pa- 
tients the  ulcers  recurred,  one  in  two 
months,  the  other  in  one  year.  We  have 
listed  them  as  a poor  and  a fair  result.  The 
ulcer  in  the  second  patient  healed  promptly 


when  an  Ace  bandage  was  applied.  The  pa- 
tient prior  to  operation  had  worn  Ace  band- 
ages constantly  for  seventeen  years. 

Ochsner(^)  believes  that  the  edema  from 
the  thrombophlebitis  is  caused  by  arteriolar 
and  venal  spasms.  The  arteriolar  spasm 
causes  ischemic  anoxia  of  the  capillaries. 
Increased  permeability  of  the  capillary  endo- 
thelium results  in  an  excessive  exudation  of 
intravascular  fluid  into  the  perivascular 
spaces.  The  lumbar  sympathetic  block  in- 
hibits the  vasoconstrictor  effect.  (Refer  to 
Diagram) . 

CASE  1 

A white  female,  age  75  years  w’ith  a history  of 
deep  thrombophlebitis  and  leg  ulcers  on  the  medial 
surface  of  the  lower  extremity.  She  was  hospital- 
ized three  months  out  of  every  year  in  an  attempt 


Figure  2 — Case  1 


to  heal  the  numerous  large  ulcerations.  The  patient 
had  previously  received  all  forms  of  conservative 
therapy,  such  as  injections  and  ligation  of  the 
superficial  varicosities,  sulfonamide  dressings,  bed 
rest  and  elastic  support,  with  no  permanent  im- 
provement. The  patient  was  last  seen  in  Febniai’y, 
1947,  at  which  time  she  had  a large  medially  located 
leg  ulcer  with  edema.  (Fig.  2).  The  skin  of  the 
leg  and  foot  was  cold  and  clammy.  A paraverte- 
bral sympathetic  block  was  done  to  detennine  the 
amount  of  associated  vasospasm  present.  The  re- 
sults were  dramatic.  The  leg  became  waiTn,  pulsa- 
tion of  the  dorsalis  pedis  and  posterior  tibial  arter- 
ies became  stronger  and  the  peripheral  edema  and 
pain  subsided  in  forty-eight  hours.  On  Febioiaiy 
11,  1947,  under  spinal  anaesthesia,  the  sympathetic 
chain  and  ganglia  L-1,  L-2  and  L-3  were  removed. 

The  patient  had  an  uneventful  post-operative 
course  and  was  discharged  from  the  hospital  several 
weeks  later.  The  ulcerations  were  completely 
healed  for  the  first  time  in  five  years.  Figure  3 is 
the  same  case  fifteen  months  later  showing  no  re- 
currence of  the  ulceration. 
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Postphlebitic  edema  is  very  often  disab- 
ling. Therefore,  a major  procedure  such  as 
lumbar  sympathectomy,  which  will  produce 
a permanent  vasodilation  thereby  relieving 
the  edema,  might  be  advisable.  The  recent 
publications  on  Vitamin  E therapy  and  su- 
perficial femoral  vein  interruption  and  strip- 
ping of  saphenous  veins  are  so  promising 


Figure  3 — Case  1 


that  these  two  procedures  could  well  be  tried 
first.  We  have  used  these  two  therapeutic 
measures  in  a limited  number  of  cases,  but 
do  not  feel  qualified  to  evaluate  them  as  yet. 
However  we  intend  in  the  future  to  give 
these  methods  a trial.  If  the  symptoms  are 
not  sufficiently  relieved,  we  believe  that  a 
sympathectomy  should  be  performed,  there- 
by giving  the  patient  an  additional  oppor- 
tunity for  a more  complete  cure. 

TABLE  2 

POSTPHLEBITIC  EDEMA 
3 Cases 


Duration 

Lumbar 

Postoperative 

Initials 

Age 

Sex 

Disease 

Sympathectomy 

Results 

E.T. 

71 

F 

20  yrs. 

Right 

13  months — Excellent 

Z.L. 

38 

F 

3 yrs. 

Right 

15  months — Excellent 

R.S. 

55 

F 

3 yrs. 

Left 

15  months — Excellent 

The  patients  with  postphlebitic  edema 
listed  in  Table  No.  2 have  all  had  almost 
complete  relief  by  lumbar  sympathectomy. 
Prior  to  operation  all  of  these  patients  were 
required  to  wear  elastic  leg  bandages.  This 
is  no  longer  necessary. 

In  varicose  veins  with  eczema  there  is 
often  an  associated  venous  spasm  (due  to  an 


old  phlebitis)  and  incompetency  of  the 
valves  of  the  superficial  veins.  When  ve- 
nous spasm  is  present  the  skin  of  the  ex- 
tremity is  cold,  clammy  and  moist.  Lumbar 
sympathectomy  has  been  of  great  value  in 
these  cases  because  of  resulting  vasodilita- 
tion  causes  the  skin  to  be  warm  and  dry. 

TABLE  3 

VARICOSE  ECZEMA 
7 Cases 


Duration 

Lumbar 

Postoperative 

Initials 

Age 

Sex 

Disease 

Sympathectomy 

Results 

s.w. 

51 

F 

6 mos. 

Right 

21  months — Excellent 

J.K. 

61 

M 

1 yr. 

Right 

12  months — Excellent 

J.A. 

51 

M 

10  yrs. 

Right 

17  months — Excellent 

B.M. 

48 

M 

20  yrs. 

Left 

14  months — Excellent 

H.R. 

43 

M 

4 yrs. 

Rt.  and  Left 

16  months — Excellent 

E.P. 

67 

M 

2 yrs. 

Left 

15  months — Excellent 

E.Q. 

43 

F 

8 yrs. 

Rt.  and  Left 

1 month  • — Excellent 

The  seven  cases  of  varicose  eczema  in 
Table  No.  3 are  those  in  whom  high  ligation 
and  injection  of  sclerosing  colutions  had 
failed  to  cure  the  weeping  eczematous  le- 
sions. Sympathectomy  caused  the  lesions  to 
heal  pecause  vasodilitation  produced  a warm 
dry  skin. 

CASE  2 

J.K.,  a white  male,  age  61  years,  with  a history 
of  varicose  veins  for  many  years.  He  received  a 
high  ligation  and  injection  of  the  right  saphenous 
vein  several  years  ago.  One  year  ago  he  began  to 


(Left)  Figure  4 — Case  2 (Right)  Figure  5 — Case  2 


have  a varicose  ulcer  which  progressed  even  while 
receiving  medical  treatment.  The  patient  showed 
excellent  response  to  the  paravertebral  lumbar 
block. 

Figure  4 shows  the  eczematous  lesion  of  the  right 
lower  leg  prior  to  lumbar  sympathectomy.  The 
patient  had  an  uneventful  post-operative  convales- 
cence and  was  discharged  from  the  hospital  three 
weeks  after  surgery. 

Figure  5,  taken  three  weeks  later,  shows  com- 
plete healing  of  the  weeping  eczematous  ulcers. 
The  patient  was  able  to  return  to  work  three  weeks 
after  surgery  and  has  continued  to  work  without 
any  recurrences  for  the  past  eleven  months. 

The  remaining  six  patients  in  this  cate- 
gory, as  listed  in  Table  No.  3,  have  all  had 
excellent  results  post-operatively. 
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We  made  it  a point  to  instruct  all  patients 
who  have  had  sympathectomy  for  postphle- 
bitic  lesions  of  the  lower  extremities  to  be 
extremely  careful  and  not  traumatize  the 
healed  lesions. 

Patients  with  varicose  ulcers,  who  have 
associated  vasospasm  producing  increased 
pseudomotor  activity,  resist  all  forms  of 
conservative  therapy  because  the  increased 
perspiration  of  the  surrounding  skin  pro- 
vides an  excellent  media  for  bacteria  and 
fungus;  also  they  have  a lack  of  normal  cir- 
culation, both  arterial  and  venous. 

COMMENT 

A paravertebral  block  is  done  to  determine 
what  effect  the  release  of  spasm  will  have 
upon  the  surface  temperature'  and  sweating. 
In  all  our  cases  the  results  have  been  defi- 
nite. The  beneficial  effect  of  paravertebral 
block  gives  a definite  indication  that  perma- 
nent interruption  of  the  sympathetic  path- 
way is  desirable  in  legs  affected  by  post- 
thrombophlebitic spasm.  First,  vasospasm 
is  reduced  and  tissue  oxygenation  is  im- 
proved; second,  the  clammy  cool  extremity 
is  converted  into  a dry  warm  one  and  previ- 
ous intractable  fungus  infection  is  easier  to 
control.  Nearly  every  varicose  or  thrombo- 
phlebitic  ulcer  can  be  healed  by  bed  rest,  ele- 
vation and  proper  hygiene,  but  most  of  them 
will  break  down  again  under  ambulatory 
conditions,  particularly  when  the  involved 
leg  is  subjected  to  repeated  bumps  and  abra- 
sive injuries.  Healing  is  much  better  after 
lumbar  sympathectomy,  and  recurrences  are 
less  likely. 

ARTERIOSCLEROSIS 

Arteriosclerotic  Obliterans  may  be  defined 
as  that  type  of  arteriosclerosis  occurring 
typically  in  the  extremities  which  eventuates 
in  progressive  or  episodal  occlusion  of  the 
arterial  lumen.  It  is  the  most  common  of 
the  peripheral,  occlusive,  arterial  diseases 
and  accounts  for  between  fifty  to  sixty  per- 
cent of  such  cases.  It  is  commonly  a disease 
of  the  later  decades  of  life. 

Formerly  lumbar  sympathectomy  was 
done  infrequently  in  cases  of  arteriosclerotic 
obliterans^.  3, 8)_  Sympathectomy  is  of  defi- 
nite value  in  some  of  these  cases.  It  may 
relieve  mild  rest  pain  and  decrease  the 
amount  of  intermittent  claudication.  But  its 
chief  value  is  that  it  increases  blood  supply" 
to  the  feet  and  toes  and  protects  them  to 
some  extent  against  development  of  ulcer 
and  gangrene.  It  does  not  prevent  further 
arterial  occlusion  and  it  is  not  positive  in- 


creased insurance  against  gangrene.  The 
procedure  probably  only  causes  dilatation  of 
collateral  circulation  because  the  main  ves- 
sels are  fixed  by  the  obliterating  process.  By 
removing  the  vasoconstrictive  impulses  it 
produces  better  blood  flow  under  almost  all 
circumstances  than  would  exist  without 
sympathectomy  even  though  the  blood  sup- 
ply is  not  restored  to  normal.  Thus,  after 
sympathectomy,  the  extremities  are  better 
able  to  withstand  minor  trauma  and  subse- 
quent arterial  occlusion. 

We  have  performed  lumbar  sympathec- 
tomy on  twenty-two  patients  with  arterio- 
sclerotic diseases  of  the  lower  extremities. 
They  have  been  subdivided  into  three  sepa- 
rate divisions  as  follows;  Twelve  cases  of 
arteriosclerotic  ulcerations  of  the  lower  ex- 
tremities, four  cases  of  combined  arterio- 
sclerotic ulcerations  of  the  lower  extremi- 
ties, four  cases  of  combined  arteriosclerotic 
and  varicose  ulcers  and  six  cases  of  arterial 
occlusion.  These  cases  are  tabulated  in 
Tables  4,  5,  and  6. 


TABLE  4 

ARTERIOSCLEROTIC  ULCERS 
1 2 Cases 


Duration 

Lumbar 

Postoperative 

Initials 

Age 

Sex 

Disease 

Sympathectomy 

Results 

A.L. 

75 

M 

4 yrs. 

Left 

15  months — Excellent 

C.W. 

65 

M 

6 mos. 

Right 

12  months — Excellent 

C.S. 

63 

M 

6 mos. 

Right 

17  months — Excellent 

O.H. 

68 

F 

2 yrs. 

Rt.  and  Left 

3 months — Poor 

C.C. 

53 

F 

1 yr. 

Left 

12  months — Fair 

N.L. 

67 

F 

2 yrs. 

Right 

9 months — Excellent 

J.L. 

55 

M 

1 yr. 

Rt.  and  Left 

2 months — Excellent 

H.S. 

54 

M 

1 yr. 

Rt.  and  Left 

3 months — Improved 

F.K. 

54 

M 

4 yrs. 

Rt.  and  Left 

2 months — Improved 

C.G. 

62 

M 

6 mos. 

Left 

1 month  — Excellent 

0.0. 

61 

M 

5 mos. 

Rt.  and  Left 

1 month  — Excellent 

J.T. 

61 

M 

2 mos. 

Rt.  and  Left 

1 month  — Excellent 

TABLE  5 

COMBINED  ARTERIOSCLEROTIC  AND  VARICOSE  ULCERS 
4 Cases 


Initials 

Age 

Sex 

Duration 

Disease 

Lumbar 

Sympathectomy 

Postoperative 

Results 

J.O. 

63 

M 

6 yrs. 

Right 

16  months — Excellent 

J.L. 

55 

M 

4 yrs. 

Rt.  and  Left 

20  months — Excellent 

M.B. 

66 

F 

15  yrs. 

Right 

13  months — Excellent 

L.S. 

67 

F 

10  yrs. 

Rt.  and  Left 

2 months — Excellent 

TABLE  6 


ARTERIAL  OCCLUSION  OF  ANTERIOR  TIBIAL  ARTERY, 
POSTERIOR  TIBIAL  ARTERY,  OR  BOTH 


L.E. 

68 

M 

6 mos. 

6 Cases 
Left 

15  months — Excellent 

L.D. 

54 

F 

30  hrs. 

Right 

1 month  — Excellent 

C.N. 

44 

M 

48  hrs. 

Left 

10  months — Excellent 

H.C. 

52 

M 

2 mos. 

Rt.  and  Left 

1 month  — Fair 

W.F. 

47 

M 

3 days 

Rt.  and  Left 

1 month  — Fair 

J.M. 

85 

M 

2 mos. 

Rt.  and  Left 

1 month  — Excellent 

It  will  be  noted  from  Tables  4,  5,  and  6, 
that  most  of  the  patients  with  arterioscle- 
rotic disease  processes  on  whom  we  have 
performed  lumbar  sympathectomy  are  in  the 
5th,  6th  and  7th  decades  of  life.  There  was 
no  operative  mortality.  All  of  these  patients 
withstood  surgery  very  well.  They  were 
ambulatory  by  the  third  post-operative  day. 
We  feel  that  early  ambulation  has  helped  to 
make  the  post-operative  convalescence  un- 
eventful. 


290 


LUMBAR  SYMPATHECTOMY:  JOHNSON,  WILSON 


Nebr.  S.  M.  Jour. 
September,  1950 


Some  of  the  writers  belie ve<®>  that  sym- 
pathectomy in  patients  past  sixty  years  is 
contraindicated.  The  results  of  these  eight 
cases  of  arteriosclerotic  disease  of  the  leg 
tend  to  disprove  their  contention.  Many  of 
these  patients  give  the  history  of  having 
had  varicose  veins  for  years  and  have  re- 
ceived the  high  ligation  and  injection  treat- 
ment of  the  great  saphenous  vein.  The  ar- 
teriosclerotic peripheral  vascular  disease 
process  is  superimposed  on  varicose  veins 
and  varicose  ulcers.  The  latter  they  have 
had  for  years. 

The.  following  criteria  was  present  in  these 
cases  with  arteriosclerotic  ulcers:  1.  All 

were  in  the  fourth,  fifth,  sixth  or  seventh 
decade  of  life;  2.  Moisture  of  the  feet  was 
marked;  3.  Arterial  pulsations  in  the  feet 
were  barely  palpable  in  only  thirty  percent 
of  the  cases;  4.  All  had  ulcers  located  over 
the  antero-lateral  aspect  of  the  lower  leg; 
5.  All  had  received  previous  conservative 
therapy. 

CASE  3 

M.B.,  66  years  old,  white,  female  who  had  a previ- 
ous histoiy  of  varicose  veins  and  small  varicose 
ulcer  on  medial  aspect  of  the  right  ankle  for  fifteen 
years.  The  ulcer  resisted  all  forms  of  conservative 
therapy  for  the  past  two  years.  X-ray  exarhination 
of  the  right  leg,  April  1947,  showed  calcufication  of 
the  anterior  and  posterior  tibial  arteries.  Examina- 
tion of  the  foot  and  lower  leg  reveals  a superficial 
ulcei’ation  on  the  medial  aspect  of  the  right  leg. 
Pulsations  were  barely  palpable,  in  the  anterior  and 
posterior  tibial  arteries  in  the  foot.  (Figure  6, 
Case  3,  is  photograph  taken  prior  to  lumbar  sympa- 
thectomy). Because  the  preliminary  paravertebral 
block  produced  a warm  dry  foot  and  lower  leg, 
lumbar  sympathectomy  was  perfonned  under  spinal 
anaesthesia.  Patient  had  an  uneventful  post- 
operative convalescence  and  was  discharged  from 
the  hospital  three  weegs  later  with  ulcerations  heal- 
ing rapidly.  (Figure  7,  Case  3,  two  months  follow- 
ing sympathectomy,  shows  the  leg  ulcer  completely 
healed). 

Seven  months  after  the  sympathectomy,  the  ulcer 
has  remained  healed.  This  case  is  an  example  of 
varicose  ulcer  complicated  by  arteriosclerosis, 
which  one  often  encounters  in  the  sixth  and  seventh 
decades  of  life.  The  increased  arterial  flow  and  the 
decreased  moisture  from  the  lack  of  sweating  were 
the  important  factors,  which  brought  about  healing 
in  this  case. 

Intra-arterial  occlusion  in  patients  with 
arteriosclerosis  is  not  too  uncommon The 
pathogenesis  of  this  complication  is  based 
on  two  separate  processes.  First,  there  is  a 
progressive  occlusion  of  the  artery  by  intim- 
al  proliferation  and  plaque  formation.  Sec- 
ondly, there  is  a rapid,  sudden  occlusion  of 
the  lumen  of  the  medium  sized  arteries  due 
to  small  plaques  detaching  themselves  from 


the  intimal  lining  of  the  artery  and  lodging 
down  lower  in  the  same  vessel  where  the 
diameter  is  the  same  as  that  of  the  plaque, 
and  thus,  causing  complete  occlusion.  Table 
No.  6 showed  the  results  of  lumbar  sympa- 
thectomy in  three  cases  of  arterial  occlusion. 
Two  cases  were  of  the  sudden  type,  in  all 
probability  due  to  detachment  of  a plaque 
occluding  the  anterior  tibial  or  posterior  tibi- 
al artery,  or  both.  One  case  was  a slowly 
progressing  occlusion  in  which  the  process 


Figure  6 — Case  3 


Figure  7 — Case  3 


extended  over  a period  of  six  months.  It 
will  be  noted  that  in  the  patients,  who  had 
sudden  occlusion,  sympathectomy  was  per- 
formed forty-eight  hours  after  the  onset  of 
arterial  occlusion.  The  usual  history  and 
findings  in  cases  of  sudden  arterial  occlusion 
are  as  follows : The  patient  is  usually  in  the 
arteriosclerotic  age  group;  with  or  without 
any  preliminary  warning  he  is  seized  with  a 
severe  sharp  pain  in  the  lower  leg  and  foot 
followed  in  a few  hours  by  a feeling  of 
numbness,  followed  by  a cyanotic  tinge  of 
the  skin  of  the  lower  portion  of  the  ankle 
and  foot.  More  often  the  cyanosis  is  con- 
fined to  the  distal  half  of  the  foot  and  all  of 
the  toes;  the  dorsalis  pedis  or  the  posterior 
tibial  pulsations  are  not  present.  We  feel 
that  immediate  lumbar  paravertebral  block 
is  imperative  followed  by  lumbar  sympathec- 
tomy as  soon  as  this  procedure  can  be  toler- 
ated in  order  to  increase  the  collateral  circu- 
lation before  irrevocable  damage  has  been 
done. 

CASE  4 


L.D.,  age  54  years,  white,  female,  with  a history 
of  diabetes  for  three  years  controlled  only  by  dia- 
betic diet,  entered  the  Hospital  December  1,  1946, 
with  a histoiy  of  sudden,  severe  pain  in  the  right 


1 

¥ 

J 


I, 


i 

J I 


Volume  35 
Number  9 


LUMBAR  SYMPATHECTOMY:  JOHNSON,  WILSON 


291 


lower  leg  extending  from  the  knee  joint  down  to 
the  foot.  The  pain  was  excnaciating  and  in  a few 
hours  the  right  lower  leg  became  numb.  Cyanosis 
of  the  foot  and  toes  became  evident  ten  hours  after 
the  onset  of  pain.  The  patient  stated  that  thirty 
hours  had  elapsed  since  the  onset  of  the  first  symp- 
toms. Examination  revealed  a cold,  cyanotic  right 
foot  and  no  perceptible  pulsations  of  the  dorsalis 
pedis  and  posterior  tibial  arteries.  The  diagnosis 
of  sudden  arterial  occlusion  of  the  distal  portion  of 
the  right  popliteal  artery  was  made.  A paraverte- 
bral block  of  the  L 1,  L 2,  and  L 3 sympathetic 
ganglia  was  done.  5 c.c.  of  1%  novocaine  and  2 c.c. 
of  Eucipin  in  Oil  were  injected  through  each  one  of 
three  needles.  In  twenty  minutes  the  cyanosis 
began  to  fade  and  by  the  time  an  hour  had  elapsed 
the  foot  was  warm  and  pink.  The  pain  was  also 
relieved.  Pulsations  of  the  dorsalis  pedis  and  pos- 
terior tibial  arteries  were  now  perceptible.  The 
patient  had  complete  relief  of  pain  and  cyanosis  for 
ten  days.  On  December  12,  1947  the  right  lumbar 
sympathetic  chain  and  ganlia  of  L 1,  L 2 and  L 3 
were  removed  under  spinal  anaesthesia.  The  pa- 
tient had  an  uneventful  post-operative  convales- 
cence. She  was  discharged  from  the  hospital  in 
two  weeks.  Two  months  from  that  date  she  was 
readmitted  in  an  unconscious  state  and  died  in 
twelve  hours  from  fulminating  endocarditis. 

The  second  patient,  with  a sudden  occlusion  of 
the  arteries  in  the  leg  was  C.N.,  a white  male, 
forty-four  years  of  age,  with  a very  similar  history 
and  physical  findings  as  described  in  Case  No.  4. 
The  patient  has  been  followed  for  ten  months  after 
sympathectomy  and  collateral  circulation  of  the 
right  foot  remains  excellent. 

We  have  had  only  two  cases  who  required 
amputation  following  sympathectomy  for 
arteriosclerotic  occlusion.  Both  of  these  pa- 
tients had  amputations  below  the  knee.  We 
feel  the  preliminary  sympathectomy  made 
possible  below-knee  amputations. 

CAUSALGIA 

The  term  “Causalgia”  describes  a bizarre 
syndrome  of  severe  burning  pain  in  associa- 
tion with  vasomotor  and  trophic  changes  of 
an  extremity  following  injury  of  peripheral 
nerves. 

Our  experience  with  this  syndrome  has 
been  limited  to  five  cases.  Two  cases  of 
causalgia  were  due  to  a previous  amputation 
of  a leg  for  arteriosclerotic  disease.  In  two 
cases  the  severe  pain  followed  episodes  of 
frostbite  in  which  the  patients  had  amputa- 
tions of  all  the  toes  of  the  foot.  These  two 
patients  had  their  amputations  six  to  seven 
years  prior  to  admission  in  this  hospital. 
One  case  was  due  to  Sudek’s  atrophy  of  the 
left  foot  following  a fracture  of  the  lower 
one-third  of  the  left  tibia.  We  have  classi- 
fied this  patient  as  having  a typical  sympa- 
thetic dystrophy  phenomenon.  It  it  impor- 
tant to  differentiate  between  stump  causal- 
gia and  true  painful  phantom  limb.  Phan- 


tom limb  may  be  defined  as  an  illusion  that 
a missing  portion,  usually  an  extremity,  re- 
mains an  integral  part  of  the  individual’s 
body  pattern.  The  results  of  sympathec- 
tomy for  the  following  cases  of  Causalgia  in 
our  series  have  been  excellent. 

TABLE  7 
CAUSALGIA 
5 Cases 


Duration 

Lumbar 

Postoperative 

Initials 

Age 

Sex 

Disease 

Sympathectomy 

Results 

E.M. 

62 

F 

10  yrs. 

Left 

7 months — Excellent 

E.H. 

90 

F 

2 yrs. 

Left 

3 months — Excellent 

J.P. 

M 

4 yrs. 

Rigrht 

5 months — Excellent 

B.W. 

34 

M 

2 mos. 

Right 

1 month  — Excellent 

A.W. 

57 

M 

9 mos. 

Rt.  and  Left 

3 months — Excellent 

The  first  case  recorded  in  Table  7 entered 
the  Hospital  April  1947,  at  which  time  sym- 
pathectomy was  performed.  The  second  pa- 
tient was  a neighbor  of  the  first.  The  latter 
entered  the  Hospital  in  May  1947,  she  hav- 
ing been  told  by  her  neighbor  that  her  pain- 


ful leg  stump  might  be  relieved  by  a “nerve 
operation.”  The  patient  stated  that  she  was 
sixty-six  years  of  age  and  had  been  taking 
ten  units  of  insulin  a day.  June  6,  1947  a 
lumbar  sympathectomy  was  performed.  Pa- 
tient had  an  uneventful  post-operative  re- 
covery. Two  weeks  after  surgery  she  was 
discharged  from  the  hospital.  At  time  of 
discharge  she  infoimied  us  that  she  was  ac- 
tually 90  years  of  age  and  not  66. 

The  one  patient  we  have  followed  for  sev- 
en months  has  had  complete  relief  of  the 
stump  causalgic  pain.  We  are  firmly  con- 
vinced that  although  lumbar  sympathectomy 
does  not  relieve  the  phantom  limb  sensa- 
tions, it  definitely  relieves  the  severe  stump 
causalgia. 

TABLE  8 
FROSTBITE 
7 Cases 


Duration 

Lumbar 

Postoperative 

Initials 

Age 

Sex 

Disease 

Sympathectomy 

Results 

J.T. 

47 

M 

3 days 

Right 

16  months — Excellent 

J.J. 

59 

M 

4 days 

Right 

16  months — Excellent 

N.N. 

34 

M 

12  hrs. 

Left 

16  months — Excellent 

R.R. 

38 

M 

4 days 

Rt.  and  Left 

3 months — Excellent 

B.Mc. 

34 

M 

3 days 

Rt.  and  Left 

3 months — Excellent 

T.T. 

53 

M 

5 days 

Rt.  and  Left 

3 months — Excellent 

C.W. 

50 

M 

7 days 

Rt.  and  Left 

3 months — Excellent 
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Sympathectomy  for  Frostbite  is  definitely 
indicated  as  part  of  the  early  treatment^®.  6), 
It  is  particularly  helpful  in  cases  of  gan- 
grene, in  marked  hyperhidrosis  especially  if 
associated  with  maceration  of  the  skin.  The 
seven  cases  of  frostbite,  who  entered  the 
Hospital  in  February,  1947,  and  February, 
1948,  showed  varying  degi’ees  of  soft  tissue 
damage  of  the  feet.  One  case  had  definite 


Figure  9 


cyanosis  of  the  right  foot  and  impending 
gangrene  of  the  first  three  toes.  (Figure  8). 

Figure  9 shows  the  result  following  sym- 
pathectomy. It  will  be  noted  that  the  pa- 
tient lost  the  distal  phalynx  of  the  first  toe 
and  the  second  toe.  We  believe  the  other 
toes  were  saved  by  the  sympathectomy.  The 
pulsations  of  the  arteries  of  the  foot  were 
very  weak.  Following  sympathectomy  the 
skin  became  dry  and  warm  and  the  cyanosis 
was  confined  to  the  distal  portion  of  the 
first  four  toes. 

ERGOTISM 

It  has  been  known,  for  many  years,  that 
one  of  the  principal  actions  of  ergot  is  on  the 
vascular  system.  Early  reports  of  Ergot  in- 
toxication in  men  frequently  called  attention 
to  the  serious  vascular  manifestations  of  Er- 
got poisoning.  Ergot  will  produce  extensive 
vasospasm  in  animals  and  injection  of  Ergo- 
toxin  into  the  breast  muscles  of  fowls  may 
result  in  gangrene  of  the  comb,  presumably 


from  persistent  arteriospasm  and  throm- 
bosis. 

The  Literature  reports  cases  of  secondary 
Raynaud’s  phenomenon  due  to  Ergot  intoxi- 
cation producing  cyanosis  and  gangrene  of 
the  extremities < We  wish  to  add  one 
case  in  which  Ergot  intoxication  produced 
vascular  spasm  with  marked  cyanosis  and 
impending  gangrene.  This  is  a case  of  a 
fifty-eight  year  old  white  female,  a regis- 
tered nurse.  She  has  been  receiving  .2  mgm 
of  Ergotomine  Tartrate  hypodermically 
twice  a week  for  a period  of  sixteen  months 
for  Migraine  headaches.  This  patient  was 
seen  by  us  on  December  1,  1946.  She  gave 
a history  of  progressive  increased  sensitivity 
to  cold  and  intermiten  cyanosis  of  the  left 
foot  for  a period  of  three  weeks  prior  to  that 
date.  Examination  revealed  a cold  and  cyan- 
otic left  foot  and  toes.  In  addition  the  pulsa- 
tions of  the  dorsalis  pedis  and  posterior  tibi- 
aD  arteries  were  barely  perceptible.  A pre- 
liminary paravertebral  block  on  ganglia  L 1, 
L 2 and  L 3,  was  performed  three  hours 
after  admission.  Five  c.c.  of  1%  Novocaine 
and  two  c.c.  of  Eucipin  in  Oil  were  injected 
into  or  around  each  ganglia.  One  hour  fol- 
lowing the  lumbar  block  the  foot  became 
warm  and  pink.  The  pain  disappeared  and 
the  pulsations  of  the  arteries  of  the  foot 
became  stronger.  Because  of  this,  a lumbar 
sympathectomy  was  done  on  December  12, 
1946  under  spinal  anaesthesia.  The  chain 
and  ganglia  of  L 2 and  L 3 were  removed. 
The  patient  had  an  uneventful  post-operative 
convalescence.  She  was  discharged  from  the 
Hospital  two  weeks  after  surgery.  This  pa- 
tient has  been  followed  in  the  clinic  for 
twenty  months  post-operatively.  There  has 
been  no  further  evidence  of  vasospasm  of 
the  left  lower  leg.  Obviously  we  have  in- 
formed the  patient  to  abandon  the  use  of 
Ergot  preparations  because  of  her  sensitivi- 
ty to  the  drug. 

Cases  of  peripheral  vascular  spasm  caused 
by  Ergot  are  not  very  common.  Sullivan  did 
not  observe  it  in  a group  of  eighty-nine  pa- 
tients who  had  received  more  than  1,000 
injections  of  Ergotamine  Tartrate.  Even 
with  their  wide  experience,  Allen,  Baker  and 
Hines  have  only  seen  a few  patients  who  had 
developed  mild  Raynaud’s  phenomenon  fol- 
lowing the  prolonged  use  of  Ergotamine  Tar- 
trate. 

SYMPATHECTOMY  FOR  INJURY  OF  THE 

MAJOR  ARTERIES  OF  THE  EXTREMITIES 

Whenever  there  is  a sudden  occlusion  of  a 
major  peripheral  artery  the  danger  of  gan- 
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grene  is  great.  All  authors  agree  that  a pre- 
ganglionac  neurectomy  is  indicated  when 
there  is  sudden  occlusion  in  a major  artery 
in  either  upper  or  lower  extremity.  This 
should  be  done  to  prevent  muscular  spasm 
caused  by  the  impulses  arising  from  the 
injured  vessel.  Healing  will  be  enhanced 
and  the  cut  artery  may  be  cared  for  by  the 
method  of  suture  anastamosis,  non-suture 
anastamosis  (vitallium  tube),  or  ligation. 

Our  experience  has  been  limited  to  one 
case  of  traumatic  injury  of  the  major  ves- 
sels of  the  extremities.  This  was  the  case 
of  a fifty-eight  year  old  white  male,  who 
sustained  a stabbing  injury  of  the  right 
thigh.  He  was  divided  in  the  middle  thigh 
right  femoral  artery.  The  patient  was  im- 
mediately taken  to  surgery  and  the  wound 
debrided  and  explored.  It  was  impossible  to 
attempt  vitallium  tube  anastamosis  because 
of  the  severe  arteriosclerotic  changes  of  the 
intima  with  resultant  calcification  and 
plaque  formation.  To  attempt  restoration 
of  the  continuity  of  the  vessel  by  any  type 
of  anastamosis  would  have  been  unsuccess- 
ful because  the  procedure  would  cause  de- 
tachment of  some  of  the  plaques  and  super- 
impose an  occlusion  of  the  vessel  lower 
down.  Thus  in  this  case  merely  a ligation  of 
the  severed  artery  end  was  done,  then  a lum- 
bar sympathectomy  was  performed.  Subse- 
quently he  required  amputation  of  the  leg  in 
the  mid-thigh  portion. 

SUMMARY 

The  results  of  lumbar  sympathectomy  in 
fifty-five  cases  of  peripheral  vascular  dis- 
ease of  the  lower  extremities  are  reported. 
The  pre-  and  post-operative  findings  are  pre- 
sented. There  was  no  operative  or  hospital 
mortality.  Approximately  seventy-five  per- 
cent of  the  cases  showed  marked  improve- 
ment. (Listed  in  the  charts  as  “Excellent 
Result.”) 

In  view  of  the  evidence  presented,  lumbar 
sympathectomy  cannot  be  considered  a 


“cure-all”  for  peripheral  vascular  diseases 
of  the  lower  extremities.  However,  our  re- 
sults would  indicate  that  in  most  cases  show- 
ing vasospasm  sympathectomy  will  be  fol- 
lowed by  marked  improvement  in  the  condi- 
tion of  the  extremity. 

Ilio-femoral  Thrombophlebitis  (old)  was 
improved  by  lumbar  sympathectomy;  ulcera- 
tion, eczema  and  pain  almost  invariably  dis- 
appeared. Edema  was  greatly  reduced ; how- 
ever fifty  percent  continued  to  have  depen- 
dent edema.  It  is  possible  that  ligation  of 
the  superficial  femoral  vein  should  be  tried 
in  many  of  the  cases  before  a lumbar  sympa- 
thectomy is  done. 

Extremities  with  moist  skin  due  to  Frost- 
bite, Immersion  Foot,  varicose  veins  and 
idiopathic  hyperhidrosis  responded  to  lum- 
bar sympathectomy  because  the  operation 
stops  sweating.  Then  the  dry  skin  is  not 
such  a fertile  field  for  bacteria  and  fungus 
growth. 

Other  peripheral  vascular  diseases  are 
listed  in  the  charts,  most  of  which  have  been 
improved  by  lumbar  sympathectomy. 
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MENTAL  DEFICIENCY  MORE  LIKELY  IN 

Any  woman  who  bears  a child  after  the  age  of 
40  runs  a statistical  chance  of  about  1 to  6 per 
cent  of  having  a child  with  mongolism. 

This  is  brought  out  in  a report  by  Dr.  J.  A.  Book 
and  S.  C.  Reed,  Ph.D.,  of  the  University  of  Min- 
nesota, Minneapolis,  which  appears  in  the  June  24 
Journal  of  the  American  Medical  Association. 

The  frequency  of  mongolism  in  the  general  pop- 
ulation is  estimated  to  be  between  1 out  of  500 
and  1 out  of  1,500,  according  to  the  report. 


CHILDREN  BORN  TO  MOTHERS  OVER  40 

Risk  of  having  a mongoloid  child  also  increases 
after  a mother  has  borne  one  baby  with  the  de- 
ficiency, the  authors  found. 

“A  woman  who  has  borne  a mongoloid  child  nins 
a statistical  chance  of  about  4 per  cent  of  having 
the  next  pregnancy  result  in  the  birth  of  another 
mongoloid  child,”  they  say,  adding: 

“This  implies  a 40  times  greater  risk  than  the 
average  at  all  ages.” 


A Preliminary  Report  on  the  Use  of  Terramycin 
in  Pneumonia* 

PEYTON  T.  PRATT,  M.D. 

Omaha,  Nebraska 


Terramycin  was  isolated  by  Finlay,  et 
al<i>.  It  is  a crystalline  antibiotic,  isolated 
from  broth  cultures  of  Streptomyces  rim- 
osus,  which  can  be  obtained  from  the  soil.  A 
patient  with  a Type  VIII  pneumococcus 
pneumonia  was  recently  successfully  treated 
at  the  University  Hospital  with  terramycin 
and  the  results  were  so  noteworthy  that 
they  are  being  reported. 

CASE  REPORT:  F.B.,  a 27  year  old  Negro 

housewife,  entered  the  University  Hospital  on  April 
25,  1950,  with  the  chief  complaint  of  severe  pain  in 
her  left  chest,  which  was  aggravated  by  respiration, 
blood-tinged  sputum,  and  high  fever. 

The  patient  was  first  seen  in  the  Obstetrical  Dis- 
pensary on  February  23,  1950,  complaining  of  amen- 
orrhea since  October  5,  1949.  She  was  pregnant 
and  had  had  an  uneventful  prenatal  course  until 
April  11,  1950,  when  she  developed  nasal  congestion 
with  a slight  headache  and  general  malaise.  On  April 
18,  1950,  she  complained  of  a non-productive  cough, 
which  persisted  until  the  morning  of  April  25,  1950. 
Then  the  patient  had  a severe  chill,  which  was  fol- 
lowed by  a high  fever,  associated  with  an  increas- 
ingly severe  cough  which  yielded  blood-tinged, 
yellow-white,  tenacious  mucus.  She  also  had  se- 
vere left  lateral  chest  pain,  which  was  aggravated 
by  breathing.  There  was  nothing  else  significant  in 
the  history. 

On  admission  to  the  hospital,  her  temperature 
was  102.8°  F.,  pulse  136  per  minute,  and  the  respir- 
ations 32  per  minute.  The  blood  pressure  was 
100/70  mm.  of  mercury. 

The  patient  appeared  well  developed  and  well 
nourished,  but  in  acute  respiratory  distress.  The 
pharynx  was  injected  and  a purulent  postnasal  drip 
was  present.  . There  were  palpable,  slightly  tender 
cervical  nodes  bilaterally.  The  heart  was  not  un- 
usual. Respirations  were  shallow  and  rapid  with 
greatly  restricted  motion  on  the  left  side.  There 
was  dullness  to  percussion  anteriorly,  laterally,  and 
posteriorly  in  the  left  base.  No  increase  in  breath 
sounds,  tactile  or  vocal  fremitus  was  noted.  There 
were  a few  moist  rales  in  the  anterior  axillary  line 
in  the  fifth  and  sixth  interspace.  No  pleural  fric- 
tion rub  was  heard.  The  uterus  extended  approxi- 
mately 24  cm.  above  the  symphysis,  fetal  move- 
ments were  palpated,  and  the  fetal  heai’t  rate  was 
188  per  minute.  No  other  significant  abnormalities 
were  noted. 

On  April  25,  1950,  a complete  blood  count  re- 
vealed: Hgb.  9.6  grams;  RBC,  3,070,000;  WBC, 

19,600  with  a different  count  of  42  segmented 
neutrophiles,  44  band  neutrophies,  1 eosinophile,  8 
lymphocytes  and  5 monocytes.  Toxic  granules  were 
seen  in  the  neutrophiles.  The  urinalysis  was  essen- 
tially negative,  except  for  a trace  of  albumin.  The 
serology  was  negative.  An  examination  of  the 

’From  the  Department  of  Internal  Medicine,  University  of 
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sputum  by  smear  and  culture  revealed  the  predom- 
inant organism  to  be  a Pneumococcus  Neufeld- 
Quelling  type  Vlll.  A blood  culture  obtained  on 
the  same  day  was  reported  negative. 

Radiological  examination  of  the  chest  revealed  an 
irregular  area  of  consolidation  in  the  left  lower  lobe 
just  lateral  to  the  left  border  of  the  heart.  The 
impression  of  the  Radiology  Department  was  that 
this  was  segmental  pneumonia,  involving  the  medial 
portion  of  the  left  lower  lobe. 

The  patient  was  given  500  milligrams  of  tei’ra- 
mycin  hydrochloride  orally  every  six  hours,  start- 
ing at  5 p.m.  on  April  25,  1950.  Throughout  the 
night,  she  was  given  nasal  oxygen  and  one  grain  of 
codeine  phosphate  every  4 hours  for  chest  pain.  The 
next  morning,  her  temperature  dropped  to  98.2  de- 
grees Fahrenheit,  the  pulse  was  100,  respirations  26, 
and  the  fetal  heart  rate  136  (see  Fig.  1).  The  chest 


Temperature,  Pulse  and  Respiration  on  the  first  four  hospital 
days. 


pain  was  nearly  gone.  The  cough  was  decreased  and 
the  sputum  was  no  longer  blood-tinged.  The  chest 
findings  on  physical  examination  were  unchanged. 
The  patient  stated  that  she  felt  very  well.  The  oxy- 
gen and  the  codeine  were  discontinued  and  were  not 
used  throughout  the  remainder  of  the  hospital  stay. 

The  patient  vomited  once  prior  to  administration 
of  the  drug  and,  on  two  occasions  during  the  fol- 
lowing day,  but  it  occurred  several  houi'S  after  the 
administration  of  the  terramycin.  On  the  second 
day  of  treatment,  a 4 plus  acetone  was  present  in 
the  urine.  The  C02  combining  power  was  39  vol- 
umes % and  the  blood  chloride  was  518  mg.  %.  The 
patient  was  given  500  cc.  of  1/6  molar  sodium  lac- 
tate solution  and  1,000  cc.  of  normal  saline  solution 
intravenously.  There  was  no  vomiting  following  this 
infusion  and  no  further  acetone  was  found  in  the 
urine.  On  the  same  day,  the  terramycin  dosage  was 
lowered  to  250  mg.  eveiy  six  hours  and  this  was 
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continued  for  3 more  days.  During  this  time,  the 
patient  continued  to  improve.  Her  temperature, 
pulse,  and  respiration,  and  the  fetal  heart  rate  re- 
mained at  noiTnal  levels.  The  cough,  hemoptysis 
and  chest  pain  disappeared  completely.  Physical 
examination  of  the  chest  on  May  2,  1950,  revealed 
no  abnormalities. 

The  urinalysis  and  complete  blood  count  on  April 
30,  1950,  had  returned  to  normal  limits,  except  for  a 
normochromic  anemia  of  9.8  grams  of  hemoglobin 
and  3,150,000  red  blood  cells  per  cumm.  X-ray  exami- 
nation of  the  chest  on  April  27,  1950,  revealed  no 
significant  change,  but  definite  clearing  of  the  area 
of  consolidation  was  seen  on  May  1,  1950.  The  pa- 
tient was  discharged  on  May  3,  1950,  as  clinically 
well. 

COMMENT 

A case  of  pneumococcic  pneumonia  in  a 
pregnant  patient  has  been  presented  with  a 
very  prompt  response  obtained  by  orally  ad- 
ministered terramycin  hydrochloride.  Both 
maternal  and  fetal  distress  were  relieved 
approximately  20  hours  after  therapy  was 
started. 

No  toxicity  has  been  noted  in  animal  stu- 
dies<^) ; however,  no  long  term  studies  have 
been  recorded.  The  only  toxic  effects  re- 
ported are  slight  nausea  and  vomiting  fol- 
lowing oral  administration.  When  the  cap- 
sules w'ere  given  with  milk,  most  of  these 
reactions  were  alleviated 

This  patient’s  nausea  and  vomiting  did 
not  appear  to  be  related  to  the  terramycin 
administration  for  2 reasons.  First,  the 
vomiting  was  not  related  to  the  taking  of 
the  terramycin.  Second,  the  patient  devel- 
oped acidosis,  probably  due  to  lobar  pneu- 
monia and  the  pregnancy,  and  she  responded 
promptly  to  the  intravenous  administration 
of  sodium  solutions  with  no  recurrence  of 
the  symptoms.  For  these  reasons,  the  nau- 
sea and  vomiting  were  likely  the  result  of 
the  acidosis. 

Hobby,  et  ah^),  with  in  vitro  and  in  vivo 
studies,  showed  that  terramycin  hydrochlor- 
ide was  effective  against  many  of  the  same 
organisms  as  aureomycin.  In  vitro  studies 
showed  some  of  the  more  prominent  organ- 
isms to  be  Staphylococcus  aureus,  Aero- 
bacter  aerogenes,  Escherichia  coli,  Shigella 
dysenteriae,  Salmonella  paratyphosa  and 
Brucella  bronchisepticae.  Both  in  vitro  and 
in  vivo  studies  revealed  that  it  was  thera- 
peutically effective  against  Streptococcus 
haemolyticus,  Diplococcus  pneumoniae,  Kleb- 
siella pneumoniae  and  Salmonella  typhi.  It 
was  not  effective  against  any  of  the  fungi 
tested  in  vitro. 


One  of  the  most  promising  prospects  is 
terramycin’s  reported  value  in  vitro  with 
various  strains  of  the  tubercle  bacilli (2).  Ter- 
ramycin is  apparently  as  effective  as  Strep- 
tomycin and  does  not  have  the  serious  side 
effects. 

Hobby,  et  ab^b  working  with  rabbits  and 
dogs,  showed  that  terramycin,  in  the  am- 
photeric form,  was  highly  insoluble  and 
poorly  absorbed  from  the  gastrointestinal 
tract.  The  hydrochloride  salt  of  terramycin 
was  highly  soluble  and  readily  absorbed  with 
oral  administration.  By  proper  buffering  to 
a pH  of  1.5,  it  was  used  successfully  intra- 
venously. 

Herrell,  et  ab^b  has  shown  that  a good 
therapeutic  level  of  4 to  8 micrograms  of 
terramycin  per  milliliter  of  serum  may  be 
obtained  with  one  gram  of  terramycin  hy- 
drochloride orally,  every  six  hours.  Increas- 
ing this  dose  did  not  correspondingly  in- 
crease the  serum  levels.  This  dosage  ap- 
parently gave  therapeutic  levels  in  the  pleur- 
al fluid,  urine  and  in  the  fetal  serum.  In 
six  patients,  only  traces  of  terramycin  were 
obtained  in  spinal  fluid  with  similar  admin- 
istration. Large  amounts  of  terramycin 
hydrochloride  were  excreted  in  the  feces 
with  remarkable  alteration  of  the  bacterial 
flora. 

In  the  future,  if  no  serious  toxic  reactions 
result  from  the  more  widespread  use  of  this 
drug  and  the  successful  treatment  responses 
continue  to  be  demonstrated,  terramycin  will 
be  a valuable  therapeutic  adjunct  in  the 
treatment  of  many  diseases. 

SUMMARY 

1.  A case  of  pneumococcic  pneumonia  in 
a six-month  pregnant  patient  with  a prompt 
response  resulting  from  the  use  of  2 grams 
of  terramycin  hydrochloride  daily  has  been 
reported. 

2.  A review  of  the  available  literature 
has  been  made. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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INSTITUTIONAL  ADVERTISING 

As  reported  to  you  earlier,  the  efforts  of 
the  National  Education  Campaign  will  be 
taken  more  directly  to  the  people  through  a 
nation-wide  advertising  program  in  October. 

Whenever  the  medical  profession  has  de- 
parted from  its  usual  course,  its  critics  have 
attempted  to  make  “political  hay”  by  dispar- 
aging the  departure  in  the  minds  of  the  gen- 
eral public. 

It  happened  when  the  American  doctors 
assessed  themselves  to  fight  socialized  medi- 
cine. This  was  called  a “slush  fund  for  Lob- 
bying”. It  happened  when  the  AMA  retained 
Whitaker  and  Baxter.  This  was  called  a prop- 
aganda campaign.  It  happened  when  var- 
ious state  medical  associations,  including  Ne- 
braska, attempted  to  find  a solution  of  their 
misunderstandings  with  the  press  and  radio. 
This  was  termed  as  an  attempt  to  “buy  off 
the  press.” 

The  profession  can  expect  to  be  criticized 
by  its  opponents  when  the  national  advertis- 
ing program  goes  into  effect.  This  type  of 
institutional  advertising  has  already  been  vil- 
lified  when  employed  by  other  businesses  and 
professions. 

Whitaker  and  Baxter  sent  the  headquar- 
ters office  an  editorial  appearing  in  “Tide 
Magazine”  written  by  its  President  and 
Editor,  Mr.  Reginald  Clough.  The  following 
remarks,  taken  from  this  editorial,  should 
clear  up  any  “muddy  water”  that  may  exist 
on  the  right  of  a profession  to  engage  in  in- 
stitutional advertising: 

“Besides  its  freedom  of  speech  clause.  Article 
1 of  the  Constitution  specifically  establishes  ‘the 
right  of  the  people  ...  to  petition  the  Government 
for  redress  of  grievances.’  That  clause,  wisely  and 
typically,  was  written  broadly,  without  specifying 
the  manner  of  petition.  By  any  yardstick,  it  would 
have  to  include  the  A&P’s  right  to  oppose  the  Dept, 
of  Justice  on  restraint  of  trade,  the  AMA’s  right  to 
oppose  the  Federal  Security  Administration  on  ‘so- 
cialized medicine,’  or  anyone  else’s  right  to  oppose 
any  agency  on  any  issue. 

“Institutional  advertising  is  a necessary  and  de- 
sirable thing.  Business  does  not  have  access  to  the 
editorial  press  and  sustaining  radio,  as  the  govern- 
ment does.  Its  views  are  not  big  news,  as  those 
of  a government  official  are.  The  government 
takes  advantage  of  its  preferred  status  with  the 
press  and  radio,  to  further  its  aims.  Business’  best 
vehicle  for  petitioning  the  government  without  go- 
ing to  court  is  institutional  advertising.  Its  use 
is  required  to  maintain  that  delicate  balance  of 
opinion  so  essential  to  the  welfare  of  all.” 
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BLOOD  FOR  ARMED  FORCES 

Secretary  of  Defense  Johnson  has  asked 
the  Red  Cross  to  again  act  as  collecting  agen- 
cy for  whole  blood  needed  by  the  military 
services.  Thus,  the  Red  Cross  will  begin  the 
complicated  nation-wide  task,  which  will  re- 
quii’e  thousands  of  volunteers  and  will  neces- 
sitate heavy  expenditures  of  funds. 

The  work  will  be  more  difficult  than  in 
World  War  II  when  the  emphasis  was  on 
blood  plasma.  Whole  blood  collection  pre- 
sents a wide  range  of  new  problems.  It  can 
be  stored  for  only  limited  periods.  This  fac- 
tor will  compel  the  Red  Cross  to  secure  lists 
of  donors  who  are  willing  to  contribute  blood 
immediately  as  emergencies  arise.  Storage 
facilities  and  techniques  vary  greatly,  and  a 
degree  of  standardization  will  have  to  be 
worked  out. 

Overall  direction  of  the  program  will  come 
from  the  National  Security  Resources  Board, 
with  the  Red  Cross  being  directly  responsible 
for  supplying  whole  blood  to  the  military. 

f 

PHYSICIAN  INCOME  SURVEY 

Commerce  Department  officials  are  enthu- 
siastic over  the  cooperation  given  them  in  the 
physicians’  income  survey,  which  is  being 
jointly  conducted  with  the  AMA  Bureau  of 
Medical  Economic  Research. 

Judging  from  the  returns  already  in,  the 
survey  may  become  the  most  accurate  pro- 
fessional poll  ever  taken,  say  AMA  and  Com- 
merce officials.  There  is  still  the  possibility, 
however,  that  many  physicians  without 
bookkeepers  will  fail  to  return  the  fonns. 
This  would  result  in  an  excessively  high  aver- 
age income  figure. 

The  heavy  return  to  date,  say  Commerce 
Department  officials,  will  enable  the  survey 
to  become  more  useful  in  many  ways.  Break- 
downs of  average  incomes  now  will  be  pos- 
sible for  about  44  instead  of  20  states  as  ori- 
ginally planned.  This  same  will  be  true  for 
15  or  more  large  cities,  instead  of  just  one 
or  two. 

If  you  have  not  yet  returned  your  form, 
please  mail  it  in  the  very  near  future. 

MINUTES  OF  THE  MEETING  OF  THE 

STATE  MEDICAL  ADVISORY  COMMITTEE 
July  20,  1950 

The  Medical  Advisory  Committee  of  the  State 
Department  of  Assistance  and  Child  Welfare  met 
with  representatives  of  the  Nebraska  Pharma- 
ceutical Association,  members  of  the  Board  of  Con- 


trol and  representatives  of  the  State  Department  of 
Assistance  and  Child  Welfare.  The  following  per- 
sons were  present: 

Medical  Advisory  Committee:  Richard  Garlinghouse.  M.D., 

R.  W.  Homan.  M.D..  Floyd  Rogers,  M.D..  W.  W.  Waddell, 
M.D.,  M.  C.  Smith,  Executive  Secretary  Nebraska  State 
Medical  Association. 

Nebraska  Pharmaceutical  Association : Mrs.  Leonard  H. 

Powers,  Mr.  P.  J.  Connor,  Mr.  G.  E.  Allen,  Mr.  Morris  Flem- 
ing, Mr.  K.  E.  Harris.  Mr.  Don  A.  Brooke,  Cora  Mae  Briggs, 
Mr.  M.  C.  Mayo,  and  Mr.  Ed  J.  Ruppert. 

Board  of  Control:  Mr.  Forest  Johnston.  Mrs.  Harold 

Prince,  and  Mr.  W.  H.  Diers. 

State  Dept,  of  Assistance  and  Child  Welfare:  Mr.  Neil  C. 

Vandemoer,  E.  W.  Hancock,  M.  D.,  and  Mrs,  Ruth  Pierce. 

Dr.  Garlinghouse,  Chairman  of  the  Medical  Ad- 
visory Committee,  opened  the  meeting  and  ex- 
pressed the  purpose  of  bringing  together  repre- 
sentatives of  the  medical  and  pharmaceutical 
groups  along  with  officials  of  the  agency  respon- 
sible for  the  administration  of  medical  assistance 
to  recipients  of  assistance  in  Nebraska.  Dr.  Gar- 
linghouse stated  that  it  was  the  wish  of  the  med- 
ical group  to  discuss  with  the  pharmacists  the  cost 
of  medical  care  and  particularly  the  cost  of  drugs. 
It  was  recognized,  said  Dr.  Garlinghouse,  that  the 
major  cost  of  medical  care  was  for  old  age  assist- 
ance recipients  and  a statement  of  the  cost  of  drugs 
for  the  past  several  years  was  made  available  to 
all  present.  Dr.  Garlinghouse  explained  that  the 
Nebraska  State  Medical  Association  did  not  ap- 
prove the  idea  of  a formulary  to  be  used  in  filling 
prescriptions  for  assistance  recipients.  Rather,  the 
medical  group  thought  an  educational  campaign  to 
call  to  the  attention  of  physicians  the  possibility  of 
using  less  expensive  drugs  with  equal  therapeutic 
value  in  many  instances  would  be  desirable. 

As  a result  of  the  wish  of  the  medical  associa- 
tion to  carry  out  an  educational  plan,  Dr.  Garling- 
house had  prepared  a tentative  bulletin  which,  if 
approved  by  the  group,  would  be  sent  to  physicians, 
pharmacists  and  druggists  throughout  the  state  of 
Nebraska.  The  bulletin  was  read  and  included  such 
suggestions  as  relating  to  the  refilling  of  prescrip- 
tions, the  use  of  NF  or  USP  drugs,  reviewing  the 
need  of  medication,  particularly  working  with  the 
local  advisory  committee  and  County  Board  on  the 
matter  of  costs  of  medical  services.  The  bulletin 
finally  called  the  attention  of  the  doctors  to  the 
fact  that  they  too  were  taxpayers  and  it  was  to 
their  interest  to  be  concerned  about  the  reduction 
of  medical  costs  in  Nebraska. 

Considerable  discussion  of  the  bulletin  and  the 
suggestions  it  included  was  carried  out.  Mr.  Flem- 
ing, a pharmacist  from  Norfolk,  Nebraska,  cited 
the  cost  of  drugs  in  the  Pennsylvania  assistance 
program.  Mr.  Stone  reported  on  his  brief  survey 
of  100  prescriptions  filled  for  assistance  recipients 
in  Lancaster  County  and  his  discovery  that  the 
average  prescription  cost  $5.00  or  more.  This  cost 
was-  compared  to  the  $1.40  average  cost  per  pre- 
scription for  those  filled  for  non-assistance  vecipi- 
ents. 

The  druggists  present  expressed  themselves 
rather  freely  that  the  doctor  could  reduce  drug 
costs  by  following  more  closely  the  NF  or  USP 
drugs  in  writing  prescriptions.  They  were  interested 
in  the  approach  the  medical  association  hopes  to 
make  to  this  problem  and  felt  that  it  was  entirely 
fair  that  the  pharmacists  should  also  have  an  op- 
po2'tunity  to  know  the  pi-oblem  and  the  pi’oposals 
made  in  solving  it. 

It  was  recognized  by  the  group  that  the  dnag- 
gists  may  receive  some  ci’iticism  when  the  cost  of 
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a prescription  is  unusually  high.  However,  the 
druggist  has  no  alternative  except  to  fill  the  pre- 
scription as  it  is  written  by  the  doctor.  The  drug- 
gists expressed  reluctance  to  call  the  doctor’s  at- 
tention to  the  cost  of  drugs  even  though  they  were 
concerned  at  the  cost  of  individual  prescriptions. 

Miss  Cora  Mae  Briggs,  Secretary  of  the  Ne- 
braska Pharmaceutical  Association,  read  excerpts 
from  a questionnaire  which  she  had  submitted  to 
the  druggists  and  in  which  she  had  asked  about 
the  possibility  that  recipients  of  assistance  were 
taking  advantage  of  medical  care  available  to 
them.  There  was  some  difference  in  opinion  on  the 
part  of  the  druggists  in  this  matter.  Some  drug- 
gists reported  that  they  felt  too  much  aureomycin, 
for  example,  was  being  used  in  place  of  certain 
cold  remedies  which  were  recognized  as  helpful  and 
much  less  expensive.  It  was  pointed  out  a number 
of  times  that  the  doctors  are  not  aware  of  the  cost 
of  drugs  and  since  they  receive  much  information 
from  the  drug  companies  and  the  individual  drug 
salesman  concerning  the  efficacy  of  certain  prod- 
ucts they  are  inclined  to  prescribe  these  medications 
even  though  perhaps  a less  expensive  drug  might 
be  just  as  effective.  The  suggestion  was  made  by 
Mr.  Ruppert,  druggist  from  Lincoln,  that  a study 
of  the  cost  of  prescriptions  be  made  in  each  coun- 
ty. This  idea  has  been  under  consideration  by  the 
State  Department. 

Explanation  of  the  source  of  funds  for  assistance 
purposes,  the  amount  of  funds,  the  total  amount 
of  assistance  costs  as  compared  to  the  total  cost 
of  state  government  and  other  questions  relating 
to  the  administration  of  assistance  were  answered 
by  members  of  the  Board  of  Control  and  state  staff. 

The  suggestion  was  made  that  perhaps  a mem- 
ber of  the  pharmaceutical  association  could  par- 
ticipate in  a meeting  of  county  societies  or  state 
medical  association  for  the  purpose  of  discussing 
diaig  costs,  etc.  This  suggestion  was  well  received 
by  both  diaiggists  and  physicians.  The  need  for  a 
cooperative  relationship  was  stressed  over  and 
over  again  and  an  expression  of  such  cooperation 
was  clearly  forthcoming. 

After  the  discussion.  Dr.  Garlinghouse  moved 
that  the  bulletin  he  had  read  earlier  be  approved. 
This  motion  was  seconded  and  later  amended  to 
move  that  the  bulletin  be  a joint  bulletin  which 
would  go  to  medical  practitioners  and  druggists 
and  copies  would  be  made  available  to  the  Board 
of  Control  and  the  State  Department  of  Assistance 
for  issuance  to  county  departments. 

Meeting  adjourned. 


EMERGENCY  MEDICAL  SERVICE  COMMITTEE 
The  Emergency  Medical  Seiwice  Committee  met 
Monday  evening,  June  19,  1950,  at  the  Omaha  Ath- 
letic Club.  Present  were  committee  members  Drs. 
John  J.  Freymann,  Chairman,  Omaha;  Roy  Whit- 
ham,  Lincoln;  J.  P.  Redgwick,  Omaha;  and  Neil  J. 
Everitt,  Omaha.  Also  present  were  M.  C.  Smith, 
Executive  Secretary,  and  Sidney  Bradley,  Execu- 
tive Assistant,  Lincoln. 

READING  OF  THE  MINUTES 

The  minutes  of  the  meeting  held  April  24,  1950, 
were  approved  without  reading  since  each  member 
of  the  committee  had  previously  received  a copy. 


REPORT  ON  COUNCIL  ON  EMERGENCY 
MEDICAL  SERVICE  MEETING 

Dr.  Freymann  said  that  he  had  attended  the 
Council  on  Emergency  Medical  Service  meeting  of 
the  American  Medical  Association  in  Chicago,  May 
6,  1950.  He  listed  the  following  topics  as  among 
the  most  important  subjects  stressed  at  that  meet- 
ing: 

1.  Necessity  for  civil  defense  planning. 

2.  Need  for  a state  civil  defense  director  who 
has  the  authority  to  act  and  who  would  be  ap- 
pointed by  the  governor.  This  may  require  en- 
abling legislation. 

3.  Physicians  must  participate  in  the  medical 
planning  and  training  for  atomic,  bacteriological 
or  chemical  warfare. 

4.  Mutual  aid  program  between  communities. 

5.  Correct  storage  of  supplies.  Should  not  be 
concentrated  in  potential  target  area  but  rather 
dispersed  in  federal  regional  stores. 

fi.  Need  for  a standard  procedure  for  first  aid 
treatment  of  burns. 

7.  Importance  of  local  public  health  services  and 
personnel  in  civil  defense  planning. 

8.  Provision  of  emergency  hospitals;  i.e.,  hotels, 
school  buildings,  etc. 

9.  National  blood  typing  program. 

Dr.  Freymann  stated  that  a national  civil  de- 
fense program  will  be  submitted  in  September  by 
the  National  Security  Resources  Board,  headed  by 
Mr.  Stuart  Symington. 

CIVIL  DEFENSE  DIRECTOR 

Since  emergency  medical  service  is  only  one 
phase  of  an  over-all  civil  defense  program  and 
since  such  a program  must  comprise  planning  for 
disaster  relief  in  which  consideration  must  be  given 
not  only  to  the  handling  of  casualties  but  also  to 
mass  evacuation  of  civilians,  transportation,  com- 
munications, supply,  food,  shelter,  public  health, 
etc.,  the  committee  felt  that  it  was  obvious  that  a 
state  civil  defense  organization  is  urgently  needed 
in  Nebraska.  The  committee  agreed  further  that 
such  an  organization  could  only  function  under  duly 
constituted  legal  authority. 

The  members  of  the  committee  recommended,  ^ 
therefore,  that  this  matter  be  brought  to  the  at- 
tention of  the  Governor  of  Nebraska  as  soon  as 
possible.  The  committee  went  on  record  as  recom- 
mending to  the  President  of  the  Nebraska  State 
Medical  Association  that  he  point  out  to  the  gov- 
ernor the  necessity  of  appointing  a state  civil  de- 
fense committee,  headed  by  a state  official  to  be 
designated  as  Director  of  Civil  Defense.  In  the 
event  that  this  could  not  be  done  under  existing 
statutes,  the  committee  believed  that  it  should  be 
incumbent  upon  the  governor  to  initiate  the  neces- 
sary enabling  legislation. 

METHODS  OF  PERFECTING  MEDICAL 
ORGANIZATION  IN  CIVIL  DEFENSE 
PLANNING 

The  committee  urged  the  officers  of  the  state 
association  to  take  the  initiative  in  formulating  the 
medical  profession’s  part  in  a civil  defense  pro- 
gram. To  accomplish  this,  Mr.  Smith  thought  that 
medical  organization  for  civil  defense  could  best 
be  accomplished  by  putting  it  on  a county  society 
and  councilor  district  basis.  Each  county  would 
have  a simple  civil  defense  plan  which  would  be 
coordinated  by  the  councilor  district  head  with  the 
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plans  of  the  other  counties  in  that  district.  The 
committee  agreed  that  this  was  a good  procedure. 

Dr.  Whitham  stated  that  most  physicians  need 
to  be  educated  as  to  the  medical  aspects  of  atomic 
injuries.  To  this  end,  the  committee  recommended 
to  the  president  of  the  state  association  that  he 
instigate  a plan  to  train  teachers,  with  a view 
toward  educating  the  personnel  of  the  Nebraska 
State  Medical  Association  in  the  medical  aspects  of 
atomic  warfare.  Competent  instructors  should  be 
secured  through  the  procedure  outlined  in  the  Civil 
Defense  Planning  Bulletin,  NSRB  Doc.  121/3,  dated 
February  3,  1950. 

The  committee  next  discussed  the  activation  of 
county  society  units.  After  careful  consideration, 
the  following  plan  was  adopted:  Each  county  so- 

ciety president  will  be  asked  to  appoint  an  extend- 
ed Emergency  Medical  Service  Committee  for  his 
county.  The  purpose  of  this  committee  shall  be 
to  cooperate  with  the  state  committee  in  establish- 
ing a civil  defense  plan  for  each  Nebraska  com- 
munity. It  was  also  decided  that,  at  a later  date, 
a questionnaire  will  be  sent  to  the  county  societies 
for  the  purpose  of  surveying  the  state’s  available 
medical  facilities. 

STATE  CIVIL  DEFENSE  PROGRAM 

Dr.  Everitt  believed  that  the  committee  should 
begin  thinking  about  a statewide  emergency  med- 
ical seiwice  “blueprint”.  He  suggested  that  one  of 
the  committee  members  draw  up  a proposed  plan 
and  that  it  then  be  sent  to  other  members  of  the 
committee  for  additional  ideas  and  suggestions.  This 
plan  was  adopted,  with  Dr.  Everitt  agreeing  to 
draw  up  the  first  plan.  It  will  be  considered  at 
the  next  meeting.  Committee  members  felt  that 
the  appointment  of  the  extended  committee  should 
not  be  made  until  this  “blueprint”  is  further  ad- 
vanced. This  also  applied  to  the  mailing  out  of 
the  questionnaire. 

HOPLEY  REPORT 

Dr.  Freymann  briefly  reviewed  the  provisions  of 
the  Hopley  Report.  He  noted  that  much  of  it  was 
applicable  to  state  and  community  plans. 

Adjourned. 


AUREOMYCIN  SHOWS  PROMISE  AS 
TREATMENT  FOR  MUMPS 

Results  obtained  in  treating  three  patients  with 
mumps  suggest  that  aureomycin,  an  antibiotic  drug, 
may  be  of  definite  value  in  this  disease,  according  to 
two  doctors  from  Sayre,  Pa. 

Two  women  treated  for  mumps  with  aureomycin 
showed  definite  improvement  within  24  hours  after 
receiving  the  first  dose  of  aureomycin,  Drs.  Wilfred 
D.  Langley  and  John  Bryfogle  say  in  the  August  12 
Journal  of  the  American  Medical  Association.  Aureo- 
mycin was  given  to  both  women  on  the  second  day 
after  swelling  in  the  glands  began. 

Another  patient,  a man,  received  the  drug  less 
than  24  hours  after  symptoms  of  mumps  were  first 
noticed.  Forty-eight  hours  after  treatment  was  be- 
gun, he  showed  definite  improvement. 

“While  no  definite  conclusions  can  be  drawn  from 
treating  three  patients  in  the  manner  described 
the  results  obtained  would  suggest  that  aureomycin 
may  be  of  definite  value  in  this  disease,”  the  doc- 
tors point  out. 


ANNOUNCEMENTS 


The  Fifteenth  Annual  Assembly  of  the  United 
States  Chapter  of  thei  International  College  of  Sur- 
geons will  be  held  in  Cleveland,  Ohio,  October  31 
to  November  3,  with  headquarters  at  the  Cleveland 
Hotel. 

Surgical  clinics  will  be  held  in  several  Cleveland 
hospitals  on  Monday,  October  30. 

One  of  the  highlights  of  the  meeting  will  be  the 
annual  banquet  at  the  Statler  Hotel  on  Thursday 
evening  when  America’s  great  surgeon.  Dr.  Frank 
Lahey  of  Boston,  will  talk  on  “Some  of  the  Recent 
Advances  in  Surgery.”  Dr.  Elmer  Henderson,  Pres- 
ident of  the  American  Medical  Association,  will  de- 
liver an  address  on  “The  Importance  of  Inter- 
national Cooperation  in  Surgery.” 

Reservations  may  be  secured  by  writing  to  the 
Committee  on  Hotels,  International  College  of  Sur- 
geons, 511  Terminal  Tower,  Cleveland  13,  Ohio. 


The  Arthritis  and  Rheumatism  Foundation  is  of- 
fering fellowships  for  research  in  the  basic  sciences 
related  to  the  study  of  arthritis.  These  fellowships 
carry  a stipend  of  from  $4,000  to  $6,000,  depending 
upon  the  needs  and  ability  of  the  worker,  and  ran 
for  a period  of  one  year.  The  fellowships  would 
begin  in  July  1951,  although  earlier  appointments 
would  be  considered  by  the  committee. 

The  Foundation  is  anxious  to  back  a candidate, 
rather  than  a project,  an  institution,  or  a hospital. 
It  hopes  to  arouse  interest  in  arthritis  in  a wider 
circle  of  medical  investigators  and  to  encourage 
able,  inquiring  minds. 

Applications  should  be  sent  to  the  Arthritis  and 
Rheumatism  Foundation,  535  Fifth  Avenue,  New 
York  17,  New  York  by  January  1,  1951.  Notifica- 
tion of  the  fellowships  granted  will  be  made  Mai’ch 
1,  1951. 


“Urology  Award — The  American  Urological  As- 
sociation offers  an  annual  award  of  $1,000.00  (first 
prize  of  $500.00,  second  prize  $300.00  and  third 
prize  $200.00)  for  essays  on  the  result  of  some 
clinical  or  laboratory  research  in  Urology.  Compe- 
tition shall  be  limited  to  urologists  who  have  been 
in  such  specific  practice  for  not  more  than  five 
years  and  to  men  in  training  to  become  urologists. 

For  full  particulars  write  the  Secretary,  Dr. 
Charles  H.  de  T.  Shivers,  Boardwalk  National  Ar- 
cade Building,  Atlantic  City,  New  Jersey.  Essays 
must  be  in  his  hands  before  Febraary  10,  1951.” 


The  Nebraska  State  Nurses  Association  will  hold 
its  forty-fifth  annual  convention  in  Fremont  Octo- 
ber 18,  19  and  20.  Attendance  of  more  than  400 
nurses  is  expected. 

Theme  of  the  meeting  will  be  “Nursing  Seiwice — 
What  Is  It?”  Mrs.  Haven  Smith  of  Chappel,  Neb., 
woman  agricultural  leader,  will  speak  on  “What 
the  Community  Expects  in  Nursing  Seiwice.”  Pres- 
ident Milo  Bail  of  the  University  of  Omaha  will 
talk  on  “A  Liberal  Education  for  Nursing.”  Miss 
Margaret  Filson,  director  of  nui’sing  seiwice,  Uni- 
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versity  of  Minnesota  Hospital,  Minneapolis,  will 
speak  on  “Providing  Continuity  of  Nursing  Care.” 

Dr.  A.  J.  Merrick  will  participate  in  a symposium 
on  rheumatic  fever.  Symposiums  also  will  be  held 
on  recommendations  for  improvement  of  nursing 
care  and  on  sharing  responsibility  for  nursing  care. 

Meetings  of  the  Nebraska  Organization  for  Pub- 
lic Health  Nursing  and  the  Nebraska  League  of 
Nursing  Education  will  be  held  concurrently. 

The  Nebraska  State  Student  Nurses’  Association 
will  hold  its  second  annual  convention  October  17 
in  Fremont. 


NEWS  a*id  VIEWS 


According  to  a recent  press  report,  Lan- 
caster County  and  the  University  of  Nebras- 
ka have  agreed  on  a court  test  of  the  Univer- 
sity’s rule  that  the  home  county  of  a patient 
at  the  University  Hospital  in  Omaha  shall 
pay  for  medicine  used. 

Attorney  for  the  University,  explained 
the  regents  recently  adopted  the  rule  under 
which  a claim  would  be  submitted  to  the 
home  county  of  an  indigent  patient  for  medi- 
cine used. 

He  said  the  University  budget  would  not 
permit  providing  expensive  medicines  free  of 
charge,  but  there  is  no  charge  for  care. 

It  is  expected  the  case  will  reach  the  Su- 
preme Court. 


The  Practical  Nurses  Association  of  Ne- 
braska was  organized  August  2,  at  a meeting- 
in  the  headquarters  for  the  Nebraska  State 
Nurses  Association. 

The  new  organization  has  around  30  mem- 
bers, most  of  them  from  Omaha,  several 
from  Bellevue. 


Dean  Willard  C.  Rappleye  of  Columbia 
University’s  faculty  of  medicine  on  July  22 
urged  abolition  of  “pre-medical”  education  in 
the  nation’s  colleges  and  universities. 

College  preparation  for  a medical  train- 
ing, he  said,  should  be  devoted  to  as  broad  a 
cultural  education  as  the  institution  can  give. 

The  same  applies  to  preparation  for  den- 
tistry and  public  health,  the  Dean  said  in  his 
annual  report  to  Columbia  President  Dwight 
D.  Eisenhower. 

He  said  college  training  prior  to  profes- 
sional education  “should  be  a preparation  not 
for  medicine  or  dentistry  or  public  health, 
but  for  life.” 


WOMAN'S  AUmiARY 


The  following  is  a list  of  the  officers  and  com- 
mittee chairmen  of  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  for  1950-51: 

President:  Mrs.  Glenn  D.  Whitcomb,  725  North 
56th  Street,  Omaha. 

President-Elect:  Mrs.  B.  R.  Bancroft,  East  Lawn 
Acres,  Kearney. 

Secretary:  Mrs.  Chester  Q.  Thompson,  671  North 
56th  Street,  Omaha. 

Treasurer:  Mrs.  H.  O.  Bell,  316  W.  11th  Street, 
York. 

First  Viye-President:  Mrs.  0.  V.  Calhoun,  2510 
South  24th  St.,  Lincoln. 

Second  Vice-President:  Mrs.  James  P.  Donelan, 
2703  North  55th  St.,  Omaha. 

Directors — One  year:  Mrs.  W.  H.  Hill,  Fremont; 
Mrs.  W.  W.  Caiweth,  3003  South  31st  St.,  Lincoln. 
Two  years:  Mrs.  L.  W.  Forney,  906  Forest,  Crete; 
Mrs.  George  Salter,  1204  Nebraska  Ave.,  Norfolk. 

Chairmen  of  Standing  Committees — 

Organization:  Mrs.  0.  V.  Calhoun,  2510  South 
24th  St.,  Lincoln. 

Program  and  Health  Education:  Mrs.  Isaiah 

Lukens  IV,  Tekamah. 

Public  Relations:  Mrs.  R.  E.  Garlinghouse,  2850 
Sheridan,  Lincoln. 

Press  and  Publicity:  Mrs.  Kenneth  Muehlig,  2540 
North  65th  St.,  Omaha. 

Today’s  Health:  Mrs.  R.  R.  Brady,  Ainsworth. 

Members-At-Large:  Mrs.  James  P.  Donelan,  2703 
North  55th  St.,  Omaha. 

Legislation:  Mrs.  George  E.  Robertson,  3904  Har- 
ney, Omaha. 

Bulletin:  Mrs.  L.  F.  Egen,  1130  North  Hastings, 
Hastings. 

Finance:  Mrs.  W.  Howard  Morrison,  615  South 
93rd,  Omaha. 

Parliamentarian:  Mrs.  James  MacWoodw-ard,  2132 
South  24th,  Lincoln. 

Resolutinos  and  Revisions:  Mrs.  L.  A.  Delanney, 
2869  Ida,  Omaha. 

Historian:  Mrs.  Earl  Farnsworth,  2021  W. 

Charles,  Grand  Island. 

Advisors:  Mrs.  C.  Fred  Ferciot,  1225  South  49th, 
Lincoln;  Mrs.  P.  0.  Marvel,  Giltner. 

Honorary  Board  Members;  Mrs.  C.  C.  Tomlinson, 
5251  Jackson,  Omaha. 

Advisory  Council:  C.  R.  Williams,  M.D.,  Syra- 
cuse; R.  A.  Moser,  M.D.,  Omaha;  Glenn  D.  Whit- 
comb, M.D.,  Omaha. 


AMA  NEWS 

As  Compiled  from  Secretary’s  Letters 
Frank  Dickinson,  director  of  the  A.M.A.  Bureau 
of  Medical  Economic  Research,  again  urges  physi- 
cians serving  as  directors  and  staff  members  of  col- 
lege health  seiwices  to  cooperate  in  the  Second  Sur- 
vey of  University  and  College  Health  Services  by 
returning  their  questionnaires  as  soon  as  possible. 
Only  150  of  the  1,150  questionnaires  have  been 
returned.  County  medical  society  secretaries  can 
help  by  asking  the  college  health  service  direc- 
tors in  their  areas  if  they  have  returned  the  ques- 
tionnaire. 


From  Omaha  World-Herald 


At  the  A.M.A.  San  Francisco  meeting  of  the 
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House  of  Delegates,  the  subject  of  dues  for  1951 
was  considered.  The  House  set  the  dues  for  the 
ensuing  year  at  $25.  A subscription  to  The  Jour- 
nal of  the  A.  M.  A.  was  included  in  the  dues. 

Fellowship  in  the  Scientific  Assembly  was  pre- 
sen’ed  and  Fellowship  dues  were  set  by  the  Board 
of  Trustees  at  $2  per  year.  Fellows  may  elect  to 
take  a special  journal  in  lieu  of  The  Journal  of  the 
A.M.A.,  which  they  would  ordinarily  receive  as 
members.  This  privilege  is  not  extended  to  mem- 
bers who  are  not  in  good  standing. 


In  a letter  to  Dr.  Louis  H.  Bauer,  Chairman  of 
the  A.M.A.  Board  of  Trustees,  Charles  Sawyer,  Sec- 
retary of  the  U.  S.  Department  of  Commerce, 
thanked  the  A.M.A.  for  its  “very  fine  and  effec- 
tive cooperation”  in  conducting  a nationwide  survey 
of  physicians’  income.  The  sui-vey  was  made  joint- 
ly by  the  A.M.A.  Bureau  of  Medical  Economic  Re- 
search and  the  Department  of  Commerce. 

“I  want  you  to  know,”  Secretary  Sawyer  wrote, 
“that  as  a result  of  the  very  fine  and  effective  co- 
operation of  the  American  Medical  Association  and 
its  constituent  and  component  societies,  this  1950 
suiwey  has  been  an  outstanding  success.  We  have 
already  received  better  than  a 40  per  cent  response 
from  out  mailing  which  is,  I believe,  unprecedented 
in  a voluntary  survey  of  this  kind.” 


While  American  forces  are  stepping  up  their 
activity  in  Korea,  Dr.  James  C.  Sargent,  Mil- 
waukee, chairman  of  the  A.M.A.  Council  on  Na- 
tional Emergency  Medical  Service,  made  a strong 
plea  to  physicians  trained  at  government  expense 
during  and  since  World  War  II  to  volunteer  their 
seiwices  to  the  Armed  Forces. 

Dr.  Sargent’s  plea  was  carried  in  The  Journal 
and  in  news  stories. 

“There  are  many  thousands  of  physicians  who 
were  deferred  from  service  during  the  war  in 
order  to  complete  their  education,”  Dr.  Sargent 
said.  “Many  thousands  of  others  were  educated 
at  government  expense  in  the  ASTP  and  V-12 
programs.  Others  received  their  intern  training 
in  hospitals  of  the  Armed  Forces.  Most  of  these 
have  had  little  or  no  active  military  service. 

“The  American  Medical  Association  has  recog- 
nized in  the  past  the  moral  obligation  owed  by 
these  young  physicians  to  their  government  and  to 
the  people  of  the  United  States.  It  feels  that 
these  young  men  have  a moral  I’esponsibility  to 
come  forward  immediately,  to  offer  their  services 
for  use  when  needed  and  to  continue  the  spirit  of 
service  demonstrated  by  the  older  physicians  who 
served  voluntarily  during  World  War  II.” 

Dr.  Sargent  said  that  by  the  time  of  the  Pearl 
Harbor  attack  in  December  1941  some  11,000  civil- 
ian physicians  already  had  left  their  homes  in 
order  to  furnish  medical  support  to  our  expanding 
armed  forces.  A year  later,  this  number  had  in- 
creased to  42,000.  At  the  height  of  the  war  some 
60,000  service  physicians  were  members  of  a re- 
serve component  or  had  entered  service  directly 
from  civilian  life. 

“This  was  accomplished  on  a voluntary  basis,” 
said  Dr.  Sargent. 

Dr.  D.  A.  Dukelow  of  the  A.M.A.  Bureau  of 
Health  Education  is  assisting  in  the  preparation 


of  health  data  for  the  Midcentury  White  House 
Conference  on  Children  and  Youth. 

The  A.M.A.  has  loaned  Dr.  Dukelow’s  services 
to  the  conference  for  about  30  days.  He  is  serv- 
ing on  the  staff  of  experts  who  are  writing  a Fact 
Finding  Repoi’t.  This  report,  said  Melvin  A.  Glasser, 
Washington,  D.  C.,  executive  director  of  the  con- 
ference, will  be  discussed  by  more  than  5,000  del- 
egates from  all  parts  of  the  country  when  they 
attend  the  conference  meeting  which  will  be  held, 
December  3-7,  in  Washington.  The  report  also 
will  be  used  in  designing  permanent  programs  for 
improving  the  mental  and  physical  health  of  chil- 
dren. 

The  Midcentury  White  House  Conference  is  the 
fifth  of  its  kind.  The  first  was  held  in  1909  and 
resulted  in  the  creation  of  the  Children’s  Bureau. 
The  second,  held  in  1919,  led  to  the  pasage  of 
the  Child  Labor  Law.  The  third,  in  1930,  pro- 
duced the  now  famous  “Children’s  Charter”;  and 
the  1940  conference,  although  handicapped  by  the 
war,  nevertheless  resulted  in  the  establishment  of 
several  state  and  community  services  for  children. 


The  American  Medical  Association  has  been 
forced  to  move  its  December  Clinical  Session  from 
Denver  to  Cleveland. 

Labor  troubles  in  the  building  of  the  Denver 
auditorium,  where  the  A.M.A.  meeting  was  to  have 
been  held,  forced  a change  in  the  meeting  site. 

Work  stoppage  hindered  the  building  program  in 
Denver  so  seriously  that  all  meeting  plans  had 

to  be  called  off. 

The  Statler  hotel  in  Cleveland  has  been  chosen 
as  the  headquarters  hotel.  The  sessions  of  the 

House  of  Delegates  will  be  held  there,  and  the 

delegates  will  be  housed  at  the  Statler. 

George  F.  Lull.  M.D. 

Secretary  and  General  Manager 


ARMY  BEGINS  MANDATORY  CALL-UP  OF 
INDIVIDUAL  MEDICAL  RESERVE  OFFICERS 

Effective  August  11,  the  Army  announced  it  has 
started  to  call  to  active  duty  individual  members 
of  its  medical  reserve  corps.  • Immediate  require- 
ments were  given  as  734  physicians,  all  of  whom 
must  report  for  duty  by  October  1st  at  the  latest. 
The  Army  also  is  issuing  mandatory  calls  to  343 
reseiwe  dentists,  92  veterinary  corps  officers  and 
455  medical  service  corps  officers.  An  Army 
spokesman  emphasized  that  these  men  will  have  to 
be  called  regardless  of  pending  legislation  for  draft 
of  A.S.T.P.  and  other  doctors  who  have  not  seiwed. 
He  said  passage  of  such  legislation  would  take 
considei'able  time,  and  that  the  need  for  physicians 
is  urgent. 

Following  is  the  procedure: 

1.  The  Surgeon  General’s  Office  has  determined 
military  medical  needs,  including  totals  of  various 
specialists  required. 

2.  Each  Army  command  in  continental  U.  S. 
has  been  ordered  to  supply  a definite  quota  of  re- 
serves of  specified  skill  and  rank;  as  a safeguard 
to  the  civilian  population,  and  to  insure  a “fair  and 
equitable”  distribution  of  call-up  orders,  totals  for 
each  Army  area  are  based  on  the  physician  den- 
sity in  that  particular  area. 

3.  Army  commanders  will  select  the  particular 
reseiwe  ofHcers  to  be  called  up  fi'om  their  areas. 
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with  consideration  given  to  past  militai'y  service 
records. 

4.  By  September  10,  Army  commanders  must 
report  names  of  men  so  selected  to  the  Surgeon 
General’s  Office,  which  wlil  make  assignment  rec- 
ommendations. 

5.  Commandei’S  may  not  call  up  medical  reseiwes 
from  internships,  from  residences  or  from  full- 
time postgraduate  courses.  However,  commanders 
may  use  their  own  discretion  in  the  case  of  medical 
reserves  engaged  in  research  “considered  necessary 
to  maintenance  of  the  national  health,  safety  or 
interest,”  and  those  whose  call  to  active  duty  might 
jeopardize  the  health  of  the  communities  in  which 
they  reside. 

In  making  selections.  Army  Commanders  have 
been  ordered  to  “make  every  effort”  to  enlist  the 
cooperation  of  established  medical  societies,  and 
“wherever  feasible”  to  consult  with  senior  reseiwe 
medical  officers. 

EFFORTS  CONTINUE  TO  GET  VOLUNTEERS 

Despite  its  action  of  today,  Ai-my  is  continuing 
every  effort  to  obtain  volunteers.  Volunteers  from 
now  on  count  against  each  Army’s  quota,  thereby 
reducing  the  number  of  officers  who  must  be  called 
involuntarily  from  that  area.  Also,  Army  points 
out  that  medical  officers  who  volunteer  for  active 
duty  still  are  eligible  for  an  additional  $100  per 
month  pay,  which  is  not  granted  to  men  entering 
seiwice  on  mandatory  orders.  However,  under  a 
new  niling  all  reserves  going  on  active  duty — vol- 
untarily or  involuntarily — keep  their  reseiwe  rank. 


STATE  HEALTH  DEPARTMENT 

INSTITUTE  ON  POLIOMYELITIS  NURSING 

The  Nebraska  State  Nurses  Association  and  the 
Nebraska  State  Department  of  Health  sponsored 
a state-wide  two-day  Institute  on  Poliomyelitis 
Nursing  which  was  held  at  the  Lincoln  General 
Hospital  in  Lincoln,  July  17  and  18.  Nurses  from 
schools  of  nursing,  local  health  departments,  and 
other  branches  of  nursing  attended.  New  develop- 
ments in  epidemiology,  medicine  and  orthopedic 
nursing  care  were  presented.  The  importance  of 
physical  therapy,  medical  social  services,  and  vol- 
unteer help  were  also  discussed.  The  care  of  the 
patient  in  the  home  as  well  as  in  the  hospital  was 
considered. 


INSTITUTE  ON  TUBERCULOSIS  NURSING 

The  Nebraska  Tuberculosis  Association,  the 
Bureau  of  Education  and  Registration  for  Nurses, 
the  Nebraska  Hospital  for  the  Tuberculous,  and  the 
Nebraska  State  Department  of  Health  sponsored 
a two-day  institute  on  Tuberculosis  Nursing.  The 
institute  was  held  at  the  Hospital  for  the  Tuber- 
culous in  Kearney,  on  June  21  and  22.  There  were 
forty-three  registrants  which  included  graduate  and 
student  nurses  from  nine  Nebraska  schools  of  nur- 
sing, and  public  health  nurses  from  five  local 
health  departments.  The  Nebraska  Tuberculosis 
Association  was  very  generous  in  assisting  indi- 
viduals to  meet  the  travel  and  subsistence  cost  of 
the  conference. 

The  purpose  of  this  institute  was  to  stimulate 
a keener  interest  in  Tuberculosis  Nursing  by  pro- 
viding factual  information  about  tuberculosis  and 


observation  of  the  facilities  of  the  State  Hospital. 
Teaching  aids  were  suggested  which  should  prove 
helpful  to  instnictors  in  schools  of  nursing  and 
public  health  agencies. 

CUSTER  COUNTY  X-RAY  SURVEY 

The  State  Health  Department  and  the  State 
and  Local  Tuberculosis  Associations,  with  aid  from 
local  people,  recently  completed  a chest  X-ray  sur- 
vey in  Custer  County.  The  suiwey  included  ten 
towns  of  that  county  turning  in  4,961  X-rays 
which  represent  almost  32%  of  the  eligible  people, 
(using  the  1940  census  and  estimating  that  70% 
of  the  people  are  of  eligible  age.)  Over  400,000 
X-rays  have  been  taken  in  similar  surveys  since  the 
beginning  of  the  program  in  1944. 

The  record  percentage  of  eligible  people  X-rayed 
is  held  by  Deuel  County.  The  average  county  re- 
port usually  runs  from  25  to  45  percent  of  those 
of  eligible  age. 

In  Custer  County  there  were  five  films  reported 
as  being  characteristic  of  tuberculosis,  past  or 
present,  fourteen  suspicious  of  tuberculosis,  past 
or  present,  and  one-hundred  forty-eight  X-rays 
with  chest  abnormalities  other  than  tuberculosis. 
The  figures  above  indicate  that  there  were  almost 
eight  times  as  many  non-tuberculosis  abnormalities 
as  those  related  to  tuberculosis.  These  figures  rep- 
resent findings  quite  typical  of  Nebraska. 

The  purpose  of  the  X-ray  survey  is  to  find  people 
who  should  be  under  the  Doctor’s  care,  and  to  see 
that  all  positive  cases  are  referred  to  the  family 
physician. 

Other  counties  recently  surveyed  are  Loup,  Rock, 
Brown,  Keya  Paha,  Red  Willow,  and  Furnas.  Coun- 
ties scheduled  to  be  surveyed  by  September  are 
Cherry,  Sheridan,  Grant,  Hooker,  Thomas,  Gosper, 
Hitchcock,  Dundy,  and  Chase.  If  plans  go  as  sched- 
uled, all  counties  of  our  state  will  be  completed  by 
the  end  of  the  year  and  we  will  be  ready  to  start 
over  the  second  time.  The  tentative  plan  is  to 
start  the  transportable  unit  in  the  Southeast  and 
the  mobile  unit  in  the  Northeast  and  move  West- 
ward. 


DENTAL  HEALTH 

Experiments  consisting  of  the  addition,  of  sodium 
fluoride  to  municipal  water  supplies,  for  the  pur- 
pose of  reducing  the  incidents  of  dental  decay,  have 
been  evaluated  by  the  United  States  Public  Health 
Service  with  resulting  endorsement  for  use  in  the 
treatment  of  supplies  low  in  this  element. 

It  is  considered  probable  that  some  Nebraska 
municipalities  may  wish  to  improve  their  water 
supply  in  this  respect. 

In  view  of  the  fact  that  fluoride  may  be  injurious 
if  used  in  improper  dosage,  the  State  Department 
of  Health  is  considering  the  subject  of  controls  nec- 
essary to  insure  safe  usage.  It  is  probable  that 
departmental  approval,  prior  to  the  initiation  of 
the  practice,  will  be  required  and  that  an  individual 
of  proven  qualifications  in  chemistry  will  be  nec- 
essary to  be  immediately  in  charge  of  the  treat- 
ment process  and  to  make  frequent  tests  of 
treated  and  untreated  water. 

INDUSTRIAL  HYGIENE 

The  Division  of  Industrial  Hygiene  of  the  State 
Department  of  Health  has  recently  investigated  an 
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incident  where  improper  handling  of  an  agi'icul- 
tural  chemical  may  have  been  the  direct  cause  of 
a fatality  of  a farm  worker.  The  chemical  in 

question  was  an  ethylmercuric  being  used  to  dust 
kalo  seed,  a gi-ain  sorgum.  Although  precautions 
as  to  use  of  this  chemical  were  plainly  stated  on  the 
container’s  label,  no  protective  devices  such  as 
gloves  and  dust  i-espirator  were  employed.  This  is 
one  of  many  similar  agricultural  chemicals  where 
extreme  care  must  be  used  in  their  application. 

Information  as  to  manufacturers  of  approved 
respiratory  equipment  can  be  obtained  from  the 
Division  of  Industrial  Hygiene,  State  Department  of 
Health,  Capitol  Building,  Lincoln,  Nebraska. 


KNOW  YOUR 
BLUE  SHIELD  PLAN 


New  physicians  are  invited  to  join  the  1,100  Ne- 
braska doctors  who  have  signed  as  Blue  Shield 
Participating  Physicians.  Operated  in  the  public 
interest,  Blue  Shield  is  sei-ving  both  the  physician 
and  the  patient.  For  information  and  supplies, 
wi-ite  to:  Public  Relations  Department,  Blue  Shield 
Plan,  518  Kilpatrick  Building,  Omaha. 


NEBRASKA  MEDICAL  SERVICE 

BALANCE  SHEET 
July  31.  1950 


Assets ; 

Cash  in  Banks $112,284.61 

Premiums  in  process  of  collection 10,170.90 

U.  S.  Bonds  (Cost  plus  accrued 
interest)  351.273.12 


Liabilities : 

Accounts  payable.  Blue  Cross $ 10,392.70 

Accounts  payable,  monthly  invoices 211.58 

Accrued  payroll  taxes 65.50 

Claims  payable: 

Unreported  72.066.30 

Pending  3,450.00 

Contingent  10.000.00 

Unearned  premiums 114.698.49 


$473,728.63 


$210,884.57 


Reserve  for  maternity  care 10,000.00 

Reserve  for  bonuses 1,261.91 

Reserve  for  collection  losses 1,500.00 

Unassigned  Surplus 250.082.15 


INCOME  AND  EXPENSE 


$473,728.63 


July  31,  1950 


Income : 

From  dues  

From  enrollment  fees. 
Interest.  U.  S.  Bonds. 
Miscellaneous  


Month  of 
July 

$114,163.41 

1.563.00 

531.25 

5.00 


7 Months 
to  Date 

$733,380.40 

14.910.00 

979.18 

126.00 


Expense: 

Claims  

Administrative  Expense : 

Regular  

Advertising  (50-50)  

Bonuses  

Secretarial  fees  

Medical  Director  

Advertising  

Auditing  

Printing  

Stationery  

Conferences  and  meetings 

Collection  expenses 

Reserve  for  collection  losses. 

Taxes  and  licenses  

Dues  

Acturarial  survey  

Miscellaneous  


$116,262.66 

$104,855.86 

9,927.41 

465.29 

333.33 

416.67 

250.00 


211.58 


178.85 


6.25 

126.67 


1.50 


$749,395.58 

$622,382.80 

65,719.50 

5,983.48 

2,333.33 

2,916.69 

1.750.00 
1,053.80 

840.00 

2,106.14 

44.80 

2,783.03 

373.30 

1.500.00 
108.75 
726.17 

1.031.73 

127.62 


Net  Gain  or  Loss 


$116,773.41 
.$  —510.75 


$711,781.14- 
$ 37,614.44 


ENROLLMENT  SUMMARY— JULY,  1950 

Groups  enrolled  during  July 

Groups  cancelled  during  July 

Number  of  active  groups,  August  1,  1950 

Sub-  De-' 

scribers  pendents 


Membership,  July  1,  1950 55,107  76,599 

Additions  1,675 

Less  Terminations  844 

Net  Gain  831 

Membership,  August  1,  1950 55,938  77,754 


— 49 

— 18 
—2726 
Partici- 
pants 

131,706 


133,692 


CASE  REPORT— JULY.  1950 


Number  of  Services  Rendered 3,476 

Females  1,994 

Males  1,482 

Subscribers  1,305 

Dependents  2,171 


Reminder:  All  Blue  Cross-Blue  Shield  cases  which 
require  special  consideration  are  referred  to  the 
Join  Claims  Commtitee.  This  group  meets  regular- 
ly to  review  and  adjudicate  those  cases  about  which 
there  is  question. 


Blue  Shield  payments  totaling  |108,146  went  to 
the  physicians  who  rendered  services  to  3,476  Blue 
Shield  members  during  July.  The  largest  indi- 
vidual check  was  for  $1,103.50,  and  the  ten  largest 
checks  issued  for  the  month  totaled  $8,006.00.  Blue 
Cross  paid  $112,515  to  hospitals  for  services  to 
2,155  members  hospitalized. 


In  the  first  six  months  of  this  year,  Nebraska 
Blue  Cross  paid  $704,051  to  hospitals,  while  Blue 
Shield  payments  to  physicians  totaled  $517,526. 
These  figures  represent  the  highest  benefit  pay- 
ments made  in  any  six-month  period  in  the  history 
of  each  of  these  Plans. 


Both  Blue  Cross  and  Blue  Shield  are  providing 
the  largest  number  of  benefits  to  the  broadest  pos- 
sible segment  of  the  population,  at  a rate  which 
they  can  afford  to  pay.  Failure  of  physicians  and 
hospitals  to  guard  against  undue  utilization  of  the 
sendees  provided  by  these  Plans  will  inevitably  re- 
sult in  pricing  these  services  out  of  the  reach  of 
those  who  need  them  most. 


“BLUE  CROSS  PROTECTS  THE  PEOPLE  . . . 

WHO  PROTECTS  BLUE  CROSS?” 

An  answer  to  the  above  question  was  given  by 
Dr.  Paul  R.  Hawley,  Director  of  the  American  Col- 
lege of  Surgeons  in  an  address  he  gave  in  Cincin- 
nati on  March  30,  1950. 

Because  the  survival  of  the  voluntary  health  care 
system  rests  largely  in  the  hands  of  the  medical 
profession,  the  following  excerpts  from  Dr.  Haw- 
ley’s speech  bear  our  thoughtful  consideration. 

“There  is  that  curious  defect  in  public  morality 
which  makes  it  no  crime  to  defraud  an  insurance 
company.  Many  people,  who  would  be  horrified  at 
the  very  thought  of  stealing  one  penny  from  a 
fellow-man,  have  not  the  slightest  compunction 
about  taking  money  under  false  pretenses  from 
an  insurance  company. 

“It  is  because  of  this  curious  blind  spot  that,  to 
exist,  every  kind  of  insurance,  except  health  in- 
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surance,  must  be  protected  by  law.  But  it  is 
obviously  impossible  to  enact  laws  against  unnec- 
essary utilization  of  medical  care. 

“The  utilization  rate  in  Blue  Cross  has  been 
rising  steadily  for  the  past  six  or  seven  years. 
Also,  during  this  same  period,  hospital  charges  have 
increased  tremendously — almost  doubled  in  many 
places.  So,  Blue  Cross  has  been  caught  between 
the  upper  and  nether  millstones  of  spiraling  costs 
and  inci-easing  utilization.  We  can’t  keep  this  up 
forever.  One  of  these  days  Blue  Cross  is  going 
to  be  too  expensive  for  poor  people.  When  that 
day  comes,  we  are  going  to  have  compulsory 
health  insurance. 

“Who,  then,  will  protect  Blue  Cross  ? Blue  Cross 
is  wholly  at  the  mercy  of  hospitals  and  doctors — 
largely  the  latter — and  must  rely  solely  upon  them 
for  pi’otection  against  abuses.  It  is  ordinarily  the 
doctor  who  says  when  the  patient  goes  into  the 
hospital,  what  seiwices  shall  be  given  while  he  is 
there,  and  when  he  shall  leave  the  hospital.  The 
medical  profession,  on  the  whole,  has  been  slow  to 
realize  that  in  its  hands,  almost  exclusively,  rests 
the  success  of  the  voluntary  prepayment  of  the 
costs  of  medical  care.  Voluntary  health  insurance 
can  easily  become  too  expensive  for  people  in  the 
low-income  group  to  afford.  Too  many  people, 
doctors  included,  labor  under  the  erroneous  impres- 
sion that  health  insurance  lowers  the  cost  of  medi- 
cal care.  It  doesn’t,  and  cannot,  lower  it  one  penny 
— it  only  spreads  it. 

“The  curse  of  cooperative  enterprise  is  that 
there  ai’e  always  a few  in  the  group  who  do 
their  best  to  kill  the  goose  that  lays  the  golden 
eggs.  We  have  them  in  the  health  professions.  But 
no  longer  dare  we  ignore  them  and  permit  them 
to  continue  to  threaten  the  existence  of  voluntary 
health  care.  We  must  expose  them,  brand  them, 
and  curb  them.  If  we  delay  longer  in  protecting 
ourselves  from  them,  we  shall  have  government 
medicine  before  we  know  it.  And  the  curious  thing 
is  that,  if  and  when  government  medicine  comes, 
those  who  will  scream  the  loudest  are  those  who 
are  doing  the  most  to  hasten  its  coming.” 


DEATHS 

Dr.  Theodore  H.  Waters,  Norfolk.  Born  in  1878. 
Graduated  from  Hahnemann  Medical  College  in 
Chicago  in  1901.  Later  took  post  graduate  work 
in  Eye,  Ear,  Nose  and  Throat.  He  practiced  in 
Illinois  for  about  10  years  and  40  years  ago  came 
to  Norfolk  where  he  remained  in  practice  until 
several  months  ago.  He  died  in  Norfolk  on  July 
20,  1950. 

No  immediate  suiwivors  are  listed. 


Dr.  James  W.  Gill,  Chambers,  Nebraska.  Born 
in  Tekamah  in  1880.  Graduated  from  Cotner  Medi- 
cal College  in  Lincoln  in  1912.  Located  in  Cham- 
bers immediately  after  graduation.  Dr.  Gill  took 
an  active  interest  in  community  affairs  having  been 
chairman  of  the  village  board  for  ten  years,  direc- 
tor of  the  school  board  and  vice  president  of  the 
Holt  county  Red  Cross  chapter. 

His  professional  activities,  he  served  as  presi- 
dent of  the  8th  Councilor  District  PJedical  society 
and  was  several  times  delegate  to  the  House  of 
Delegates  of  the  Nebraska  State  Medical  Associa- 
tion. Died  July  9,  1950. 


Immediate  suiwivors  are  one  daughter,  one  sister 
and  two  brothers. 


Dr.  Arthur  Nelson  Compton,  Valentine,  Nebraska. 
Bom  in  Texas  in  1872.  Graduated  from  the  College 
of  Physicians  and  Surgeons  at  St.  Louis  in  1898. 
The  same  year  he  arrived  in  Valentine  where  he 
remained  until  the  time  of  his  death.  Dr.  Compton 
had  many  interests  and  took  part  in  many  activities. 

The  local  newspaper  speaks  of  him  as  “Valen- 
tines First  Citizen.”  He  was  a member  of  the 
Methodist  Church  and  seiwed  on  the  Board  of 
Trustees  for  several  years.  He  served  terms  as  a 
member  of  the  City  Council  of  Valentine  and  one 
term  as  Mayor.  He  was  a charter  member  of  the 
Valentine  Rotary  Club.  He  received  many  honors 
in  the  community  in  which  he  served.  He  received 
many  other  honors  too  numerous  to  mention.  Pro- 
fessionally he  was  well  known  throughout  the 
North  Western  area.  He  was  a staunch  member 
of  the  Nebraska  State  Medical  Association  having 
served  as  president  of  the  district  and  as  Delegate 
to  the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association. 

Died  July  7,  1950. 


Dr.  Max  W.  Flothow,  Omaha.  Born  in  Omaha. 
Graduated  from  Creighton  University  School  of 
Medicine  in  1912.  Practiced  for  a short  time  in 
Woodbine,  Iowa,  then  located  in  Omaha.  He  served 
as  a Lieutenant  in  the  Navy  during  the  first  World 
War  and  returned  to  practice  in  1920.  Died  July 
28,  1950. 

Surviving  are  his  wife,  a son.  Dr.  M.  W.  Flothow, 
serving  an  internship  in  Philadelphia,  and  his 
mother  in  Seattle,  Washington. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th,  Omaha. 


Dr.  G.  E.  McGlothlen  is  now  physician  to  Texas 
State  Prison  Farm  Hospital. 

Dr.  Nancy  Catania  of  Omaha  has  returned  from 
an  extended  trip  to  the  West  Coast. 

Dr.  Richard  D.  Smith  is  practicing  Orthopedic 
Surgery  at  the  Aquila  Court  in  Omaha. 

Dr.  Janet  F.  Palmer  is  practicing  Psychiatry  and 
Child  Guidance  in  the  Sharp  Building  in  Lincoln. 

A new  associate  of  Dr.  C.  T.  Mason  at  Superior 
is  Dr.  Roger  Cutshall,  a Nebraska  1948  graduate. 

Dr.  D.  D.  Stonecypher  attended  post  graduate 
work  at  the  University  of  Minnesota  Medical  Center 
in  July. 

Dr.  F.  .M,  Tushla  took  post  graduate  work  in 
surgery  in  Cook  County  Graduate  school  in  Chicago 
in  July. 

Dr.  P.  Adams  announces  the  association  with 
him  of  Dr.  Henry  Kommandel  in  the  practice  of 
Urology  in  Omaha. 

Spaulding  has  two  new  Doctors.  They  are  Dr. 
Ruth  Taylor  and  her  husband  Dr.  Richard  Taylor 
both  Creighton  graduates. 

(Continued  on  page  xxviii) 
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LACTOGEN  -f"  WATER 

1 level  tablesDoon  2 fl.  ozs. 


FORMULA 


2 fl.  ozs. 

(20  Cals,  per  fl.  oz.) 


1 level  tablespoon 
(40  Cals.) 


LACTOGEN 


CLOSELY  APPROXIMATES 
BREAST  MILK 


Advertised  to 


he  Medical  Profession  only. 


An 


Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis;  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”^ 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


Clinical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”^ 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W.:  An  account  of  the  Foxglove.  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  NL  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant"  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

J^harmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET.  NEW  YORK  14.  NEW  YORK 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

☆ 

A.  S.  RUBNITZ,  M.  D.,  Director 

☆ 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


AU 

PREMIUMS 
COME  FROM 


$5,000.00  accidental  death  $8.00 

$25.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$10,000.00  accidental  death  $16.00 

$50.00  weekly  indemnity,  accident  and  sickneis  Quarterly 

$15,000.00  accidental  death  $24.00 

$75.00  weekly  indemnity,  accident  and  sickness  Quarterly 

$20,000.00  accidental  death  $32.00 

$100.00  weekly  indemnity,  accident  and  sickness  Quarterly 

Cost  has  never  exceeded  amounts  shown. 

Also  Hospital  Policies  for  Members,  Wives  and  Children 
at  Small  Additional  Cost. 


85c  out  of  each  $1.00  gross  income  used 
for  members’  benefits 

$3,700,000.00  $16,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 


$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  FIRST  NATIONAL  BANK  BLDG.  OMAHA  2,  NEBR. 


HUMAN  INTEREST  TALES 
(Continued  from  page  304) 

Dr.  John  A.  Rasmussen  is  associated  with  Drs. 
R.  Russell  Best  and  Stanley  E.  Potter  in  the  prac- 
tice of  surgery  in  Omaha. 

Grant  has  a new  doctor.  He  is  John  R.  Tarrant, 
a graduate  of  Temple  University  and  the  Hahne- 
mann Medical  College,  1929. 

Dr.  Arthur  L.  Smith,  Sr.,  of  Lincoln  was  one  of 
the  speakers  of  the  International  College  of  Cardi- 
ology, held  in  Paris  in  August. 

Dr.  Harry  McCarthy  of  Omaha  was  one  of  the 
speakers  at  the  meeting  of  the  International  Col- 
lege of  Surgeons  in  Buenos  Aires,  in  August. 

Dr.  D.  T.  Kelley  formerly  of  Osceola  has  left  for 
Navy  duty  at  San  Diego  the  last  of  July.  His  suc- 
cessor is  Dr.  E.  A.  Gullberg,  a Creighton  graduate 
of  1949. 

Dr.  John  L.  Cutler  of  Scottsbluff  has  volun- 
teered in  the  Medical  Corps  of  the  U.  S.  Navy. 
Also  on  active  duty  with  the  Navy  is  Dr.  Donald  C. 
Kent  of  Wahoo. 

It  is  reported  that  Dr.  Donald  Dickson  has 
formed  a partnership  with  Dr..  Elton  Newman  in 
Albion.  Dr.  Newman  was  discharged  from  the 

Army  Medical  Corps  recently. 

Associated  with  Dr.  Stanley  Zemer  is  Dr.  R.  L. 
Thomas  a Nebraska  1943  graduate.  Dr.  Thomas 
has  served  three  years  in  the  Army  Medical  Corps 
with  over  seas  duty  in  Germany  and  Japan. 

Associated  with  Dr.  Earl  Wiedman  in  Lincoln 
is  Dr.  Bernard  Wendt  who  recently  completed  an  in- 


ternship at  Alameda  General  Hospital  in  Oakland. 
Dr.  Wendt  graduated  from  Nebraska  in  1949. 

Dr.  John  Allen  formerly  of  Omaha  and  for  the 
past  three  years  in  California,  has  returned  to 
Nebraska  to  become  the  associate  medical  director 
at  the  State  Hospital  for  the  Tuberculous  in  Kear- 
ney. 

Scottsbluff  now  has  a pediatrician.  He  is  Dr. 
Gordon  Q.  Olsson,  1946  University  of  Nebraska 
graduate  who  has  had  two  years  of  residency  at 
the  University  and  the  Childrens  Memorial  Hospital 
in  Omaha. 

Dr.  DeWitt  S.  Lowe,  former  missionary  in  Korea, 
has  located  in  Hiawatha,  Kansas.  Dr.  Lowe  has 
taken  over  the  office  of  Dr.  Paul  E.  Conrad,  re- 
cently deceased.  Dr.  Conrad  was  a graduate  of 
Nebraska,  1923. 

Dr.  F.  G.  Dewey  on  July  12  was  honored  with  a 
public  testimonial  dinner  by  the  community  of 
Coleridge.  This  was  in  celebration  of  the  fortieth 
anniversary  of  practice  in  Coleridge.  Dr.  Dewey 
was  born  in  Iowa  in  1880  and  graduated  from 
Illinois  Medical  College  in  1910. 

The  following  letter  was  received  recently  in  the 
Editorial  office. 

Gentlemen : I received  the  50  year  pin  and  wish  to  thank 

you  for  it  and  I wear  it  in  my  Sunday-go-to-meeting  lapel, 
and  proudly.  I am  proud  of  my  honorary  membership  in 
the  Nebraska  Medical  Association  and  the  five  County  (Cedar, 
Dixon,  Dakota,  Thurston,  Wayne)  Society. 

I am  proud  the  fight  Nebraska  Medical  Association  is 
putting  up  against  the  Truman-Ewing  “free  Medical  care” 
they  are  trying  to  foist  on  the  American  public. 

Thanking  you  all. 

I am  sincerely, 

C.  T.  Ingham  M.  D. 

(Continued  on  page  xxix) 
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I (Continued  from  page  xxviii) 

I This  has  been  a summer  of  great  activity  for 
Dr.  L.  E.  Moon  of  Omaha.  Among  the  few  tasks 
' performed  are  these: 

(a)  As  president  of  the  American  Proctologic 
1 Society,  he  presided  at  the  meeting  July  1 to  5. 

; (b)  From  L.  A.  went  to  Buenos  Aires  to  attend 

j the  meeting  of  the  International  College  of  Sur- 
i geons. 

I (c)  He  presided  as  honorary  president  of  the 
j Argentine  Proctologic  Society. 

ij  (d)  He  delivered  paper  before  the  Argentine 
, Proctologic  Society. 

(e)  Returned  by  way  of  Lima,  Guatemela,  and 
’ Panama  and  according  to  his  own  admission  had 
a good  time  talking  and  being  entertained. 


HARVARD  PROFESSOR  WINS  AWARD 
FOR  NUTRITION  RESEARCH 

Selection  of  Dr.  Fuller  Albright,  associate  pro- 
fessor of  medicine  at  Harvard  Medical  School, 

Boston,  as  recipient  of  the  1950  Joseph  Goldberger 
' award  in  clinical  nutrition  was  announced  recently 
I by  the  Board  of  Trustees  of  the  American  Medical 
1 Association. 

The  award,  made  annually  by  the  A.M.A.  to  stim- 
j ulate  research  in  nutrition,  goes  to  Dr.  Albright 
for  his  work  in  mineral  metabolism  and  in  human 
metabolism  as  influenced  by  the  endocrine  glands. 

It  consists  of  a gold  medal  and  $1,000  in  cash. 

The  award  will  be  presented  by  the  A.M.A.  Coun- 
cil on  Foods  and  Nutrition  at  a meeting  some  time 
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in  the  fall.  The  meeting  place  has  not  been 
selected. 

Dr.  Albright  is  connected  with  the  Massachu- 
setts General  Hospital,  Boston.  He  received  his 
A.  B.  degree  from  Harvard  in  1921  and  his  M.D. 
degree  from  Harvard  in  1924.  His  studies  are 
known  to  the  medical  profession  throughout  the 
world. 

The  A.M.A.  award  was  established  in  1948  and 
named  after  the  late  Dr.  Joseph  Goldberger,  who 
did  pioneer  work  on  pellagra  in  the  southern  states. 

Last  year’s  winner  of  the  award  was  Dr.  Ran- 
dolph West  of  New  York,  whose  nutritional  investi- 
gations led  eventually  to  the  identification  and 
clinical  application  of  vitamin  B12.  Dr.  West  died 
shortly  before  the  award  was  to  be  presented.  At 
his  family’s  request,  the  money  was  used  to  estab- 
blish  the  Randolph  West  lectureship  at  Columbia 
university. 


FOOT  ERUPTIONS  TO  SHOE 
MATERIALS  AND  CONSTRUCTION 
Rapid  increase  in  foot  eioiptions  has  paralled  the 
use  of  certain  materials,  particularly  waterproof 
materials,  in  manufacturing  footgear,  two  Evans- 
ville (Ind.)  dermatologists  point  out. 

Writing  in  the  July  issue  of  Today’s  Health,  pub- 
lished by  the  American  Medical  Association,  Drs. 
L.  Edwaid  Gaul  and  G.  B.  Underwood  say: 

“Parents  can  learn  something  from  instinctive 
actions  of  their  children.  Instead  of  calling  their 
toe  itch  the  fungus  or  athlete’s  foot  and  promptly 
rubbing  in  an  irritating  remedy,  they  should  (like 
their  children)  kick  off  their  shoes. 

(Continued  on  page  xxx) 
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ALCOHOL 

AND  DRUG  ADDICTION 

In  1897  Doctor  B.  B.  Ralph  developed  methods  of  treating  alcohol  and  narcotic 
addiction  that,  by  the  standards  of  the  time,  were  conspicuous  for  success. 

Twenty-five  years  ago  experience  had  bettered  the  methods.  Today  with  the 
advantages  of  collateral  medicine,  treatment  is  markedly  further  improved. 

The  Ralph  Sanitarium  provides  personalized  care  in  a quiet,  homelike  at- 
mosphere. Dietetics,  hydrotherapy  and  massage  speed  physical  and  emotional 
re-education.  Co-operation  with  referring  physicians.  Write  or  phone. 

R A L P H 

SANITARIUM 

Established  1897 

539  HIGHLAND  AVE.,  KANSAS  CITY  6.  MO.,  VICTOR  3634 

Ralph  Emerson  Duncan,  M.D.,  Director 
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YEARS  TREATING 


(Continued  from  page  xxix) 

“The  financial  setbacks  of  the  shoe  industry  in 
1919  sent  fabricators  scurrying  for  cheaper  ma- 
terials. Time-proved  leather  was  replaced  by  rub- 
ber and  adhesives,  by  bonded,  laminated,  coated  and 
impregnated  fabrics  and  papers.  Various  plastics 
are  now  replacing  these.  The  result  is  that  we 
have  steadily  exposed  our  feet  to  a wide  variety 
of  chemicals.” 

Foot  eruptions  are  the  third  most  common  skin 
disease,  the  doctors  find.  One  survey  indicated 
that  three  out  of  four  people  have  foot  eiaiptions. 
Careful  studies  by  dermatologists  have  shown 
fungus  to  be  the  cause  in  approximately  50  per 
cent  of  cases. 

“Certainly  the  rapid  increase  in  foot  eraptions 
paralleled  the  use  of  cheaper  materials  in  manu- 
facturing footgear,  and  particularly  waterproof  ma- 
terials,” the  doctors  say.  “Tanners  and  processors 
have  succeeded  in  destroying  the  natural  porosity 
and  absorbent  properties  of  leather.  Various  chem- 
icals highly  irritating  to  the  skin  are  added. 
Zealous  manufacturers  seal  any  porosity  left  in 
leather  with  moisture-resistant  adhesives  and 
cements. 


NEW  TEST  FOR  STOMACH  CANCER 
DEVISED  BY  NEW  YORK  DOCTORS 
An  ingenious  balloon  test  for  cancer  of  the 
stomach  has  been  devised  by  a group  of  doctors 
from  Cornell  University  Medical  College  and  New 
York  Hospital,  New  York. 

The  process  is  reported  in  the  August  12  Journal 
of  the  American  Medical  Association  by  Drs.  Fred- 


erick G.  Panico,  George  N.  Papanicolaou  and  Wil- 
liam A.  Cooper. 

A rubber  balloon  covered  with  short  pieces  of 
braided  silk  and  attached  to  the  end  of  a tube  is 
swallowed  into  the  patient’s  stomach  and  then  in- 
flated, the  doctors  say.  Cells  from  the  stomach 
lining  cling  to  this  ballon  “brush.”  The  apparatus 
is  deflated  and  withdrawn  and  the  cells  are  removed 
by  washing  in  a special  solutiton. 

The  cells  are  then  examined  by  means  of  the 
smear  test,  developed  by  Dr.  Papanicolaou  and  in 
wide  use  for  detecting  cancer  of  the  ceiwix  in  wom- 
en. Describing  the  test.  Dr.  Papanicolaou  says: 

“Cells  at  the  surface  of  the  growth  tend  to  be  dis- 
lodged. A technique  for  collecting  the  cellular  de- 
bris, smearing  it  upon  glass  slides,  and  staining  it 
has  been  perfected  so  that  the  various  components 
may  be  studied.  Interpretation  of  the  smear  re- 
quires the  sei-vices  of  a careful  and  discriminating 
cytologist  who  has  had  experience  in  this  field.” 

The  balloon  test  was  used  in  collecting  cellular 
material  from  the  stomachs  of  33  patients  in  whom 
the  diagnosis  of  a disease  was  confirmed  by  surgery, 
the  doctors  report.  Of  this  group  of  33,  17  had  ma- 
lignant disease  and  16  had  diseases  other  than  can- 
cer. 

Among  the  17  patients  with  cancer,  balloon  wash 
smears  revealed  no  malignant  cells  in  two  cases, 
suspicious  cells  in  one  case  and  malignant  cells  in 
14  cases. 

Among  the  16  patients  with  conditions  other  than 
cancer,  smears  were  negative  for  malignant  cells  in 
14.  Two  specimens  were  read  falsely  as  suggestive 
of  malignancy. 
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EDITORIAL 


CIVIL  DEFENSE* 

Recent  events  in  Korea  have  emphasized 
the  need  for  a workable  plan  of  civil  defense 
to  be  put  in  operation  immediately.  Long 
range  bombers,  guided  missiles  and  atomic 
bombs  have  made  it  possible  to  bring  war- 
fare to  any  part  of  the  globe.  The  security 
of  distance  is  fast  disappearing.  Events  of 
^^'orld  War  II  demonstrated  how  war  could 
be  brought  to  civilian  communities. 

Two  and  a half  years  ago.  President  Tru- 
man called  a distinguished  Nebraskan,  the  late 
Mr.  Russell  J.  Hopley,  to  Washington  to  pre- 
pare a plan  for  civil  defense  of  the  nation. 
Though  the  problem  had  been  studied  by 
many  since  World  War  II,  Mr.  Hopley  and 
his  staff  worked  arduously  and  completed 
their  report  entitled,  “Civil  Defense  for  Na- 
tional Security,”  by  October  1,  1948.  The 
plan  recommends  a small  peacetime  organiza- 
tion that  could  be  rapidly  expanded  in  the 
event  of  a national  emergency.  Operational 
responsibility  is  placed  at  state  and  local 
levels  with  full  use  of  volunteers,  existing 
agencies,  and  organizations.  Each  person, 
family  and  community  must  do  everything 
possible  to  counteract  the  havoc  created  by 
disaster  or  enemy  action.  Mutual  aid  and 
assistance  is  envisioned  as  supplementary  to 
this  effort,  and  states  should  enter  into 
agreements  for  mutual  aid.  Mobile  trained 
units  are  to  be  organized,  equipped  and 
trained  to  meet  any  type  weapon  the  enemy 
might  use.  The  Hopley  report  is  considered 
the  master  blue  print  for  state  and  local 
civil  defense  plans,  and  is  considered  an  effi- 
cient, well  coordinated  program. 

^EDITOR’S  NOTE:  This  editorial  was  prepared  by  Dean 

Haro!d  C.  Leuth  of  the  University  of  Nebraska  College  of 
Medicine,  at  the  reque  t of  The  Journal.  Dr.  Leuth  is  a mem- 
ber of  the  Council  on  Emergency  Medical  Service  of  the  Ameri- 
can Medical  Association. 


Medical  and  health  services  are  important 
elements  in  a civil  defense  program.  It  re- 
quires a comprehensive  and  well  coordinated 
plan  of  medical  care  with  the  use  of  services 
of  all  physicians  in  the  United  States,  should 
war  and  destruction  be  brought  to  our  cities. 
The  American  Medical  Association  became 
concerned  with  the  need  for  adequate  civil 
defense  during  the  last  days  of  World  War 
II.  In  1946  the  American  Medical  Associa- 
tion appointed  the  Council  on  National  Emer- 
gency Medical  Service  to  study  the  problem 
and  make  recommendations.  State  medical 
societies  were  asked  to  name  committees  to 
study  the  state  needs  and  assist  in  the  for- 
mation of  a civil  defense  program.  Many 
states  have  enacted  legislation  permitting 
the  creation  of  state  defense  councils,  clari- 
fying the  position  of  the  medical  profession 
in  the  civil  defense  program.  Some  gover- 
nors have  appointed  committees  to  work 
closely  with  the  state  medical  societies.  The 
Maine  Medical  Association,  through  the  lead- 
ership of  Dr.  Charles  W.  Steele,  Chairman 
of  the  Committee  on  Emergency  Civilian  De- 
fense, has  prepared  a thoughtful  and  effec- 
tive civil  defense  program  using  local  re- 
sources to  the  maximum  and  relying  on  mu- 
tual aid  of  neighboring  communities,  includ- 
ing those  across  state  boundaries,  for  secon- 
dary assistance. 

The  Council  on  National  Emergency  Medi- 
cal Service  is  holding  regional  meetings  to 
provide  an  exchange  of  ideas  and  stimulate 
state  medical  society  representatives  to  as- 
sume greater  leadership  in  civil  defense.  At 
the  first  regional  meeting  held  in  Washing- 
ton, D.C.,  on  July  29,  representatives  from 
nine  middle  Atlantic  state  medical  societies 
met  together  with  officials  of  the  Depart- 
ments of  National  Defense,  Army,  Air  Force, 
Navy,  The  National  Security  Resources 
Board,  the  PublicTIeMt^  ^rvice  ivnd  other 
governmental  AtWPWnmrary^g^dis.  Rep- 
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resentatives  from  each  of  the  nine  states  re- 
ported in  detail  activities  within  their  states. 
The  governors  of  five  states  had  appointed 
civil  defense  directors,  who  had  turned  to 
the  state  medical  societies  for  assistance  in 
naming  medical  advisory  committees.  Four 
states  had  enacted  legislation  that  enabled 
them  to  fully  participate  in  the  civil  defense 
program  for  national  security.  A number  of 
state  medical  society  committees  on  civil  de- 
fense had  prepared  detailed  programs  of 
action. 

A second  regional  meeting  was  held  in 
Boston  on  August  27,  and  reports  were  re- 
ceived from  the  medical  societies  of  New 
England.  It  was  apparent  that  planning  had 
proceeded  to  a very  favorable  degree  in  all 
the  New  England  States.  A third  regional 
meeting  held  in  Chicago  September  10th  was 
similar  to  the  previous  meetings,  and  was 
attended  by  representatives  of  middle  west- 
ern states.  Other  regional  meetings  are  to 
be  held  in  the  west  and  south  in  the  very 
near  future. 

The  excellent  programs  prepared  by  other 
state  medical  societies  and  the  uncertainties 
of  the  international  situation  make  a com- 
prehensive civil  defense  program  for  all 
states  an  immediate  necessity. 


IT  CAN  HAPPEN  AGAIN 

The  tension  which  today  pervades  the  in- 
ternational horizon  carries  with  it  dangerous 
hazards  on  the  domestic  scene.  Without 
minimizing  the  possible  effects  of  world  tur- 
moil on  our  national  safety,  we  yet  cannot 
escape  the  potential  results  of  inner  pres- 
sures by  pseudo-reformers  and  political  op- 
portunists ready  to  unleash  their  pet  schemes 
at  a time  when  the  public  attention  is  con- 
centrated on  issues  considered  more  im- 
portant at  the  moment.  It  has  been  said 
that  the  ill-fated  Volstead  Act  of  1918  would 
never  have  passed  in  Congress  had  not  the 
people  concentrated  all  their  attention  on 
World  War  I.  The  Pressure  group  well-or- 
ganized, having  waited  vigilantly  for  years 
missed  no  chance  to  attack.  In  mid-century 
colloquiolism  it  would  be  called  a “push- 
over.” 

The  executive  office  of  our  Association 
conscious  of  the  tendency  of  history  to  re- 
peat itself  in  one  form  or  another  has  sent 
out  a warning  to  its  members  not  to  under- 
estimate the  feint  quiet  on  the  reformer 
front.  The  pamphlet  “Better  Medical  Care 


That  You  Can  Afford”  enclosed  with  the  re- 
minder should  dispell  any  assumption  that 
the  would-be  socializers  have  been  or  intend 
to  be  caught  napping. 

If  the  booklet  insults  public  intelligence 
because  of  the  half-truths  it  contains  let  us 
not  forget  two  apparent  facts:  (a)  It  is  well 
made  up  — attractively  illustrated,  easy  to 
read,  addressing  itself  directly  to  a sector 
of  the  population  which  it  hopes  is  not  too 
analytical  by  nature,  (b)  Its  aim  obviously 
is  to  create  discontent  with  the  present  sys- 
tem of  medical  care.  “Did  you  ever  put  off 
going  to  a doctor,  or  lie  in  a hospital  bed  and 
worry  — because  medical  bills  come  too 
high  ?”  it  asks  on  one  page.  On  another  page 
it  shows  a distracted  mother  at  the  bedside 
of  her  child  with  the  question  underneath. 
“Did  you  ever  have  a sick  child  miles  away 
from  a doctor?” — etc.,  etc.  Questions  that 
few  persons  regardless  of  income  can  hon- 
estly answer  in  the  negative. 

The  dishonesty  lies  not  in  the  questions 
but  in  the  stupid  implications  and  the  false 
promises  to  the  solution  of  the  problems  they 
evoke. 

No  physician  who  values  his  professional 
self  respect  and  the  personal  welfare  of  his 
patients  can  afford  the  luxury  of  ignoring 
this  fraudulent  attempt  to  befuddle  the 
American  people. 


RARE  TYPE  OF  CANCER  MAY  FOLLOW 
NAIL  INJURY 

A rare  type  of  cancer  arising  in  the  finger  or  toe 
nails  is  reported  in  the  September  2 issue  of  the 
Journal  of  the  American  Medical  Asociation. 

Appearance  of  a sore  between  the  cuticle  and  the 
nail  is  a distinguishing  characteristic  of  this  can- 
cer, Dr.  Lyle  W.  Russell  says.  Symptoms  such  as 
swelling  and  moderate  pain  easily  may  lead  to  de- 
layed recognition  of  the  tumor  and  confusion  with 
other  conditions,  he  points  out. 

The  cancer  may  appear  as  a small,  yellowish 
crater  which  fails  to  heal  and  if  neglected  may  in- 
vade the  bone,  according  to  Dr.  Russell.  Amputa- 
tion of  the  finger  or  toe  is  the  recommended  treat- 
ment and  the  outlook  for  cure  usually  is  good  unless 
spread  of  the  cancer  to  another  part  of  the  body 
has  occurred  prior  to  the  surgery. 

Injury  appears  to  be  a possible  inciting  cause  in 
the  formation  of  this  type  of  cancer,  Dr.  Russell 
says.  In  11  of  20  cases  reported,  a deep  puncture 
wound  between  the  nail  and  nail  bed  or  other  injury 
to  this  area  preceded  the  diagnosis  of  cancer  by  six 
months  to  18  years. 


The  Golden  Age  of  Medicine 

EDGAR  V.  ALLEN,  M.D. 

Division  of  Medicine,  Mayo  Clinic 
Rochester,  Minnesota 


In  being  privileged  to  deliver  this  lecture 
in  honor  of  Dr.  Poynter,  I am  myself  honored, 
and  I ask  leave  first  to  thank  those  who  be- 
stowed on  me  the  privilege.  To  return  to 
Omaha  is  to  come  home.  Some  of  you  who 
so  much  add  to  the  appearance  of  this  ami- 
able audience  are  wives  of  my  friends ; others 
are  my  teachers;  still  others  succeeded  or 
followed  me  through  that  institution  we  hold 
dear,  the  University  of  Nebraska  College  of 
Medicine. 

In  the  fall  of  1920,  the  College  of  Medicine 
admitted  me,  a lanky  country  boy,  possessed 
of  fewer  chins  and  a smaller  waistline  than 
I now  have.  Some  of  you  were  in  the  embry- 
ology laboratory  on  that  day  most  important 
to  me,  when  I raised  my  hand  and  asked  Dr. 
Poynter  what  was  meant  by  the  word  “sel- 
vage” which  I had  found  in  my  textbook. 
Viewed  from  a perspective  of  thirty  years  I 
am  sure  Dr.  Poynter  knew  the  answer  but, 
curious  as  he  was  about  people  and  about 
their  curiosity,  he  invited  me  to  his  office 
where  we  conducted  a search  for  the  pre- 
cise definition  of  the  word.  This  was  fol- 
lowed by  a conversation,  in  the  course  of 
which  it  was  given  to  me  to  view  medicine 
down  a shining  vista,  with  endless  avenues 
beyond,  a view  which  has  remained  with  me 
to  this  day. 

I remember  too.  Thanksgiving  Day  of  1921, 
when  Harry  Kretzler  and  I ran  in  the  Ne- 
braska cross  country  race.  Afterward,  re- 
turning to  my  fraternity  house,  I was  over- 
come with  the  nausea  of  sheer  exhaustion 
and  sat  on  the  curb  in  an  effort  to  find  re- 
lief from  my  distress.  Once,  between  retch- 
ings, I looked  up  to  see  regarding  me.  Dr. 
Poynter,  who  must  have  wondered  why  one 
of  his  students  was  ill  at  midday  . I told  him 
then  of  my  exhaustion  and  my  homesickness, 
and  I recall  a few  tears  in  my  eyes,  for 
country  boys  at  20  and  away  from  home,  are 
not  Spartan  when  they  are  ill.  Dr.  Poynter, 
holding  me  by  the  arm,  took  me  to  his  home 
where  I met  that  gracious  lady,  Mrs.  Poyn- 
ter and,  beyond  belief,  such  was  their  charm 
and  the  quality  of  their  hospitality  that,  my 
nausea  forgotten,  I ate  a huge  dinner.  That 
was  the  first  of  five  or  six  consecutive 
Thanksgiving  dinners  for  me  in  the  residence 

*C.  W.  M.  Poynter  Alumni  Day  Lecture,  delivered  before 
the  alumni  of  the  University  of  Nebraska  College  of  Medicine, 
Omaha.  March  29.  1950.  The  entire  lecture  will  appear  in  the 
reprints. 


of  Dr.  and  Mrs.  Poynter.  I found  a second 
home  there  and  two  of  the  most  splendid 
people  I have  ever  known,  who  opened  new 
doors  to  literature,  art,  music,  medicine,  re- 
ligion and  the  pleasures  of  discussion.  At 
the  end  of  my  sophomore  year  in  the  medi- 
cal college,  at  the  invitation  of  Dr.  Poynter, 
I spent  a year  with  him  in  the  department 
of  anatomy.  In  that  year  we  completed  an 
experiment  but,  most  important  to  me,  I was 
treated  to  hours  of  conversation  on  the  sub- 
jects of  religion,  the  formation  of  the  world, 
the  rise  and  fall  of  civilizations,  the  defini- 
tion of  life,  the  mechanics  of  good  music  and 
many  more  topics.  As  I look  back  on  this 
most  pleasant  and  stimulating  experience,  I 
see  myself  in  the  role  of  an  initially  inert 
musical  instrument  which  a master  brought 
to  vibrating  life.  That  there  were  dissonances 
was  owing  to  imperfections  of  the  instru- 
ment; not  to  faults  of  the  master. 

Departure  from  Omaha  did  not  end  my  as- 
sociation with  Dr.  and  Mrs.  Poynter,  I am 
glad  to  say;  for  years  we  have  correspond- 
ed. They  are  godparents  of  our  older  son 
and,  on  occasions,  I have  had  the  privilege 
of  abiding  again  in  the  soul-warming  circle 
of  my  second  home. 

The  last  few  paragraphs  have  contained 
more  of  me  than  at  their  outset  I intended. 
I,  however,  was  but  one  of  several  hundred 
students  who  have  come  under  the  influence 
of  the  extraordinary  man  in  honor  of  whom 
we  have  assembled.  Most  of  us  who  are 
here  know  Dr.  Poynter  as  the  one  to  whom 
great  and  small  carry  their  problems,  wheth- 
er those  problems  be  personal,  in  the  field 
of  research,  or  administrative  in  nature.  His 
stored  intellect,  his  wealth  of  experience,  his 
judgment  are  freely  expended  in  behalf  of 
his  students,  his  colleagues  and  the  institu- 
tion which  through  forty-seven  years  he  has 
served  as  few  have  done.  For  many  of  us 
he  is  Nebraska. 

I refuse  to  consider  this  evening  that  Dr. 
Poynter  is  not  here.  His  physical  absence  is 
a poignant  fact  but  that  part  of  him  be- 
yond the  organic  and  the  tangible,  with 
which  he  inspirited  others,  is  here,  within  us. 
We  are  assembled  to  render  glad  tribute  to 
Dr.  Poynter  and,  because  his  greatness  is 
complemented  by  that  of  a great  helpmeet,  it 
is  our  wish  that  Mrs.  Poynter  share  in  our 
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encomium.  Matthew  Arnold  did  not  have  the 
privilege  of  her  acquaintance  but  unwittingly 
he  characterized  her  when  he  wi’ote: 

“And  what  but  gentleness  untired, 

And  what  but  noble  feelings  warm, 
Whenever  shown,  howe’er  inspired 
Is  grace,  is  charm?” 

Concerning  Dr.  Poynter  himself,  many  of 
us  who  are  here  tonight  also  attended  his 
birthday  dinner  six  years  ago,  when  Chancel- 
lor Boucher  referred  to  him  as  “the  perfect 
dean”  and  then  gave  the  attributes  of  such 
a dean: 

“The  perfect  dean,”  he  said  “must  be  not 
only  a scientist,  a physician,  an  educator,  a 
business  man,  a personal  manager,  and  a 
public  relations  specialist,  but  in  order  to  be 
all  of  these  adequately,  he  must  be  a gentle- 
man and  a scholar  of  the  broadest  catholicity 
of  interests.  It  is  not  enough  that  he  be  a 
scientist  but  in  addition  he  must  be  a social 
scientist  and  a humanist  in  scholarly  inter- 
ests and  in  their  practical  applications.” 

These,  then,  are  the  qualities  of  him  whom 
we  are  privileged  to  know,  in  the  words  of 
Dr.  MacEwen,  then  Dean  of  the  University 
of  Iowa  School  of  Medicine,  as  “friend,  scien- 
tist and  teacher.”  Dr.  Poynter  has  three 
ideals,  as  Osier  had:  to  do  the  day’s  work 
well,  to  act  the  golden  rule  and  to  cultivate 
equanimity,  the  last  of  which  enables  one  to 
bear  success  with  humility  to  receive  the  af- 
fection of  friends  without  pride  and  to  meet 
sorrow  and  grief  with  courage  befitting  a 
man.  Of  him  it  can  be  said  as  another 
wrote : 

“I  have  loved  no  darkness. 

Sophisticated  no  trath. 

Nursed  no  delusion. 

Allowed  no  fears.” 

A moment  ago  I likened  Dr.  Poynter’s 
ideals  to  those  of  Osier.  Sir  William  lived 
until  1919,  and  although  Dr.  Poynter’s  in- 
fluence began  to  be  felt  at  Nebraska  early 
in  this  century,  he  first  assumed  direction  of 
our  school,  as  acting  dean,  in  1917.  About 
then  began  what  I think  of  as  the  Golden 
Age  of  Medicine.  Space  permits  only  a sim- 
ple listing  of  some  of  the  major  achieve- 
ments of  the  Golden  Age  of  Medicine.  By 
means  of  antibiotics  medicine  has  virtually 
won  the  age-old  struggle  against  bacterial 
diseases.  The  use  of  the  anticoagulants,  he- 
parin and  dicumarol,  has  lessened  the  ca- 
tastrophic consequences  of  intravascular  co- 
agulation of  blood.  Diabetes  mellitus,  Addi- 
son’s disease,  goitre  and  pernicious  anemia 
can  be  controlled.  Several  congenital  dis- 


eases of  the  heart  and  aorta  have  been  cor- 
rected by  surgical  means.  The  surgeon  also 
is  in  sight  of  victory  over  valvulor  heart 
disease.  Almost  all  the  nutritional  disorders 
can  be  corrected.  Rheumatoid  arthritis  can 
be  alleviated  quickly  as  can  asthma,  hay 
fever,  certain  nonbacterial  inflammations  of 
the  eye,  and  rheumatic  fever. 

Although  I have  failed  to  mention  many 
of  the  great  advances  made  in  medicine  in 
the  last  thirty  years,  a large  proportion  of 
the  diseases  discussed  in  the  eighth  edition  of 
Osier’s  book  have  been  prevented,  cured  or 
controlled.  Of  course,  many  diseases  remain 
unconquered.  Arteriosclerosis,  high  blood 
pressure,  the  leukemias,  cancer,  poliomyeli- 
tis, the  emotional  disorders  which  are  des- 
tined to  afflict  14,000,000  people  now  living 
in  the  United  States,  and  other  diseases  still 
resist  medical  endeavor  in  variable  degree. 
But  progress  is  being  made  and,  as  has  been 
said,  “an  arrow  unseen  flies  no  less  uner- 
ringly to  its  mark.” 

Much  of  what  has  been  accomplished  in 
clinical  medicine  in  the  Golden  Age  of  the 
last  thirty  years  has  been  the  outgrowth  of 
mental  and  emotional  attitudes  toward  their 
chosen  work  of  practitioners  and  scientists 
and  if,  in  the  amplification  of  what  has  just 
been  said,  a few  of  you  note  that  I am  using 
a fragment  of  something  I recently  said  else- 
where, I hope  you  will  consider  it  as  perti- 
nent to  the  present  occasion  as  I believe  it  to 
be. 

Mark  Akenside,  who  lived  almost  two  cen- 
turies ago,  thought  of  science  as  the  “pure 
delight.”  A portion  of  his  work,  “The  Plea- 
sures of  Imagination,”  published  in  1744, 
reads  as  follows : 

Speak,  ye,  the  pure  delight,  whose  favored  steps 
The  lamp  of  science  thro’  the  jealous  maze 
Of  nature  guides,  when  haply  you  reveal 
Her  secret  honors. 

Those  few  words  of  Akenside  characterize 
the  spirit  of  medicine,  the  practitioners  of 
which  are  guided  by  the  lamp  of  science,  to 
the  end  that  they  may  reveal  the  secrets  of 
nature  and  thus  achieve  the  “pure  delight.” 

It  is  devotion  to  medicine,  that  humane 
aspect  of  science,  which  tonight  I would  iden- 
tify with  the  “pure  delight.”  The  devotees 
include  all  who  contribute  to  fulfillment  of 
the  high  aim  of  their  guild ; that  aim  is  to 
assist  every  man,  woman  and  child  to  attain 
and  retain  complete  health.  Admitted  to  the 
guild  today,  as  I conceive  it,  are  not  only  the 
professional  descendants  of  carriers  of  the 
gold-headed  cane,  but  medical  social  work- 
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ers,  medical  librarians,  medical  editors  and 
publishers,  vital  statisticians,  health  officers 
and  their  staffs,  laboratory  investigators  and 
their  technicians,  pharmaceutical  manufac- 
turers, teachers  of  medicine  and  its  underly- 
ing sciences,  nurses,  administrators,  the 
aforesaid  descendants  of  those  translators 
of  science  into  art,  namely,  the  practitioners 
of  medicine  and,  finally,  the  investigators. 

The  well-equipped  representative  of  the 
class  last  mentioned  has  broad  knowledge  of 
medicine,  manifests  refreshing  vigor  for 
work,  and  is  impelled  by  insistent  impatience 
with  the  unknown.  He  is  intensely  dissatis- 
fied with  incomplete  or  uncertain  knowledge. 
He  foregoes,  the  emotional  thrill  of  uttering 
superficial  half-truths  for  the  austere  satis- 
faction of  critically  and  tirelessly  pursuing 
facts.  He  knows  that  precedent  often  em- 
balms a principle.  When  offered  the  choice 
between  work  and  repose  he  chooses  work 
without  hesitation.  He  beams  with  pleasure 
at  each  small  addition  to  the  total  of  medical 
knowledge. 

The  reputable  practitioner  of  medicine  is 
skillful  in  the  care  of  the  sick  and  sympathe- 
tic and  understanding  of  those  less  fortunate 
than  he.  He  subscribes  to  the  revised  Hip- 
pocratic principles  as  adapted  by  the  World 
Medical  Association: 

“Now,  being  admitted  to  the  profession  of 
Medicine,  I solemnly  pledge  to  consecrate  my 
life  to  the  service  of  humanity.  I will  give 
respect  and  gratitude  to  my  deserving  teach- 
ers. I will  practice  medicine  with  conscience 
and  dignity.  The  health  and  life  of  my  pa- 
tient will  be  my  first  consideration.  I will 
hold  in  confidence  all  that  my  patient  con- 
fides in  me. 

“I  will  maintain  the  honor  and  noble  tra- 
ditions of  the  medical  profession.  My  col- 
leagues will  be  as  my  brothers.  I will  not 
permit  consideration  of  race,  religion,  na- 
tionality, party  politics,  or  social  standing  to 
intervene  between  my  duty  and  my  patient. 
I will  maintain  the  utmost  respect  for  human 
life  from  the  time  of  its  conception.  Even 
under  threat  I will  not  use  my  knowledge 
contrary  to  the  laws  of  humanity. 

“These  promises  I make  freely  and  upon 
my  honor.” 

The  investigator  and  the  practitioner  oc- 
cupy the  bright  foreground  of  a dark  canvas. 
They  are,  in  my  estimation,  the  most  favored 
of  all  in  the  scope  of  human  endeavor.  I do 
not  wish  to  detract  from  the  tribute  paid  to 
the  Royal  Air  Force  by  Winston  Churchill 


when  he  said,  “Never  have  so  few  done  so 
much  for  so  many”  but,  in  the  long  view  of 
history,  this  fine  Churchillian  phrase  might 
better,  in  my  estimation,  be  applied  to  all 
those  whose  primary  aim  has  been  relief  of 
human  illness. 

In  the  field  of  social  changes,  however,  the 
harsh  facts  are  that  a substantial  proportion 
of  our  population  is  dissatisfied  with  the  kind 
of  medical  care  it  is  getting  and  with  the 
cost  of  it.  It  is  not  enough  that  physi- 
cians take  care  of  many  who  are  indigent, 
without  fee — a procedure  almost  unknown  in 
other  fields  of  human  endeavor — or  that  they 
scale  their  fees  downward  better  to  fit  the 
purses  of  those  who  are  ill.  It  is  not  enough 
to  point  out  that,  in  contrast,  tradesmen  de- 
mand pay  for  goods  purchased  without  re- 
gard for  the  pocket  book  of  him  who  buys. 
It  is  not  enough  to  indicate  that  great  dis- 
coveries in  medicine  are  the  property  of  all 
the  world  without  patent  and  without  profit, 
in  most  instances,  to  the  discoverer.  It  is 
not  enough  to  emphasize  that  the  total  in- 
come of  all  physicians  in  the  United  States  is 
about  a fifth  of  the  bill  for  intoxicating  li- 
quors and  only  a third  more  than  is  spent 
for  the  movies.  It  is  not  enough  to  urge 
people  to  save  for  illness  as  they  save  for  a 
radio,  a refrigerator  or  a new  automobile. 
It  is  not  enough  to  repeat  that  medicine 
spells  the  words,  kindness,  loyalty,  devotion, 
consecration — not  with  its  lips  but  with  its 
heart. 

Consequently,  not  opposition  but  soul 
searching,  tolerance  and  leadership  will  be 
required  of  medicine  if  it  wishes  to  guard 
the  public  health  against  those  who  are  will- 
ing to  trade  the  much  of  what  has  been  ac- 
complished in  matters  of  health  for  an  un- 
certain pig  in  a socialist  poke.  Physicians 
are  changing  in  their  social  outlook  and  they 
must  continue  to  change  but  never  must  they 
lose  the  ardor  that  Akenside  expressed  in  his 
“Hymn  to  Science”  which  reads: 

“That  last  best  effort  of  thy  skill, 

To  form  the  life  and  rale  the  will. 

Propitious  Power!  impart; 

Teach  me  to  cool  my  passion  fires. 

Make  me  the  judge  of  my  desires. 

The  master  of  my  heart. 

Raise  me  above  the  vulgar’s  breath. 

Pursuit  of  fortune,  fear  of  death. 

And  all  in  life  that’s  mean; 

Still  true  to  reason,  be  my  plan. 

Still  let  my  actions  speak  the  man. 

Through  every  various  scene.” 

That  is  the  faith  in  which  Dr.  Poynter 
reared  us.  We  will  keep  the  faith. 


Should  We  Prolong  Suffering?'" 

EDWIN  DAVIS,  M.D. 

Omaha,  Nebraska 


The  two  chief  considerations  in  connection 
with  the  surgical  care  of  the  aged  are  (1) 
whether  major  procedures  are  feasible,  and 
(2)  whether  we  are  justified  in  undertaking 
such  procedures.  The  answer  to  the  first  is 
quite  simple.  The  second  presents  exceed- 
ingly complicated  and  imponderable  ramifica- 
tions. Although  the  spectacular  increase  in 
the  span  of  life  has  long  been  a matter  of  ac- 
tuarial as  well  as  general  knowledge,  only 
very  recently  and  abruptly  has  there  de- 
veloped an  increasing  interest  in  “the  army 
of  the  aged this  by  reason  of  a belated  re- 
alization of  the  medical,  social  and  economic 
problems  involved.  The  recency  of  this  in- 
terest is  shown  by  the  fact  that  neither  the 
word  geriatrics  (dealing  with  the  medical 
care  of  the  aged)  nor  gerontology  (the  scien- 
tific study  of  the  phenomena  of  old  age)  is 
included  in  as  late  an  edition  of  Webster’s 
Collegiate  Dictionary  as  1943.  The  initial 
volume  of  Geriatrics,  the  official  journal  of 
the  American  Geriatrics  Society,  did  not  ap- 
pear until  1946,  and  the  Journal  of  Gerontol- 
ogy not  until  the  same  year. 

In  view  of  the  obvious  reasons  for  the  in- 
crease in  life  expectancy,  it  would  seem  that 
Beard has  placed  the  cart  before  the  horse 
in  stating  that,  “Society  has  dumped  into  the 
laps  of  the  doctors  ten  million  new  patients,” 
with  the  promise  of  an  increase  to  twenty- 
five  or  thirty  million  during  the  “next  few 
decades.”  It  might  be  more  accurately  stat- 
ed that  it  is  rather  the  medical  profession 
which  has  “dumped”  this  responsibility  into 
the  lap  of  society. 

Charging  that  “man  has  defied  Nature’s 
doctrine  of  the  survival  of  the  fittest,”  Hin- 
man(2.  s)  estimates  that  “in  the  next  few  de- 
cades the  elders  will  outnumber  the  youth,” 
and  visions  “the  possibility  of  a life  expec- 
tancy beyond  a hundred  years.”  Perhaps 
this  is  desirable  and  perhaps  not.  In  any 
event,  “the  old  age  problem  is  with  us,  and 
in  formidable  proportions”  according  to 
Tucliy^'*)  who  has  expressed  the  opinion  that 
“in  a badly  planned  general  economy,  the 
aged  have  little  occasion  to  be  grateful  for 
life  extension.”  This  utterance,  which  may 
be  viewed  by  many  as  unduly  pessimistic,  is 
not  without  basis  when  one  considers  the  ac- 
tualities as  well  as,  the  predictions  in  con- 
nection with  the  problem  of  the  aged. 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1949. 
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Excepting  those  physicians  devoting  full 
time  to  the  institutional  care  of  the  aged, 
particularly  the  psychiatric  aged,  it  is  like- 
ly that  the  urological  surgeon  deals  with 
more  senile  individuals  than  do  those  in  oth- 
er specialties.  This  is  obviously  due  largely, 
although  by  no  means  wholly,  to  the  preva- 
lence of  prostatic  disease.  There  are  the  in- 
tractable senile  urinary  tract  infections,  the 
advanced  vesical  and  renal  new  growths  and 
the  neurogenic  vesical  dysfunctions,  all  of 
which  are  common  to  both  sexes.  The  medi- 
cal as  well  as  the  surgical  care  of  these  and 
other  urinary  tract  lesions  in  the  aged  is 
complicated  only  too  often  by  the  presence 
of  additional,  non-urinary,  disabling  lesions, 
vision  and  hearing  defects  and  psychiatric 
disorders,  interfering  with  an  appraisal  of 
symptoms,  precluding  cooperation  upon  the 
part  of  the  patient,  and  complicating  diag- 
nosis. 

Major  urological  surgical  procedures  upon 
the  aged,  however,  in  spite  of  many  unfavor- 
able factors  incident  to  senility,  such  as  myo- 
cardial disease,  susceptibility  to  urinary  tract 
infection,  poor  general  nutrition,  slow  wound 
healing,  psychiatric  disorders  and  the  cere- 
bral thrombosis  hazard,  may  be  carried  out 
almost  with  impunity,  and  with  an  amazing- 
ly low  mortality  rate.  Scurny,  Spence  and 
Baird^^b  analyzing  a series  of  140  consecu- 
tive major  urological  operations  upon  elder- 
ly patients  (87  of  them  above  60  years),  re- 
ported a mortality  rate  of  only  3.6%,  in 
spite  of  incidence  of  clinical  heart  disease, 
40%,  electrocardiographic  abnormalities, 
55%,  and  hypertension,  35%.  Myocardial 
damage,  while  obviously  tending  to  increase 
the  hazard,  is  by  no  means  a contraindication. 
Increased  susceptibility  to  urinary  tract  in- 
fection, which  “in  the  elderly.  . .is  well 
known”  (Hewitt(®G>  is  to  be  reckoned  with, 
but,  unless  the  patient  is  in  extremis  may 
be  handled  by  judicious  use  of  the  newer  an- 
antiseptics  and  antibiotics,  provided  the  all- 
important  principle  recognizing  the  necessity 
of  elimination  or  urinary  stasis  has  not  been 
neglected.  Delayed  wound  healing  associat- 
ed with  senility  and  nutritional  disorders  is 
sometimes  a problem,  although  not  insur- 
mountable, and  encountered  less  frequently 
since  the  recognition  of  remediable  hypo- 
proteinemia  and  vitamin  deficiencies  as  cau- 
sative factors.  Owing  to  the  extraordinary 
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advance  made  in  the  science  of  anesthesiolo- 
gy, with  resulting  wide  selection  of  methods 
and  agents,  Lundy^'^>  is  fully  justified  in  the 
opinion  that  with  proper  preoperative  plan- 
ning, “the  risk  of  anesthesia  in  the  aged  is 
not  grave  enough  to  contraindicate  almost 
any  necessary  operation.”  Current  surgical 
literature  contains  abundant  proof  of  the 
feasibility  of  major  surgical  procedures  in 
old  age. 

With  the  use  of  sacral  block  anesthesia, 
and  (presently)  continuous  caudal  anesthe- 
sia, our  own  prostatectomy  mortality  rate 
(Davis  and  Lee)  has  remained  steadily,  with 
only  minor  fluctuations  through  the  years,  at 
2.7%  in  spite  of  the  recognized  cerebral 
thrombosis,  pulmonary  embolus  and  hyper- 
tension hazards,  and  in  spite  of  the  preva- 
lence of  coronary  artery  disease  which  “even 
though  advanced  may  present  no  diagnostic 
signs  or  symptoms.”  (Greco^®)).  This  pros- 
tatectomy series  totals  1,603  old  men  averag- 
ing 69  years  of  age,  including  many  in  the 
eighties  and  a few  in  the  nineties.  Our  trans- 
urethral resection  mortality  rate  in  a series 
totaling  555  cases  (covering  less  than  half 
the  number  of  years  covered  by  the  prosta- 
tectomy series)  does  not  differ  essentially. 

All  of  which  serves  to  emphasize  the  fact 
that  major  urological  surgery  in  the  aged, 
under  proper  conditions,  is  feasible  and  may 
be  made  almost  incredibly  safe,  but  which 
leads  inevitably  to  the  questions  of  how 
desirable  from  the  viewpoint  of  the  patient. 
Our  first  major  question  having  been  an- 
swered in  the  affirmative,  there  then  re- 
mains a consideration  of  the  various  im- 
ponderables involved  in  determining  the  jus- 
tification for  advising  or  denying  major 
surgical  intervention.  There  can  be  no  fixed 
rule.  Each  decision  necessarily  is  individual, 
and  depends  upon  a number  of  variables,  in- 
cluding age  (not  measured  in  years),  gen- 
eral physical  condition,  symptoms,  diagnosis, 
life  expectancy,  extent  of  lesion  (meta- 
stases?),  social  status  of  the  individual,  op- 
erative risk  (balanced  against  the  risk  of 
neglect),  wishes  of  patient,  (as  determined 
by  his  outlook  on  life),  wishes  of  relative, 
and,  above  all,  degree  of  suffering;  supple- 
mented by  a critical  consideration  of  what 
is  to  be  accomplished  or  gained  by  interven- 
tion. 

With  reference  to  the  subject  of  suffering 
it  would  be  remiss  not  to  make  particular 
mention  of  the  severe  nerve  root  pain  and 
bladder  distress  due  to  carcinoma  of  the 


prostate;  and  the  prompt  and  almost  dra- 
matic relief  frequently,  if  not  usually,  af- 
forded by  transurethral  prostatic  resection 
and  orchiectomy.  In  cases  of  intractable 
suffering  of  this  character,  these  measures 
are  indicated  regardles  of  age,  even  though 
to  be  recognized  by  patient  and  relatives  as 
palliative  rather  than  curative.  Stilbestrol 
is  also  of  value  under  these  circumstances. 

Only  too  frequently  the  circumstances 
make  it  imperative  that  efforts  be  directed 
toward  comfort  rather  than  cure.  Who  are 
we  to  judge,  or  to  assume  life  or  death  re- 
sponsibility? Who  are  we  to  presume  to 
withhold  help,  or,  conversely,  to  prolong  suf- 
fering by  helping? 

These  considerations  lead  finally,  and  in- 
escapably, to  a consideration  of  the  subject 
of  euthanasia,  defined  as  “an  act  of  inducing 
death  painlessly  or  as  a relief  from  pain,”  re- 
ferred to  as  “merciful  release”  and  presently 
receiving  attention  in  both  medical  and  lay 
literature.  The  New  York  office  of  the  Eutha- 
nasia Society^^>  “receives  many  calls  from 
hopelessly  ill  individuals”  begging  for  release 
from  incurable  physical  suffering,  rather 
than  to  continue  to  “drag  out  their  lives  in 
utter  misery.”  In  December,  1947,  “a  com- 
mittee of  nearly  2,000  New  York  doctors 
drafted  a bill  for  introduction  in  the  state 
legislature,  urging”  the  legislation,  under 
proper  control,  of  euthanasia.  This  bill,  the 
essentials  of  which  are  (1)  the  unequivocal- 
ly expressed  wish  of  the  individual  and  (2) 
careful  investigation  by  a board  including 
both  medical  and  legal  opinion,  is  modeled 
after  one  being  advocated  in  Britain  for  in- 
troduction in  Parliament (9). 

Assuming  the  eventual  enactment  in  the 
various  states  of  statutes  legalizing  eutha- 
nasia in  carefully  controlled  form,  and  as- 
suming satisfactory  solution  of  the  compli- 
cated problems  associated  with  administra- 
tion, such  as  responsibility  for  decision,  re- 
sponsibility for  lethal  act  and  question  of 
criminal  abuse,  there  would  then  remain  the 
far  more  potent  sentimental  obstacles.  What 
relative  would  wish  to  assume  the  moral  re- 
sponsibility merely  of  acquiescence?  There 
are  but  few  of  us  who  have  not  at  one  time 
or  another  had  occasion  to  view  with  deep 
and  lasting  regret,  and  as  an  act  of  betrayal, 
the  necessary  disposal  of  a faithful  aged  pet, 
even  though  this  was  the  logical,  proper, 
merciful,  humane  and  in  fact,  the  only  course. 
Clearly,  there  are  instances  in  which  mercy 
and  logic  should  overrule  sentiment.  But 
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we  are  not  ready  for*  it.  We  have  not  yet 
quite  achieved  the  Teutonic  viewpoint  con- 
doning mass  extermination. 

And  so,  for  the  present,  we  shall  continue 
with  our  therapeutic  and  surgical  efforts,  re- 
membering always  that  our  primary  interest 
lies  neither  in  life  extension  nor  its  sociologic 
or  economic  consequences,  but  wholly  in  the 
relief  of  suffering.  I question  whether  there 
are  many  of  us  who  have  not  had  occasion 
to  practice  what  may  be  termed  “passive 
euthanasia,”  this  being  the  administration 
of  sedatives  and  the  withholding  of  stimu- 
lants in  situations  in  which  the  outlook  is 
obviously  hopeless. 

In  conclusion,  I wish  to  make  it  clear  that 
it  is  not  my  purpose  to  advocate  euthanasia, 
but  merely  to  present  the  various  aspects  of 
the  problem  as  food  for  thought.  It  is  not 
unlikely  that  future  enactments  in  the  vari- 


ous states  may  eventually  remove  the  legal 
obstacles,  although  even  so  there  will  remain 
the  problems  relating  to  administration  and 
criminal  abuse.  The  sentimental  obstacles, 
however,  notwithstanding  justification  for 
humane  and  merciful  reasons,  and  despite 
advocacy  from  many  sources,  some  of  them 
clerical,  would  seem  to  be  almost  insur- 
mountable. 
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Pain  in  the  Neck  and  Shoulder'" 

HAROLD  N.  NEU,  M.D. 

Department  of  Medicine,  Creighton  University 
Omaha.  Nebraska 


The  problem  of  neck  and  shoulder  pain 
commands  the  interest  of  the  general  prac- 
titioner, the  internist,  the  orthopedist,  the 
radiologist,  the  neurologist  and  many  others 
in  the  practice  of  medicine.  It  is  not  the 
pr  wince  of  the  chiropractor  as  often  is  popu- 
laily  thought.  Perhaps  we  in  the  medical 
profession  unwittingly  have  contributed  to 
this  impression  by  our  disdain  toward  its 
importance.  The  scope  of  this  paper  is  not 
to  present  in  detail  all  of  the  causes  of  neck 
and  shoulder  pain.  I emphasize,  however, 
that  when  confronted  with  such  a case  the 
diagnosis  may  be  made  readily  by  a syste- 
matic approach  to  the  problem.  Here  I 
wish  to  present  the  more  common  types  of 
neck  and  shoulder  pain  which  are  encoun- 
tered in  an  Arthritis  clinic. 

Classifications  are  onerous  but  in  evaluating  neck 
and  shoulder  pain  one  must  consider  the  following 
sources  :(i) 

1.  Shoulder  Joint  Disorders 

2.  Bursa  and  Tendon  Disease 

3.  Muscle  Disorders 

4.  Peripheral  Nerve  Disease 

5.  Intraspinal  Disorders 

6.  Vertebral  Disorders 

7.  Vasospastic  Disorders 

8.  Visceral  Disease 

•Read  before  the  Annual  Assembly  of  the  Nebraska  State 
Medical  Association  in  Lincoln,  May  4,  1950. 


Examination  of  the  neck  and  shoulder  should  in- 
clude: 

1.  Determination  of  site  of  pain  and  local  points 
of  tenderness. 

2.  Demonstration  of  the  I’ange  of  motion  of  shoul- 
der joint  first  passively,  then  actively. 

3.  Demonstration  of  the  range  of  motion  of  the 
ceiwical  spine  passively,  then  actively. 

4.  Palpation  of  radial  pulse  with  arm  in  various 
positions. 

5.  Demonstration  of  normal  reflexes — normal  mo- 
tor power  and  normal  sensory  pattern. 

6.  X-ray  of  shoulder  (two  views). 

7.  X-ray  of  cervical  spine  (lateral-obliques). 

Alpers^^)  points  out  that  the  pain  as  de- 
scribed by  the  patient  may  be  of  two  types, 
a local  tenderness  or  sharp  pain  or  a radiat- 
ing type  of  pain.  This  radiating  type  of 
pain  may  be  peripheral  or  root.  The  root 
type  of  pain  is  characterized  by  the  derma- 
tome distribution  and  it  is  increased  by  any- 
thing which  increases  the  intraspinal  pres- 
sure, such  as  coughing,  sneezing,  or  strain- 
ing at  stool.  Peripheral  neuritic  pain  usual- 
ly follows  the  course  of  the  brachial  plexus 
nerves  and  is  more  constant  in  character. 

In  an  analysis  of  pain  it  is  important  to 
determine  whether  the  pain  is  deep  or  cutan- 
eous. Cutaneous  pain  usually  manifests  it- 
self in  segmental  fashion  according  to  the 
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varying  dermatomes.  One  need  not  try  to 
remember  these  dermatomes.  Charts  may 
be  kept  available  to  remind  oneself  concern- 
ing them.  Different  methods  are  employed 
to  map  out  dermatome  distribution. A 
coarse  method  is  the  pinch  test  in  which  one 
grasps  a portion  or  a fold  of  the  skin 
between  the  fingers  applying  equal  pressure 
at  different  points.  A second  test  is  the  pin- 
drag  test  advocated  by  Keegan which  I 
have  found  the  most  satisfactory.  One 
might  also  map  it  out  by  the  pin  prick  meth- 
od although  this  is  much  more  time  con- 
suming. One  of  the  problems  with  which  I 
am  confronted  is  the  overlapping  of  derma- 
tome distribution.  Probably  the  exact  loca- 
tion and  distribution  of  dermatomes  falls 
within  the  province  of  the  neurologist.  It  is 
important  to  realize,  however,  that  one 
should  not  misinterpret  cutaneous  hyperes- 
thesia for  deeper  pain.  When  one  recognizes 
that  the  pain  is  primarily  in  dermatone  dis- 
tribution, one  should  be  placed  upon  his 
guard  to  search  for  the  source  of  the  pain 
chiefly  in  the  cervical  spine  rather  than  in 
the  local  area  in  which  the  cutaneous  hyper- 
esthesia is  noted. 


Rheumatoid  arthritis  does  involve  the 
shoulder  joint  but  not  commonly  without  ex- 
tensive involvement  of  other  joints.  Since 
the  shoulder  is  not  a weight  bearing  joint 
one  would  not  expect  to  find  much  evi- 
dence of  degenerative  joint  disease.  However, 
it  is  not  uncommon  to  see  osteoarthritic 
changes  of  the  acromial-clavicular  joint.  This 
usually  does  not  cause  much  shoulder  pain.  I 
will  pass  over  injury  lightly  inasmuch  as  the 
etiology  there  is  obvious.  Codman(^>  feels 
that  the  type  of  injury  most  commonly  seen 
in  shoulder  joint  pain  is  due  to  tears  of  the 
supraspinatus  tendon.  He  feels  that  many 
supraspinati  are  torn  to  a lesser  or  greater 
degree  throughout  life.  One  must  recognize 
also  that  falls  on  the  shoulder  can  produce  im- 
pacted fractures  of  the  head  of  the  humerus 
which  will  not  always  be  readily  visible  on 
the  X-ray.  Tumor  obviously  must  be  con- 
sidered in  the  evaluation  of  the  source  of 
pain.  The  common  types  with  which  one 
must  be  concerned  are  giant  cell  tumors  and 
osteogenic  sarcoma.  The  diagnosis,  of 
course,  is  made  from  the  X-ray. 


girdle  pains  the  patient  can  experience. 
These  patients  go  on  having  severe  pain  in 
the  shoulder  together  with  limitation  of  mo- 
tion. Unless  one  carefully  examines  the 
shoulder  for  its  normal  scapulo-humeral 
mechanism,  he  will  not  recognize  this  adhe- 
sive capsulitis.  Physicians  contribute  to  the 
development  of  this  type  of  shoulder  disor- 
der, when  in  the  presence  of  a pain  in  the 
shoulder  they  recommend  putting  the  arm  in 
a sling  instead  of  active  exercise  which  is 
most  needed. 

Direct  involvement  of  the  muscles  them- 
selves is  less  frequent.  However,  I have  one 
patient  who  sustained  a marked  atrophy  and 
change  in  the  deltoid  muscle  as  a result  of 
falling  against  the  sharp  corner  of  a table. 
She  now  has  pain  in  that  shoulder  with  limi- 
tation of  movement.  The  serratus  anterior 
paralysis  which  may  result  from  an  injury 
to  the  scapula  direct,  or  to  the  shoulder  gir- 
dle higher  up,  through  its  loss  of  fixing  pow- 
er of  the  scapula  may  well  cause  some  shoul- 
der pain.  A myalgia  of  the  trapezius  mus- 
cle following  chilling  or  excessive  exertion 
with  the  head  and  neck  is  not  an  infrequent 
cause  of  pain  in  the  shoulder. 

Brachial  plexus  neuritis  per  se  is  uncom- 
mon unless  there  is  some  local  injury.  There 
is  neuritis  which  occurs  as  a result  of  osteo- 
arthritis of  the  cervical  spine  which  we  shall 
discuss  later.  The  cervical  rib  syndrome  is 
always  searched  for  just  as  are  the  scalenus 
anticus  syndromes  and  costo-clavicular  com- 
pression syndrome,  but  these  are  not  nearly 
as  common  as  some  enthusiasts  would  have 
us  believe.  An  infiltration  of  the  scalenus 
with  procaine  is  useful  in  differentiating  the 
scalenus  syndrome  from  other  causes  of 
shoulder  pain.  A superior  sulcus  tumor  is 
likewise  an  uncommon  cause  of  shoulder 
pain.  However,  the  presence  of  a Horner 
syndrome  on  that  side  should  suggest  the 
possibility  and,  of  course,  the  chest  X-ray 
will  reveal  the  typical  shadow  in  the  apex 
of  the  lung. 

Intraspinal  disorders  should  be  mentioned 
only  briefly.  There  are  two  of  them  which 
must  be  considered  more  frequent  than  the 
others:  herniated  nucleus  pulposus  and  me- 
tastatic tumors.  The  cervical  spine  is  a less 
common  site  than  the  lumbar  spine.  In  the 
former  there  usually  is  a history  of  a severe 
injury.  There  is  definite  root  pain  radiating 
into  the  arm  with  changes  in  the  X-ray.  The 
habit  of  routinely  taking  lateral  cervical 
films  in  the  presence  of  shoulder  girdle  pain 


I would  like  to  lay  more  stress  upon  bursa 
and  tendon  disease,  since  the  physician  at 
times  is  apt  to  regard  patients  with  these 
disorders  as  neurotic  or  malingerers.  I am 
certain  that  in  this  group  of  disorders  are 
found  some  of  the  most  intense  shoulder 
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frequently  will  bring  to  light  a metastatic 
lesion  which  otherwise  would  not  have  been 
suspected. 

The  disorders  which  involve  the  mechani- 
cal structure  of  the  cervical  spine  are  much 
more  common  than  is  generally  appreciated. 
When  we  realize  that  the  cervical  spine  un- 
dergoes considerable  flexion  and  motion  in 
all  directions  and  must  bear  the  brunt  of 
many  minor  injuries  and  falls,  it  is  small 


r 


Fisrure  1 


wonder  that  we  so  frequently  see  evidence 
of  old  injury.  Narrowed  interveterbral  discs 
with  an  associated  osteoarthritis  of  the  spine 
are  quite  common.  In  evaluating  the  cervical 
spine,  it  is  important  not  to  lay  too  much 
emphasis  upon  the  spurring  and  other 
changes  which  are  seen  about  the  body  of  the 
vertebrae,  but  to  direct  attention  to  the  in- 
tervertebral foraminae,  because  it  is  at  these 
points  that  pressure  or  stimulation  of  the 
brachial  plexus  roots  will  cause  pain.  Frac- 
tures and  fracture-dislocations  of  the  spine 
do  not  cause  great  diagnostic  difficulty  be- 
cause of  the  associated  history  of  trauma. 

In  recent  years  largely  through  the  efforts 
of  Steinbrocker  and  others,  emphasis  has 
been  placed  upon  the  presence  of  vasospastic 
syndromes  as  a source  of  pain  in  the  neck 
and  shoulder.  When  one  encounters  a pa- 
tient who  has  swollen  painful  hands,  which 
appear  to  be  rheumatoid  in  character,  but 
are  not;  and  who  at  the  same  time  has  what 
appears  to  be  a bursitis  of  the  same  shoul- 
der, but  it  is  not,  one  must  consider  that  this 
is  the  “shoulder-hand  syndrome”  so  well  des- 
cribed by  Steinbrocker,  et  ab®b  It  has  also 
been  recognized  by  Askey*^)  and  more  re- 
cently by  Hilker  that  a stiffening  of  the 
shoulder  and  painful  shoulder  occurs  quite 
frequently  after  myocardial  infarction.  It  is 
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believed  that  the  pain  associated  with  the  in- 
farction sets  off  a series  of  reflexes  which 
cause  considerable  vasospasm  in  the  tissues 
about  the  shoulder  joint.  This  in  turn  cre- 
ates a fibrositic  reaction  with  the  resulting 
pain  and  limitation  of  motion.  I rather 
doubt  that  all  of  these  cases  of  the  so-called 
post-infarction  syndromes  are  actually  that. 
It  may  well  be  the  result  of  placing  a patient 
with  a coronary  thrombosis  in  bed  for  three 
to  six  weeks  in  relative  immobility  without 
activity  of  his  shoulders.  There  is  little  rea- 
son why  the  average  patient  with  coronary 
occlusion  should  not  go  through  a daily  set 
of  shoulder  exercises  to  maintain  the  nor- 
mal activity  and  range  of  motion  of  the 
shoulder.  This  same  type  of  problem  applies 
also  to  our  management  of  the  hemiplegic 
patient  who  is  allowed  to  remain  quiet  with- 
out immediate  attention  to  physiotherapy. 
Dinken<®>  has  emphasized  how  important  it 
is  that  the  education  and  rehabilitation  of 
the  hemiplegic  patient  be  instituted  as  rap- 
idly as  possible.  I wish  to  mention  in  pass- 
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Figure  2 


ing  also  that  I have  seen  this  same  type  of 
condition  in  Parkinsonism,  primarily  because 
the  physician  has  failed  to  insist  upon  the 
patient  going  through  regular  shoulder  exer- 
cises to  maintain  the  normal  range  of  mo- 
tion. 

Visceral  diseases  as  a source  of  shoulder 
pain  are  discussed  here  not  because  I think 
it  is  so  very  common.  In  fact,  in  my  ex- 
perience these  have  been  less  common  causes 
of  shoulder  pain.  Too  often  the  physician  is 
inclined  to  interpret  these  pains  as  reflex  in 
origin  without  a careful  investigation  of  the 
local  musculo-skeletal  system.  Patients  have 
been  erroneously  diagnosed  as  having  a my- 
ocardial infarction  on  the  basis  of  shoulder 
pain  and  placed  in  bed  thereby  aggravating 
the  musculo-skeletal  disorder.  It  is  impor- 
tant to  remember  that  the  distribution  of  the 
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pain  in  visceral  disease  and  particularly  car- 
diac disease  tends  to  follow  down  the  inside 
of  the  arm  and  elbow  and  be  distributed 
throughout  the  wrist  and  fingers,  whereas 
musculo-skeletal  pain  more  frequently  is  dis- 
tributed along  the  outer  surface  of  the  arm. 

Fig.  1 illustrates  the  common  type  of  os- 
teoarthritis of  the  cervical  spine  which  is 
productive  of  neck  and  shoulder  pain.  While 
the  roentgen  changes  are  obvious  in  the  la- 
teral view  yet  Fig.  2 more  clearly  indicates 
why  this  patient’s  symptoms  were  chiefly  on 
the  left  side.  We  have  found  that  the  most 
satisfactory  oblique  views  demonstrating  en- 
croachment on  the  foraminae  are  obtained  by 


Figure  3 


taking  a lateral  skull  with  the  center  of  the 
film  under  the  mid  portion  of  the  cervical 
spine,  instead  of  in  line  with  the  central 
ray. 

In  many  cases  this  foramina  encroachment 
may  involve  only  one  intervertebral  disc 
space.  A clear  cut  dermatome  distribution 
can  often  be  obtained.  Most  of  these  cases 
undoubtedly  represent  disc  trauma  and  the 
pain  now  results  from  the  superimposed  os- 
teoarthritic  process. 

These  patients  usually  do  not  have  severe 
pain  until  the  nerve  is  traumatized  by  some 
unusual  activity  and  then  a localized  edema 
occurs  causing  pressure  and  root  pain.  This 
paper  is  not  a discussion  of  therapy,  but  one 
point  to  be  emphasized  is  the  reduction  of  the 
pain  and  inflammation  of  this  type  of  syn- 
drome by  high  voltage  X-ray  therapy  to  the 
nerve  roots.  The  results  are  frequently 
striking. 

Fig.  3 illustrates  the  marked  limitation  of 
motion  which  is  seen  in  periarthritis  or  fi- 
brositis  of  the  shoulder.  One  notes  that  the 
first  fifteen  degrees  of  abduction  is  handled 
by  the  supraspinatus.  After  abduction  be- 
yond this  point  is  attempted,  the  fixation  of 
the  Gcapulo-humeral  mechanism  is  such  that 


the  patient’s  scapula  begins  to  rotate  before 
it  should.  This  is  due  to  the  capsular  adhe- 
sions which  have  occurred  in  and  about  the 
joint.  Perhaps  some  of  these  adhesions  are 
intracapsular,  some  extracapsular.  Disuse, 
of  course,  shortens  the  adductors  and  there 
is  considerable  muscle  spasm.  Further  ab- 
duction and  elevation  of  the  extremity  is  im- 
possible for  the  patient. 

This  condition  is  quite  common.  It  is  seen 
in  older  people.  It  occurs  in  many  women 
at  the  menopause  and  is  a source  of  consider- 
able disability.  Perhaps  hormonal  changes 
involving  the  pituitary-adrenal  relationships 
play  a role  in  the  fibrositis  and  collagen  tis- 
sue change.  It  is  called  by  many  names: 
periarthritis  of  the  shoulder,  chronic  adhe- 
sive capsulitis  of  the  shoulder,  periarticular 
fibrositis.  The  treatment  of  choice,  is  ma- 
nipulation under  anesthesia  followed  by  in- 
tensive physiotherapy. 

Shoulder  disorders  vary  with  the  types  of 
practice.  At  Bellevue  Hospital  in  New  York 
City  they  have  been  found  in  this  order  of 
frequency 

1.  Fibrositis  of  shoulder  and  neck  region 

2.  Osteoarthritis  of  cervico-dorsal  spine 

3.  Rheumatoid  Arthritis 

4.  Subdeltoid  bursitis 

5.  Osteoarthritis  of  shoulder  joint 

6.  Scalenus  anticus  syndromes 

7.  Cervical  brachial  and  other  local  neuralgias 

8.  Visceral  disturbances  referred  to  the  shoulder. 

9.  Miscellaneous  conditions. 

In  the  Arthritis  clinic  we  have  been  im- 
pressed by  the  fact  the  great  majority  of 
these  problems  represent  either  fibrositis  of 
the  shoulder  or  osteoarthritis  of  the  cervical 
spine.  In  many  of  our  cases  the  two  condi- 
tions have  existed  together  with  the  osteoar- 
thritis of  the  cervical  spine  preceding  the  fi- 
brositic  reaction  in  the  shoulder.  Fortunately 
these  disorders  are  amenable  to  proper  ther- 
apy, thus  emphasizing  the  importance  of  cor- 
rect diagnosis. 

SUMMARY  AND  CONCLUSIONS 

1.  Neck  and  shoulder  pain  may  arise  from 
many  sources.  The  diagnosis  of  the  correct 
etiology  involves  systematic  analysis  and  an 
appreciation  of  the  mechanism  of  referred 
pain. 

2.  Fibrositis  and  osteoarthritis  of  the 
cervical  spine  are  the  most  common  sources 
of  neck  and  shoulder  pain  encountered  in 
clinics  devoted  to  musculo-skeletal  disorders. 

3.  An  accurate  recognition  of  these  dis- 
orders will  result  in  their  management  by  the 
physician  rather  than  by  the  cultist. 
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In  a previous  paper  our  experience  in  the 
management  of  infection  and  gangrene  of 
the  extremities  in  diabetic  patients  was  re- 
viewed, covering  a ten-year  period.  This 
report  summarizes  seven  additional  years’ 
results  in  the  treatment  of  these  problems 
during  the  period  from  1942-1949.  Our  pur- 
pose has  been  to  note  any  appreciable  im- 
provement in  the  over-all  results  of  treat- 
ment in  the  two  series. 

Such  a study  seems  indicated  since  it  is 
now  over  twenty  years  since  Eliason  and  Mc- 
Kittrick  & Root  clearly  stated  the  basic  prin- 
cipals which  should  govern  surgical  therapy 
in  these  patients.  In  this  same  period  there 
has  developed  a wide  public  interest  in  dia- 
betes and  its  early  detection.  Finally  sulfo- 
namide and  antibiotic  therapy  have  ibeen 
available  and  employed  as  an  adjunct  to  sur- 
gical treatment  during  the  last  half  of  this 
period  of  study. 

In  the  first  series  seen  between  1932-1942, 
there  were  53  patients  with  infection  or  gan- 
grene of  the  lower  extremities  in  a total 
of  802  diabetic  admissions,  an  incidence  of 
6.6  per  cent.  In  the  past  seven  years  43 
additional  patients  were  treated,  represent- 
ing an  incidence  of  6.8  per  cent  (Table  I) . It 

TABLE  I 

INFECTION  AND  GANGRENE  OF  EXTREMITIES 
IN  DIABETIC  PATIENTS 

Cases  Cases  Per  Cent 

Diabetic  Inf. 

Admissions  Ulcers  Gangrene 


Cases  Cases  Per  Cent 

1932-1942  802  53  0.6 

1942-1949  624  43  6,8 

Totals  1.426  96  6.7 


is  apparent  that  the  incidence  has  remained 
entirely  stable  during  this  17-year  period 
during  which  96  individual  diabetic  patients 
have  been  treated  on  the  surgical  wards  with 
infection  or  gangrene  of  the  extremities.  It 
is  noteworthy  that  during  the  last  seven 
years  43  individuals  actually  represent  58 
distinct  admissions  with  extremity  lesions 
since  13  patients  were  admitted  a total  of  28 
times. 

While  males  predominated  in  the  first  se- 
ries in  a ratio  of  almost  3:2,  this  has  been 
almost  corrected  to  a 1:1  ratio  in  the  last 


seven  years  (Table  II).  Likewise  serious 
extremity  complications  have  been  observed 
in  younger  individuals  in  the  second  series 

TABLE  II 

INFECTION  AND  GANGRENE  OF  EXTREMITIES 


1-  IN 

DIABETIC  PATIENTS 

1932-1942 

1942-1949 

Combined 

Series 

Series 

Series 

53  Cases 

43  Cases 

96  Cases 

Males 

- 31 

22 

53 

Females 

22 

21 

43 

Youngest  

__  44 

27 

27 

Oldest 

79 

'19 

79 

Average  Age — Female 

_ 60 

62.1 

61.1 

Average  Age — Male 

61 

56 

58.8 

although  the  upper  age  limit  and  the  aver- 
age ages  have  remained  almost  constant. 

In  the  first  series  of  cases,  15  cases  or  28 
per  cent  of  the  group  had  definite  gangrene 
before  glycosuria  was  discovered  (Table  III). 

TABLE  III 

KNOWN  DURATION  OF  DIABETES  IN  PATIENTS 
ADMITTED  WITH  ULCERS.  INFECTION 
OR  GANGRENE 


1932-1942 

1942-1949 

Combined 

Series 

Series 

Series 

53  Cases 

43  Cases 

96  Cases 

Per  Cent 

Per  Cent 

Per  Cent 

Unknown  on  Admission 

23 

14 

18 

1 mo.  to  1 yr. 

_ _ 9 

4.6 

8.3 

1 to  2 yr.  _ _ _ _ 

8 

7 

8.3 

2 to  5 yr. 

21 

11 

15 

5 to  10  yr. 

21 

23 

22 

Over  10  yr.  - _ 

18 

40.4 

28 

This  incidence  was  reduced  to  14  per  cent  in 
the  second  series  although  25.6  per  cent  of 
the  43  cases  were  known  diabetics  for  less 
than  two  years  when  admitted  with  a surgi- 
cal complication. 

It  was  anticipated  that  definite  improve- 
ment would  be  observed  in  the  previous 
treatment  for  diabetes  in  the  more  recent 
series  of  cases  reviewed.  This  expectation 
was  not  established  in  a review  of  the  cases 
(Table  IV).  It  is  obvious  that  further  edu- 

TABLE  IV 

PREVIOUS  TREATMENT  FOR  DIABETES  IN  PATIENTS 
ADMITTED  WITH  EXTREMITY  INFECTION 
AND  GANGRENE 

1932-1942  1942-1949  Combined 

Series  Series  Series 

53  Cases  43  Cases  96  Cases 
Per  Cent  Per  Cent  Per  Cent 


None  30  21  31.8 

Poor  21  34  25.7 

Fair  32  .33  31  9 

Good  8 12  9.8 


cation  of  the  public  and  the  profession  is  im- 
perative since  this  recent  seven-year  period 
covers  a time  when  economic  conditions  in 
the  state  have  been  generally  better  than 
during  any  previous  era. 


316 


Volume  35 
Number  10 


INFECTION  AND  GANGRENE:  McLAUGHLIN,  IV I ED  MAN 


317 


An  analysis  of  the  precipitating  factors 
preceding  the  onset  of  infection  and  gan- 
grene is  listed  in  Table  V.  While  some  pro- 


TABLE  V 

PRECIPITATING  FACTORS  PRECEDING  ONSET  OF 
INFECTION  OR  GANGRENE 


1932-1942 

1942-1949 

Combined 

Series 

Series 

Series 

53  Cases 

43  Cases 

96  Cases 

Per  Cent 

Per  Cent 

Per  Cent 

Unknown 

. _ 61 

60 

60.3 

4 

21 

13.5 

Paring  Corns 

. - 8 

7 

7.2 

Frostbite  _ 

„ 4 

5 

5.4 

Ingrown  Toenail 

0 

2.3 

.9 

Bums - 

. . _ 14 

2.3 

8.1 

Blisters  (Shoes) 

9 

2.3 

5.4 

gress  has  been  made  on  reducing  the  inci- 
dence of  burns  from  hot  water  bottles,  cases 
occurring  as  a result  of  known  trauma  show 
a distinct  increase.  It  would  seem  obvious 
that  diabetic  patients  in  general  have  not 
been  sufficiently  impressed  with  the  impor- 
tance of  good  pedal  hygiene  and  protection. 

In  Table  VI  the  type  of  pathology  noted 
on  admission  in  the  two  series  is  classified. 
Here  the  first  striking  change  is  noted  in 

TABLE  VI 

EXTENT  OF  PATHOLOGY  ON  ADMISSION  TO  HOSPITAL 
WITH  EXTREMITY  CASES 
(111  Hospital  Admissions) 

1932-42  Series  1942-49  Series  Comb.  Series 
Pathology  Cases  Per  Cent  Cases  Per  Cent  Cases  Per  Cent 
Penetrating  Ulcers 


of  Feet 9 17  26  44  35  31 

Dry  Gangrene 

of  Toes 6 11  14  24  20  18 

Wet  Gangrene 

(Toes)  6 11  9 16  15  13 

Wet  Gangrene 

(Extensive)  32  61  9 16  41  37 


that  61  per  cent  of  the  first  series  were  ad- 
mitted with  extensive  wet  gangrene  while 
this  was  noted  in  only  16  per  cent  of  the  lat- 
ter group.  Penetrating  ulcers  of  the  feet 
presente(l  recently  as  the  most  common  sur- 
gical complication,  being  followed  in  order  by 
dry  gangrene  of  the  toes  and  moist  but  lim- 
ited gangrene. 

Relatively  less  importance  has  been  at- 
tached to  the  presence  of  calcified  vessels  in 
these  patients  during  the  past  seven  years 
since  29  per  cent  of  the  group  were  not  sub- 
mitted to  x-ray  study  (Table  VII).  In  those 

TABLE  VII 

X-RAY  FINDINGS  — LIMBS  OF  DIABETIC  PATIENTS 
WITH  INFECTION  OR  GANGRENE 


X-Ray  Findings 

1932-1942 
Series 
Per  Cent 

1942-1948 
Series 
Per  Cent 

Comb. 
Series 
Per  Cent 

No  Calcification 

19 

6 

11.4 

Moderate  Calcification  

_ 23 

21 

22.6 

Marked  Calcification  - 

_ 37 

19 

26.8 

Osteomyelitis  

14 

19 

16  2 

Gas  in  Soft  Tissues  

7 

6 

6.5 

No  X-Rays  Taken 

_ - 0 

■ 29< 

16.5 

studied  the  incidence  and  extent  of  calcifica- 
tion has  not  been  significantly  different  in 
the  two  series  to  be  noteworthy. 


In  our  previous  paper,  the  difficulty  of 
standardizing  treatment  of  any  group  of  pa- 


tients with  diabetic  gangrene  in  a general 
hospital  was  commented  upon.  Experience 
has  demonstrated  that  the  best  results  in 
the  management  of  any  special  type  of  prob- 
lem can  best  be  achieved  by  a small  group  of 
medical  men  and  surgeons  especially  inter- 
ested in  that  type  of  patient  and  willing  to 
devote  the  required  time  and  care  to  their 
treatment.  In  a teaching  hospital  with  ro- 
tating medical  and  surgical  consultants  it  is 
rarely  possible  to  establish  a uniform  level 
of  therapy  for  any  group  of  patients  as  vari- 
able as  these  diabetic  patients  with  extremi- 
ty lesions.  As  previously  stated,  this  system 
inevitably  results  in  less  brilliant  results  be- 
cause of  split  responsibility,  ultra  conserva- 
tism of  either  internist  or  surgeon,  and  lack 
of  the  perfect  teamwork  essential  in  the 
ideal  management  of  these  complex  prob- 
lems. 

It  must  be  conceded,  however,  that  the 
treatment  given  the  overall  group  is  prob- 
ably quite  superior  to  any  cross  section  of 
comparable  patients  treated  outside  teaching 
hospitals,  and  a review  of  the  results  of  ther- 
apy are,  therefore,  very  important  if  so  con- 
sidered. 

The  general  type  of  therapy  employed  in 
the  two  series  is  outlined  in  Fig.  VIII.  Con- 
servative treatment  with  no  operative  inter- 
ference was  employed  more  frequently  in  the 


TABLE  VIII 

TREATMENT  OF  DIABETIC  PATIENTS  WITH  ULCERS, 
INFECTION  OR  GANGRENE  OF  EXTREMITIES 


1932-1942  Series 

Treatment  • 

Cases 

Per  Cent 

Mort. 

Per  Cent 

1. 

Conservative  ’ 

17 

32 

2 

12 

2. 

Conservative  Surgery 

a.  Incision  and  Drainage 

3 

7 

0 

0 

b.  Toe  Amputation  _ 

7 

13 

0 

0 

3. 

Primary  Major 

Amputation  - 

19 

35 

7 

37 

4. 

Primary  Conservative 

Surgery  with  Subse- 

quent  Major  Amp. 

7 

13 

2 

28 

5. 

Primary  Major  Amputa- 

tion  with  Reamputation 

2 

4 

1 

50 

1942-1949  Series 

Treatment  Cases 

Per  Cent 

Mort. 

Per  Cent 

1. 

Conservative  

28 

48 

3 

11 

2. 

Conservative  Surgery 

a.  Incision  and  Drainage 

8 

14 

0 

0 

b Toe  Amputation  

5 

8 

0 

0 

3. 

Primary  Major 

Amputation 

12 

20 

1 

S 

4. 

Primary  Conservative 

Surgery  with  Subse- 

quent  Major  Amp 

5 

8 

2 

40 

5. 

Primary  Major  Amputa- 

tion  with  Reamputation 

1 

2 

0 

0 

second  series  of  patients  since  many  more 
individuals  with  less  extensive  infection  were 
observed.  Interestingly  enough,  the  mortali- 
ty in  the  patients  so  treated  remained  prac- 
tically constant  at  12  and  11  per  cent.  Con- 
servative surgery,  including  incision  and 
drainage  and  simple  toe  amputation,  was  per- 
formed in  approximately  the  same  frequency 
with  no  mortality. 
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Primary  major  amputation  (thigh)  was 
undertaken  in  37  per  cent  of  the  first  series 
with  a 37  per  cent  mortality,  and  in  20  per 
cent  of  the  second  series  with  an  8 per  cent 
mortality.  This  represents  a distinct  im- 
provement — due  perhaps  both  to  a better 
risk  group  of  patients  and  to  improved  pre- 
and  postoperative  management. 

Two  groups  of  patients,  including  those 
with  primary  conservative  surgery  with  sub- 
sequent major  amputation  and  those  with 
primary  major  amputation  requiring  re- 
amputation, are  worthy  of  special  attention 
because  of  their  distressing  mortality.  A re- 
view of  the  18  patients  in  the  recent  series- 
submitted  initially  or  ultimately  to  major 
amputation  shows  that  they  had  in  all  a total 
of  36  operative  procedures,  counting  minor 
surgical  procedures  and  previous  amputa- 
tions. Six  of  the  major  amputees  had  had 
previous  major  amputations. 

Twenty-one  patients  in  the  recent  series 
not  submitted  to  major  amputation  at  the 
time  of  hospitalization  had  a total  of  24 
operations,  including  incision  and  drainage, 
toe  amputation,  debridement  and  skin 
grafts.  There  were  a total  of  60  operative 
procedures  carried  out  in  the  29  individual 
patients  submitted  to  surgery — an  average 
of  2.07  procedures  on  each  patient. 

Seventeen  patients  in  the  second  series 
received  intra-arterial  penicillin  in  adequate 
dosage  to  permit  some  conclusions.  We  were 
not  impressed  with  its  effectiveness,  the 
hospital  days  for  this  group  being  an  aver- 
age of  68.6  days. 

The  type  of  major  amputation  employed 
has  changed  somewhat  in  the  second  series 
of  cases  (Fig.  IX).  Whereas  the  circular 


TABLE  IX 

TYPES  OF  MAJOR  AMPUTATIONS  EMPLOYED 


Type  Amputation 

1932-1942 
Series 
Per  Cent 

1942-1949 
Series 
Per  Cent 

Comb. 
Series 
Per  Cent 

Circular  Midthigh,  Drained 

61 

10 

39.6 

Circular  Midthigh,  No  Drain 

14 

15 

14.6 

Callander.  No  Drain 

14 

25 

18.7 

Callander,  Drained 

. - 0 

45 

18.7 

Flap  Amputation  Below  Knee 

11 

5 

8.4 

mid  thigh  procedure  with  drainage  was  used 

in  61  per  cent  of  the  first  series,  a drained 
Callander  type  of  amputation  was  favored  in 
45  per  cent  of  the  recent  series.  Callander 
type  amputations  without  drainage  and  circ- 
ular thigh  procedures  without  drains  were 
next  in  popularity  in  the  recent  series. 

Lumbar  sympathectomy  as  an  additional 
therapeutic  aid  was  employed  in  only  one 
individual  29  years  of  age  with  bilateral 
penetrating  ulcers  and  severe  diabetes.  Mini- 
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mum  benefit  was  observed  and  the  patient 
has  subsequently  been  hospitalized  elsewhere 
with  recurrent  ulceration.  It  is  possible  that 
some  benefit  may  be  obtained  from  sympa- 
thectomy in  a limited  group  of  cases  as  re- 
cently reported  by  Julian  and  Theis.  How- 
ever, it  seems  difficult  to  believe  that  sym- 
pathetic surgery  will  ever  hold  an  important 
place  in  the  therapy  of  these  patients  in 
view  of  the  type  of  pathology  present. 

Infection  in  amputation  stumps  did  not  de- 
crease in  the  second  series  of  cases  and  oc- 
curred in  a distressingly  high  incidence 
(Fig.  X).  There  seemed  to  be  little  correla- 

TABLE  X 

WOUND  HEALING  — SERIES  OF  MAJOR  AMPUTATIONS 
1932-42  Series  1942-49  Series  Comb.  Series 


Clean 

Circular 

Midthigh, 

Infected 

Clean 

Infected 

Clean 

Infected 

Drained  (19)-35% 
Circular 
Midthigh,  Not 

65% 

50% 

50% 

36.8% 

63.2% 

Drained  (8) 25% 

Callander,  No 

15% 

25% 

75% 

25  % 

75  % 

Drain  (8) 75% 

Callander, 

25% 

50% 

50% 

62.5% 

37.5% 

Drained  (9) 0% 

Flap  Amputa- 
tion Below 

0% 

44% 

56% 

44.5% 

55.5% 

Knee  (4)_  66% 

33% 

0% 

100% 

50  % 

50  % 

tion  between  the  employment  or  non-use  of 
drains  in  the  surgical  wound  and  the  occur- 
rence of  subsequent  infection  in  the  ampu- 
tation stump.  Sulfonamide  and  antibiotic 
therapy  induced  little  benefit  in  these  infec- 
tions developing  in  wounds  poorly  supplied 
with  blood. 

In  these  times  when  the  economic  drain  of 
illness  and  prolonged  hospitalization  is  being 
very  seriously  considered,  we  were  again  im- 
pressed by  the  problem  presented  by  this 
group  of  patients  (Fig.  XI).  The  average 

TABLE  XI 

DAYS  OF  HOSPITALIZATION  — PATIENTS  WITH 
DIABETES  AND  ULCERS,  INFECTION 
OR  GANGRENE 


1932-1942 

1942-1949 

Combined 

Series 

Series 

Series 

Days 

Days 

Days 

Average  for  Entire  Group 

47.4 

49.7 

48.5 

Average  for  Fatal  Cases 

29 

22.6 

25.8 

Average  for  Non-Fatal  Cases. 
Average  for  Fatal  Cases 

52 

52.9 

52.4 

Before  Siirererv 
Average  Life — 

16.2 

14.7 

Fatal  Cases  After  Surgery. 

— 3 

17.2 

10.1 

number  of  hospital  days  in  the  first  series 
was  47.4,  and  in  the  second  49.7,  an  average 
of  48.5  days  over  the  seventeen-year  period. 
These  figures  show  no  essential  improve- 
ment from  published  series  25  years  ago, 
and  this  in  spite  of  improvements  in  diabetic 
care,  better  anesthesia,  and  antibiotic  ther- 
apy. 

Were  it  possible  to  demonstrate  that  this 
prolonged  hospitalization  has  resulted  in  re- 
turning an  appreciable  number  of  individuals 
to  any  form  of  gainful  occupation  or  to  their 
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homes  in  comfort,  it  would  be  fully  justified. 
A follow-up  study  has  confirmed  our  conclu- 
sions expressed  in  1942  that  few  ever  return 
to  their  former  work  or  are  employable. 

It  has  been  possible  to  accurately  trace  38 
of  the  43  patients  included  in  the  second  se- 
ries reported.  Eighteen  or  41.1  per  cent  are 
dead,  the  average  length  of  life  after  dis- 
charge being  1 year  and  8 months.  Of  the 
remaining  20  cases,  one  is  self-supporting,  4 
are  ambulant  on  crutches  but  dependent  on 
County  or  State  aid  for  support,  and  the 
remaining  15  are  total  invalids  at  home  or  in 
state  institutions.  The  five  untraced  indi- 
viduals unknown  at  their  last  address  were 
all  over  67  years  of  age  and  may  be  pre- 
sumed to  be  dead. 

There  was  a distinct  improvement  in  the 
hospital  mortality  during  the  last  seven 
years  of  observation  (Fig.  XII).  The  hospi- 

TABLE  XII 

ANALYSIS  OF  CAUSE  OF  DEATH  IN 
FATAL  CASES 

1932-1942  Series  1942-1949  Series 


12  Cases 

Per  Cent 

6 Cases 

Per  Cent 

Sepsis.  Arteriosclerosis. 

Pneumonia 

7 

58 

0 

0 

Gas  Bacillus  Infection 

4 

34 

1 

16.5 

Toxemia — Renal  Failure  - 

„ 1 

8 

3 

50 

Cardiac  Failure 
Peritoniti?  (Assoc.  Cancer 

0 

0 

1 

16.5 

Cecum) 

0 

0 

1 

16.5 

tal  mortality  in  the  first  series  was  22.6  per 
cent  and  in  the  second  16.2  per  cent.  Tox- 


emia, sepsis,  and  renal  failure  were  the  prin- 
cipal factors  resulting  in  death  in  both  se- 
ries, but  there  was  a striking  decrease  in  the 
incidence  of  gas  bacillus  infection  in  the  sec- 
ond series,  probably  resultant  from  antibi- 
otic therapy. 

CONCLUSIONS 

1.  The  results  of  therapy  in  these  two 
series  of  diabetic  patients  with  infection  and 
gangrene  covering  a 17-year  period  are 
strikingly  similar. 

2.  Sulfonamide  and  antibiotic  therapy 
have  had  little  effect  on  the  progress  of  in- 
fection in  these  patients. 

3.  Conservative  surgical  procedures  con- 
tinue to  be  employed  too  frequently  when  an 
early  decision  to  do  a major  amputation 
would  be  more  logical. 

4.  Little  progress  has  been  made  in  re- 
ducing the  economic  burden  presented  by 
this  group  of  patients  since  very  few  are 
ever  restored  to  a self-supporting  status. 

5.  The  hospital  mortality  in  the  two  se- 
ries of  cases  was  reduced  from  22.6  per  cent 
to  16.2  per  cent  but  still  remains  distress- 
ingly high. 
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RESENTMENT  CAN  CAUSE  HIVES 


Close  relationship  between  an  attitude  of  resent- 
ment and  development  of  hives  is  shown  by  a study 
made  by  two  New  York  doctors. 

“Thirty  unselected  cases  of  chronic  hives  were 
investigated  to  determine  the  relationship  between 
stressful  life  situations  and  processes  responsible 
for  the  disease,”  Drs.  David  T.  Graham  and  Stewart 
Wolf  of  Cornell  University  Medical  College  say  in 
a recent  issue  of  the  Journal  of  the  American  Medi- 
cal Association. 

“Attacks  were  highly  correlated  with  emotional 
disturbances  of  a particular  kind.  Traumatic  life 
situations  responsible  for  lesions  were  almost  ex- 
clusively those  in  which  the  patient  felt  resentment 
because  he  saw  himself  as  the  victim  of  unjust 
treatment  about  which  he  could  do  nothing. 

“In  brief,  these  patients  considered  themselves 
wronged  or  injured  (usually  by  someone  in  a fairly 
close  family  relationship),  and  they  regarded  the 
situation  as  one  which  precluded  any  action  on  their 
parts.  They  believed  that  they  could  neither  re- 
taliate nor  run  away.  In  this  setting,  they  became 
intensely  resentful. 

“All  the  subjects  were  seen  to  flush  when  topics 
of  significant  personal  concern  were  brought  up 
for  discussion.  Five  subjects  had  lesions  while  dis- 
cussing their  problems. 


“In  general,  as  a group  the  patients  had  not  only 
failed  to  express  hostility  but  tended  not  even  to  feel 
it.  They  had  for  the  most  part  adopted  a rather 
passive  attitude  toward  punishment  from  parents 
or  other  superiors.  This  was  sometimes  the  result 
of  being  exposed  to  authoritarian  parents  who  tol- 
erated no  expressions  of  aggression. 

“One  man  apparently  came  to  a decision  that 
there  were  more  rewards  in  conforming  to  his 
father’s  wishes  than  in  rebelling.  Another  was 
brought  up  by  his  mother  and  aunt  to  feel  guilty 
about  hostile  feelings  or  behavior  and  almost  all  ten- 
dencies to  action  on  his  paid  had  been  fiaistrated  by 
adults.  In  at  least  two  women  the  difficulty  seemed 
to  be  principally  that  they  found  hostility  unaccept- 
able in  terms  of  their  standards  of  proper  be- 
havior. 

“The  failure  to  find  ‘allergic’  factors  is  of 
interest.  Many  of  the  patients  had  already  tried 
eliminating  from  their  diets  various  foods  which 
they  had  suspected  of  being  responsible  for  their 
diseases.  However,  this  group  may  not  represent  a 
tiuly  random  sample  of  persons  with  chronic  hives. 

“All  the  evidence  presented  with  respect  to  skin 
changes  indicates  that  the  difficulty  is  an  in- 
creased tendency  of  blood  vessels  to  dilatation.  The 
vessels  behave  as  they  would  have  if  the  person 
actually  had  been  receiving  blows.” 
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CASE  1.  CHRONIC  ULCER  OF  THE  URINARY 
BLADDER;  REMNANT  OF  URACHUS 

DR.  J.  L.  GEDGOUD:  A fifteen  month  old  baby 
boy  was  admitted  to  the  hospital  because  of  hema- 
turia. 

Three  nights  prior  to  admission,  the  patient  was 
restless  and  vomited  eight  or  ten  times.  The  fol- 
lowing morning  the  vomiting  ceased,  and  red  urine 
was  noticed.  At  that  time  clots  of  whole  blood 
were  seen  on  the  diapers.  The  urine  continued  to 
be  cloudy  and  red,  and  the  passage  of  the  clots  w'as 
obseiwed  on  several  subsequent  occasions. 

Physical  examination  was  nonrevealing.  The  pa- 
tient was  well  developed  and  well  nourished,  and 
did  not  appear  acutely  ill.  He  was  very  cooperative 
for  a child  of  this  age. 

Examination  of  the  blood  showed  Hbg.  12.0  gm, 
RBC  4,460,000,  and  WBC  of  17,7000,  with  12  eosino- 
phils. The  platelet  count  was  247,000,  the  bleeding 
time  was  5%  minutes,  and  the  coagulation  time 
was  2 minutes.  The  urine  showed  gross  blood. 
Clots  of  blood  were  passed  while  the  patient  was 
hospitalized.  A flat  plate  of  the  abdomen  was  nega- 
tive. X-ray  examination  of  the  chest  was  normal. 

Dr.  LeRoy  Lee  was  asked  to  see  the  patient  and 
cystoscopy  followed  by  a retrograde  pyelogram  was 
carried  out.  An  exploratory  cystotomy  was  per- 
formed. 

DR.  RALPH  MOORE:  A retrograde  pyelogram 

was  carried  out  by  Dr.  Lee  during  cystoscopy.  Ret- 
rograde pyelograms  are  usually  more  satisfactory 
in  young  infants  than  intravenous  pyelograms,  due 
to  the  dilution  factor  of  rapid  excretion  of  the 
urine,  and  the  inability  to  completely  dehydrate  an 
infant.  Also,  the  amount  of  gas  usually  causes  the 
pyelogram  to  be  full  of  contrast.  In  this  case,  the 
kidneys  appeared  perfectly  normal.  The  dome  of 
the  bladder  showed  a marked  filling  defect.  This 
irregularity  was  seen  throughout  the  entire  upper 
half  of  the  bladder,  and  appeared  to  be  around  the 
right  ureteral  orifice;  the  left  looked  clear.  Nor- 
mally the  bladder  should  arch  in  a perfectly  smooth 
dome,  and  the  finding  of  the  irregularity  is  actually 
a secondary  finding  in  a retrograde  pyelogram.  It 
was  fortunate  that  there  was  adequate  filling  of  the 
bladder  which  enabled  visualization  of  this  defect. 
Little  papillary  irregularities  were  seen,  particu- 
larly on  the  plain  film,  and,  due  to  the  extent  of  it, 
my  impression  was  that  there  was  an  infiltrative 
papillaiy  type  of  neoplasm. 

DR.  L.  W.  LEE : At  the  cystoscopy  a lesion, 

about  4.0  to  5.0  mm  in  diameter,  was  seen  on  the 
dome  of  the  bladder.  An  exploratory  cystotomy 
was  performed.  We  will  reveal  the  nature  of  this 
lesion  after  reviewing  some  of  the  causes  of  hema- 
turia in  children.  A colloid  adenocarcinoma  of  the 
urachus  may  occur.  Only  100  have  been  reported 
in  the  world’s  literature.  A Wilm’s  tumor  and  a 
sarcoma  of  the  kidney  had  to  be  considered.  Tuber- 
culosis of  the  urinary  tract  and  nonspecific  inflam- 
mation of  the  urinary  tract  are  also  possibilities. 
Nonspecific  inflammation,  tuberculosis,  tumor,  and 
nephritis  are  the  most  common  causes  of  hematuria 
in  children.  A foreign  body  in  the  bladder  is  not 
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too  uncommon.  We  have  found  a piece  of  paraffin 
from  a jelly  jar  in  the  bladder  of  a child.  Five 
birthday  cake  candles  were  removed  from  the  blad- 
der of  another. 

Our  case,  then,  concerns  a youngster  with  hema- 
turia due  to  an  ulcer  in  the  dome  of  the  bladder, 
the  cause  of  which  was  not  determined  clinically. 

DR.  J.  R.  SCHENKEN:  The  sectioned 

tissue,  removed  at  operation,  revealed  an 
ulceration  of  the  bladder  as  described  in  the 
cystoscopic  examination.  It  was  not,  how- 
ever, a neoplastic  ulcer  and  showed  only  in- 
flammatory tissue.  There  were  no  remnants 
of  epithelium  in  the  ulcer  bed,  which  makes 
it  impossible  to  say  with  certainty  that  an 
embryological  remnant  was  responsible  for 
the  inflammation.  Deeper  in  the  bladder 
wall,  however,  at  the  site  of  the  ulcer  there 
was  evidence  of  remnants  of  the  urachus, 
which  is,  of  course,  an  embryonic  structure. 
These  consisted  of  transitional  epithelium 
indistinguishable  from  bladder  epithelium. 
The  urachus  often  also  shows  columnar  epi- 
thelium, similar  to  rectal  mucosa,  which  is 
understandable  since  the  lower  end  of  the 
urachus  is  probably  a remnant  of  the  cloaca, 
which  goes  into  the  formation  of  rectum  and 
bladder  during  embryonic  life.  This,  as  Dr. 
Lee  pointed  out,  may  give  rise  to  mucous 
producing  adenocarcinoma  similar  to  the 
types  of  adenocarcinoma  seen  in  the  rectum. 
We  know  that  the  urachus  may  persist  as  a 
fistulous  tract  from  the  dome  of  the  bladder 
to  the  umbilicus  and  may,  therefore,  dribble 
urine.  It  can  be  present  as  a sinus  tract 
draining  into  the  bladder  or  into  the  umbili- 
cus, or  it  may  be  closed  at  either  end,  being 
a cystic  structure  at  any  point  from  the 
umbilicus  to  and  including  the  bladder  wall. 
It  is  possible  for  such  a cyst  to  bulge  into 
the  bladder,  ulcerate,  become  secondarily  in- 
fected, and  persist  as  an  ulcer  in  this  partic- 
ular region.  If  the  ulcer  bed  had  contained 
a rectal  type  of  mucous  membrane,  which 
we  know  does  occur,  instead  of  being  lined 
by  the  same  type  of  epithelium  that  one  sees 
in  the  bladder,  our  explanation  would  be 
much  simpler.  As  there  are  no  reports  of 
this  particular  type  in  the  literature,  we 
cannot  refer  to  any  series  of  cases.  Conse- 
quently, we  had  to  do  a bit  of  speculating  as 
to  the  actual  pathogenesis.  We  feel  that 
there  is  certainly  some  histogenic  relation- 
ship between  this  ulcer  at  the  dome  of  the 
bladder  and  the  persistance  of  the  urachus. 
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CASE  2.  NUPERCAINE  POISONING 

DR.  PAUL  MORROW:  A two  year  old  girl  en- 

tered the  hospital  in  violent  convulsions. 

The  child  had  been  playing  upstairs.  At  about 
8:45  A.M.,  the  mother,  downstairs,  heard  the  cap  of 
a jar  roll  across  the  floor.  It  was  a few  minutes 
before  she  went  up  to  see  what  the  child  was  doing. 
She  found  the  little  girl  with  a jar  of  Nupercaine 
ointment.  Some  of  the  ointment  was  smeared  on 
her  clothes,  some  on  the  bed,  and  a lot  of  it  on  her 
face  and  hands  and  in  her  hair.  She  had  a comb 
in  her  mouth,  upon  which  was  a considerable 
amount  of  the  material.  The  mother  called  me  and 
upon  my  advice  gave  the  child  soda  and  caused  her 
to  vomit.  It  was  assumed  at  this  time  that  very 
little  had  been  eaten. 

About  an  hour  later  the  child  began  to  have  vio- 
lent convulsions,  and  was  brought  to  the  hospital. 
Upon  arrival  the  stomach  was  lavaged  and  the  child 
vomited.  The  convulsions  became  more  severe  and 
more  continuous.  Barbiturates  were  administered 
in  an  ineffectual  attempt  to  control  the  convulsions. 
The  child  expired  at  11  o’clock  in  the  morning, 
about  two  hours  after  the  ingestion  of  the  Nuper- 
caine. 

DR.  SCHENKEN:  There  were  no  laboratory 

findings  or  x-rays.  A postmortem  examination  was 
performed.  All  of  the  Nupercaine  we  were  able  to 
salvage  from  the  bowel  at  the  time  of  postmortem 
was  about  3.0  to  3.5  cc.  We  do  not  know  how  much 
was  vomited. 

All  of  the  organs  appeared  quite  normal.  The 
heart  showed  no  lesions  at  all.  The  lungs  showed  a 
few  areas  of  atelectasis.  The  liver  was  noiTnal  col- 
or, and  showed  normal  cells  on  microscopic  examin- 
ation. The  appendix  showed  lymphoid  hyperplasia, 
probably  within  normal  range.  Some  large  Peyer’s 
patches  were  present  which  is  a perfectly  normal 
finding  in  children.  The  stomach  showed  no  evi- 
dence of  congestion  or  irritation  of  any  kind,  and 
showed  no  evidence  of  Nupercaine.  About  3.0 
cc  of  Nupercaine  was  present  in  the  small  intestine. 
The  lowest  level  of  the  material  was  in  the  lower 
ileum.  The  spleen  showed  prominence  of  lymphoid 
stnactures  which  is  nonnal  for  a child.  The  kidney 
revealed  fetal  lobulations,  which  sometimes  persist 
in  adult  life  and  which  are  perfectly  nonnal  struc- 
tures. Striations  of  the  cortex  and  the  pyramids 
were  well  formed  and  showed  no  evidence  of  any 
abnormality. 

We  have  never  seen  a case  of  this  type. 
We  have  written  the  manufacturer  of  this 


ointment,  and  they  have  never  heard  of  a 
case  such  as  this. 

Naturally  one  must  ask  whether  this 
death,  after  it  seemed  that  the  child  had 
swallowed  Nupercaine,  was  preventable.  In 
our  opinion,  nothing  further  could  have  been 
done  to  avoid  this  catastrophy.  In  recon- 
structing the  chain  of  events,  it  seems  to  us 
that  since  the  Nupercaine  has  a fatty  base, 
there  was  very  little  absorption  in  the  stom- 
ach, and  hence  the  delay  of  about  an  hour 
before  symptoms  began.  It  would  be  diffi- 
cult to  determine  the  exact  period  of  time 
when  the  material  was  ingested.  The  diges- 
tion of  the  fatty  base  therefore  occurred  in 
the  intestine  and  an  ever  increasing  quan- 
tity of  Nupercaine  was  liberated  for  absorp- 
tion. The  toxicity,  therefore,  increased  rap- 
idly with  the  passage  of  time  and,  despite 
treatment,  the  patient’s  condition  became 
worse  as  the  material  traveled  all  the  way  to 
the  lower  ileum. 

We  do  know  that  Nupercaine  is  highly 
toxic  when  given  in  lethal  doses,  and  this 
child  must  have  had  a lethal  dose.  Had  there 
been  a sensitivity  to  this  material  on  the 
child’s  part,  I believe  the  symptoms  would 
have  begun  earlier  instead  of  delaying  for 
about  an  hour,  with  death  occurring  in  the 
next  forty-five  minutes. 

The  cause  of  death  is  probably  due  to  a 
cerebral  paralysis.  It  appears  to  be  very 
similar  to  cocaine  death.  The  heart  does  not 
seem  to  be  affected. 

QUESTION:  Could  this  child  have  been 

saved  by  immediate  treatment? 

DR.  SCHENKEN : If  one  could  have  got- 
ten all  of  this  out  of  the  stomach  within  just 
a few  minutes  after  the  material  was  ingest- 
ed, the  child  might  have  survived.  Once  it 
passed  the  pylorus  it  was  hopeless. 


^ ^ ^ 


CHLORAMPHENICOL  USEFUL  AGAINST  BACILLARY  DYSENTERY 


Good  results  in  treating  35  patients  for  bacillary 
dysentery  with  chloramphenicol  (chloromycetin),  are 
reported  by  a research  group  from  Washington, 
D.C. 

“Diarrhea  usually  subsided  within  three  days,  and 
an  uneventful  recovery  ensued  in  all  35  patients,” 
Drs.  Sidney  Ross,  Frederic  G.  Burke,  E.  Clarence 
Rice  and  John  A.  Washington,  and  Sara  Stevens, 
B.S.,  all  of  the  Research  Foundation,  Children’s  Hos- 


pital, say  in  the  August  26  issue  of  the  Journal  of 
the  American  Medical  Association. 

Although  sulfadiazine  also  is  effective  against  the 
disease,  its  usefulness  is  limited,  they  point  out. 
Causative  microbes  frequently  become  resistant  to 
sulfa  drugs,  occasional  patients  are  sensitive  to  sulfa 
compounds,  and  administering  sulfadiazine  to  dehy- 
drated patients  in  the  tropical  areas  where  the  dis- 
ease is  most  prevalent  may  be  hazardous. 


HEALTH  SERVICES  FOR  NEBRASKA  CHILDREN 

“Study  of  Child  Health  Services  in  Nebraska” 

Report  of  The  American  Academy  of  Pediatrics 


FOREWORD 

This  report  of  the  Child  Health  Services  in  Nebraska  is  a part  of  the 
nation  wide  survey  conducted  by  the  American  Academy  of  Pediatrics  in 
1946,  and  includes  local  and  state  wide  data. 

The  Survey  was  undertaken,  first,  in  order  to  determine  the  extent 
and  distribution  of  all  services  and  facilities  available  for  the  medical  and 
health  supervision  of  infants  and  children ; and,  secondly,  in  order  to  study 
the  programs  and  facilities  followed  in  presenting  Pediatric  education  in 
medical  schools  and  teaching  hospitals. 

The  facts  revealed  by  the  “Study”  of  Nebraska  are  presented  for  rec- 
ord, with  limited  discussion  and  no  recommendations.  There  is  no  inten- 
tion or  attempt  to  evaluate  quality  of  any  service  or  facility  in  this  report. 
There  is  no  statement  of  need  of  non-existant  facilities. 

They  are  presented  to  those  individual  persons,  groups,  or  agencies 
who  may  be  interested  in  the  care  of  children,  in  order  to  aid  in  the  esti- 
mation of  the  present  situation  and  in  the  projection  of  new  plans  or 
programs  to  improve  child  care. 

There  may  be  many  questions  which  are  herein  left  unanswered.  This 
must  be  ascribed  to  the  shortcomings  of  a survey. 

It  is  hoped  that  this  report  may  convey  an  idea  of  the  natural 
phenomena,  horizontal  data  and  existing  facilities  in  our  state  which  must 
enter  local  planning. 

Signed, 

J.  HARRY  MURPHY,  M.D., 

State  Chairman. 


322 


Volume  35 
Number  10 


CHILD  HEALTH  SERVICES:  MURPHY 


323 


INTRODUCTION 

Til  is  is  the  Nebraska  State  report  of  the 
nation-wide  survey  conducted  by  the  Ameri- 
can Academy  of  Pediatrics  in  1946. 

Illustrative  of  the  state-wide  extent  and 
purpose  of  the  survey  are  the  pictures  of  pa- 
tients from  the  east  and  west  sections  of  the 
state.  The  picture  of  the  patient  at  the  door 
of  the  Children’s  Memorial  Hospital  at  Oma- 
ha and  at  St.  Mary’s  Hospital  of  Scottsbluff. 
At  the  first  the  patient  is  met  by  the  nurse. 
She  is  a private  patient  in  a hospital  that 
was  made  possible  by  voluntary  contribu- 
tions. The  little  patient  at  Scottsbluff  near 
the  western  border  is  met  by  the  public 
health  nurse.  She  is  directed  to  the  ortho- 
pedic clinic  conducted  by  the  State  Depart- 
ment for  Crippled  Children  which  is  con- 
vening in  one  of  the  city’s  hospitals — a hos- 
pital operated  by  a nursing  sisterhood.  This 
is  an  epitome  of  the  cooperative  spirit  in  the 
health  services  to  the  child. 

HISTORY 

The  American  Academy  of  Pediatrics  was 
organized  in  1931.  The  membership  includes 
Pediatricians  in  this  country  and  its  posses- 
sions, Canada,  Central  and  South  America. 
All  new  members  must  be  certified  by  the 
American  Board  of  Pediatrics. 

In  November,  1944,  a report  by  the  Com- 
mittee on  Post  War  Planning  was  presented 
to  the  Academy.  This  was  the  sense  of 
discussions  and  meetings  of  the  American 
Academy  of  Pediatrics,  American  Pediatric 
Society  and  the  United  States  Children’s 
Bureau. 

The  committee  report,  unanimously  ac- 
cepted by  the  members  of  the  Academy, 
recommended  a study  and  an  objective:  “To 
make  available  to  all  mothers  and  children 
of  the  United  States  all  essential  preventive, 
diagnostic  and  curative  medical  services  of 
high  quality,  which,  used  in  conjunction  with 
other  services  for  children,  will  make  this 
country  an  ideal  place  for  children  to  grow 
into  responsible  citizens.”*  The  committee 
also  recommended:  “That  the  American 

Academy  of  Pediatrics  request  the  United 
States  Public  Health  Service  and  the  Chil- 
dren’s Bureau  to  undertake  with  the  Acad- 
emy a survey  of  every  state  to  determine 
the  present  situation  with  regard  to  person- 
nel and  facilities  and  what  would  be  needed 
to  meet  certain  objectives  outlined  in  the 
report.” 

♦Journal  of  Pediatrics.  Vol.  XXV,  p.  625,  Dec,,  1944. 


The  members  of  the  Academy  were  aware 
of  the  need  of  this  factual  information. 
There  was  the  sincere  wish  on  the  part  of 
Academy  members  to  render  to  children  the 
maximum  service  to  ensure  optimum  physi- 
cal and  emotional  development.  Further- 
more it  is  their  wish  and  plan  that  this  serv- 
ice should  be  available  to  all  children  every- 
where. They  were  also  stimulated  by  the 
growing  tendency  of  increased  Federal  Con- 
trol of  affairs  which  were  rightly  responsi- 
bilities of  local  government  or  voluntary 
agencies.  Also  there  was  proposed  legisla- 
tion in  Congress  which  threatened  the  na- 
ture of  medical  practice.  Such  bills  proposed 
legislation  that  jeopardized  the  continued 
pursuit  of  health  supervision  and  direction 
according  to  the  policies  of  free  enterprise. 

The  task  was  tremendous  and  required  the 
cooperation  of  many  individuals,  groups  and 
agencies. 

ORGANIZATION  OF  THE  STUDY 

The  study  began  in  1945,  when  the  “Pilot 
Study”  was  started  in  North  Carolina.  The 
central  headquarters  office  of  the  study  was 
established  at  Washington,  D.C.  The  execu- 
tive staff  of  the  committee  which  had  now 
become  the  committee  for  the  Study  of 
Child  Health  Services  under  John  P.  Hub- 
bard, M.D.,  conducted  the  work  of  the  study 
as  a whole.  Theirs  was  a dual  responsibility 
exercised  in  the  tabulation  of  the  data  of 
the  nation-wide  survey,  and  in  an  advisory 
capacity  to  the  state  chairmen.  The  national 
headquarters  staff  had  the  assistance  of 
full-time  expert  medical  and  statistical  per- 
sonnel and  equipment.  The  individual  state 
programs  operated  under  the  direction  of  the 
State  Chairmen  of  the  Academy. 

The  Committee  of  the  Nebraska  section  of 
the  Academy  organized  by  J.  A.  Henske, 
M.D.,  then  State  Chairman  of  the  Academy 
of  Pediatrics,  consisted  of  Drs.  J.  A.  Henske, 
Chairman;  Ernest  W.  Hancock,  Treasurer; 
Ernest  S.  Wegner,  M.D.,  Secretary.  Mr.  M. 
C.  Smith  who  was  appointed  executive  sec- 
retary, organized  the  office  personnel  with 
headquarters  in  Lincoln,  Nebraska. 

This  was  accomplished  in  cooperation  with 
the  State  Medical  Society  of  which  Mr. 
Smith  is  executive  secretary.  The  commit- 
tee also  enjoyed  the  cooperation  of  the  State 
Dental  Association  and  the  State  Depart- 
ment of  Health. 

The  necessary  funds  were  collected  by  the 
committee.  The  committee  herewith  wishes 
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to  acknowledge  gratefully  the  generous  fi- 
nancial contributions  of  the  Nebraska  Chap- 
ter of  the  National  Foundation  for  Infantile 
Paralysis,  Inc.,  and  State  Department  of 
Health. 

SCOPE  OF  THE  STUDY 

I There  were  four  sources  of  information 
upon  which  the  study  was  based. 

I.  The  State  organization  gathered  the 
information  concerning  present  facilities  for 
child  health  services  from; 

1.  General  practitioners.  Specialists,  Pe- 
diatricians, and  Dentists  who  take  care  of 
children  in  private  practice. 

2.  Hospitals  and  related  institutions,  in- 
cluding pediatric,  maternity,  general  and  spe- 
cial hospitals  caring  for  children. 

3.  Public  and  private  health  organiza- 
tions, school  health  services,  dental  clinics, 
special  and  general  clinics,  mental  hygiene 
programs  and  other  activities  relative  to  care 
of  children. 

II.  A special  phase  of  the  study  was  de- 
voted to  a survey  of  the  programs  and  fa- 
cilities entering  into  the  training  in  Pedi- 
atrics in  medical  schools  and  teaching  hos- 
pitals. 

METUOD 

The  data  for  the  study  were  obtained  by 
personal  visits  and  by  carefully  prepared 
questionnaires  by  the  state  committee.  Phy- 
sicians, Dentists,  Pediatricians,  Hospitals 
and  various  agencies,  assisted  in  the  collec- 
tion of  data. 

The  questionnaires  returned  by  the  Physi- 
cians and  Dentists  reported  on  the  number 
of  children  under  their  direction  for  sick- 
ness and  preventive  care  in  hospital,  office 
and  home  visits  for  one  specific  day.  One 
seventh  of  the  physicians  reported  for  each 
of  the  days  in  the  week. 

The  Pediatricians  returned  questionnaires 
reporting  on  the  above  activities,  with  the 
addition  of  the  number  of  telephone  calls  and 
data  on  the  various  age  groups  under  their 
care  for  a period  of  twenty-eight  days. 

The  hospitals  and  related  institutions  re- 
ported on  the  facilities  for  the  care  of  pre- 
mature infants,  infants  and  children  and  the 
volume  of  such  care  and  activities  for  the 
year.  So  also  did  the  public  and  private  or- 
ganizations report. 

The  medical  schools  and  teaching  hospitals 
reported  on  the  various  and  special  programs 


for  the  care  of  infants  and  children  for  the 
year.  Additional  detailed  information  was 
collected  on  the  facilities,  methods  and  per- 
sonnel available  in  the  teaching  of  Pediatrics 
to  medical  students  and  nurses  and  post- 
graduate training  of  internes  and  residents. 
The  questionnaires  were  supplemented  by 
personal  inspection  by  Dr.  John  McK.  Mitch- 
ell. The  report  of  this  inspection  is  included 
in  the  published  “Child  Health  Seiwices  and 
Pediatric  Education”  1949.  (The  Common- 
wealth Fund,  New  York  City). 

The  completed  schedules  were  returned  by 
the  State  Committee  to  central  headquarters 
at  Washington,  D.  C.  where  the  information 
was  tabulated  and  included  in  reports  by  the 
National  Committee,  many  of  which  have 
been  published.  This  tabulated  material  was 
also  prepared  for  the  use  of  the  individual 
states  and  returned  to  the  State  Committee 
for  the  preparation  of  their  reports.  These 
state  reports  would  present  the  local  facili- 
ties and  would  be  compiled  in  greater  detail 
than  those  on  the  national  level. 

ACKNOWLEDGEMENTS 

This  study  and  report  were  accomplished 
through  the  generous  cooperation  of  hun- 
dreds of  people  who  cannot  be  thanked  in- 
dividually. Those  of  us  who  have  been  en- 
trusted with  collection,  tabulation,  and  com- 
pilation of  the  data  and  preparation  of  this 
report,  extend  most  grateful  appreciation  to 
all  these  participants : To  the  Physicians, 
Pediatricians,  other  specialists.  Dentists, 
hospital  and  clinic  administrators,  public 
health  officers,  state  department  of  health, 
especially  division  of  vital  statistics,  admin- 
istrators of  private  and  public  agencies. 
State  Department  of  Public  Instruction, 
Omaha  Public  School  system  Department  of 
Health  Service,  Lincoln  Public  School  sys- 
tem, Nebraska  Congress  of  Parents  and 
Teachers,  Nebraska  Tuberculosis  Associa- 
tion, Nebraska  Society  for  Crippled  Children, 
Nebraska  Pediatric  Society,  Robert  M.  Lang- 
don  for  clerical  assistance,  W.  E.  Wilson  for 
art  work,  and  many  others. 

Special  appreciation  is  extended  to  the  Ne- 
braska State  Medical  Association  for  its  co- 
operation in  obtaining  the  data,  and  also  for 
its  aid  in  publishing  this  report.  Mr.  M.  C. 
Smith,  who  is  the  executive  secretary  of  the 
Nebraska  State  Medical  Association,  was 
permitted  to  fill  the  office  of  executive  sec- 
retary of  this  “Study.”  His  efforts  were 
skilled  and  untiring. 

And  special  appreciation  also  is  tendered 
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again  to  the  Nebraska  State  Department  of 
Health  and  the  Nebraska  Chapter  of  the 
National  Foundation  for  Infantile  Paralysis, 
Inc.,  for  the  valued  financial  assistance. 

CONDUCT  OF  THE  STUDY,  AND  THE  REPORT 
OF  CHILD  HEALTH  SERVICES 
IN  NEBRASKA 

The  organized  Study  Committee  assisted 
by  the  executive  secretary  laid  the  prelim- 
inary plans  for  the  survey  and  collected  the 
data.  There  were  many  personal  visits  to 
hospitals  and  their  work  was  arduous  even 
more  so  than  originally  anticipated. 

This  committee  also  served  as  the  reposi- 
tory of  the  tabulated  reports  returned  from 
the  national  headquarters. 

Later  the  Report  Committee,  appointed  by 
Dr.  J.  Harfy  Murphy,  now  State  Chairman 
of  the  Academy  of  Pediatrics  assumed  the 
task  of  the  compilation  of  the  report  with 
the  advisory  assistance  of  the  Study  Com- 
mittee. 

The  Report  Committee  membership  fol- 
lows : 

Floyd  S.  Clarke,  M.D. 

John  L.  Gedgoud,  M.D. 

Herman  M.  Jahr,  M.D. 

Clyde  Moore,  M.D. 

George  E.  Robertson,  M.D 

J Harry  Murphy,  M.D.,  Chairman 

These  two  committees  will  continue  as  a 
Planning  Committee.  Additional  members, 
both  active  and  advisory  will  be  added  as  the 
need  my  arise. 

This  Planning  Committee  will  study  the 
factual  report  and  will  undertake  the  recom- 
mendation of  such  measures  as  may  be  in- 
dicated. This  committee  will  also  present 
the  report  to  the  interested  groups,  especial- 
ly the  State  Medical  and  Dental  Societies, 
and  will  advise  with  interested  agencies. 

— J.H.M. 

EDITOR’S  NOTE:  The  size  of  the  Journal  makes  it  neces- 

sary to  publish  this  excellent  report  serially.  Watch  for  the 
next  chapter  in  next  month’s  issue. 


USE  RADIOIODINE  TO  CONTROL  SPREAD 
OF  THYROID  CANCER 

The  most  dangerous  manifestation  of  cancer,  its 
tendency  to  spread  to  parts  of  the  body  not  directly 
connected  with  the  malignant  lesion,  apparently  has 
been  controlled  in  one  patient  by  administration  of 
radioactive  iodine. 

Treatment  of  a 14-year-old  boy  with  cancer  of  the 
thyroid  gland  and  a malignant  growth  in  the  lung 
which  had  spread  from  the  original  lesion  is  de- 


scribed by  four  Boston  doctors  in  the  September  2 
issue  of  the  Journal  of  the  American  Medical  Asso- 
ciation. 

The  thyroid  cancer  was  removed  surgically,  the 
doctors — A.  Stone  Freedberg,  Alvin  L.  Ureles,  Mark 
F.  Lesses  and  Samuel  L.  Gargill  of  Harvard  Medi- 
cal School  and  Beth  Israel  Hospital — say.  The  lung 
cancer  disappeared  two  months  after  administration 
of  radioactive  iodine  was  begun,  and  in  the  subse- 
quent 12  months  there  has  been  no  evidence  of  re- 
currence. ' 

“A  striking  result  was  achieved  with  radioactive 
iodine  in  this  patient,”  the  doctors  point  out.  “After 
the  first  dose  of  U^i  there  was  complete  disap- 
pearance of  the  metastatic  pulmonary  lesion,  and  on 
subsequent  therapeutic  or  tracer  doses  there  was  no 
evidence  of  localization  or  concentration  of  1131  in 
the  area  of  the  metastasis. 

“The  first  therapeutic  dose  also  resulted  in  com- 
plete destruction  of  the  functioning  thyroid  tissue 
in  the  neck.  Destruction  of  the  metastatic  lesion 
concomitantly  with  the  destruction  of  thyroid  tissue 
in  the  neck  is  unusual. 

“The  adverse  effects  of  U3i  in  this  patient  were 
mild  and  required  no  specific  therapy.  At  present 
he  is  entirely  well.  There  is  no  evidence  of  meta- 
static recurrence  in  the  neck,  lungs,  long  bones, 
skull  or  pelvis. 

“The  exact  nature  of  the  metastatic  lesion  in  this 
patient  is  not  known;  the  location  and  size  of  the 
lesion  precluded  biopsy.  The  pathologic  report  on 
the  surgically  removed  right  lobe  of  the  thyroid 
gland  was  papillary  adenocarcinoma.” 


NEW  DRUG  AGAINST  TOXIC  GOITER 

Promising  results  in  treating  patients  for  toxic 
goiter  with  a new  synthetic  drag,  tapazol,  are  re- 
ported by  two  doctors  from  Wayne  University  Col- 
lege of  Medicine,  Detroit. 

These  findings  should  be  considered  preliminary. 
The  drag  has  been  used  in  only  18  patients  and  ob- 
sei-vations  have  covered  only  a six-month  period, 
Drs.  William  S.  Reveno  and  Herbert  Rosenbaum  say 
in  the  August  19  issue  of  the  Journal  of  the  Ameri- 
can Medical  Asociation. 

Tapazol  is  not  now  generally  available  to  doc- 
tors. Its  use  is  limited  to  experimental  studies. 

The  drag  is  an  antithyroid  compound  with  action 
25  times  as  powerful  as  propylthiouracil,  a com- 
pound commonly  used  in  treating  overactivity  of  the 
thyroid  gland,  according  to  the  doctors.  Abatement 
of  symptoms  occurred  in  patients  with  toxic  goiter 
variously  five,  six  and  eight  weeks  after  administra- 
tion of  tapazol  was  begun,  according  to  the  article. 
Two  patients  who  had  relapsed  after  treatment  with 
propylthiourcil  were  relieved  after  57  and  51  days 
of  treatment  with  tapazol,  respectively. 

“In  the  small  group  of  patients  observed,  tapazol 
exhibited  effective  antithyroid  activity  closely  re- 
sembling that  of  propylthiouracil  but  with  a potency 
approximately  25  times  greater,”  the  doctors  say, 
adding: 

“Toxic  reactions  were  not  encountered,  but  more 
time  and  treatment  of  a larger  number  of  patients 
will  be  required  for  assessment  of  this  highly  im- 
portant factor.” 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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DOCTOR-DRAFT  LAW 

During  the  early  part  of  September,  the 
Congress  passed  a doctor-draft  bill  aimed 
at  meeting  the  medical  manpower  require- 
ments of  the  armed  forces.  By  the  time  this 
is  read,  the  President  will  have  undoubtedly 
signed  the  bill,  thus  putting  it  immediately 
into  effect. 

Listed  below  are  all  of  the  known  facts 
about  this  law  pertaining  to  the  medical  pro- 
fession: 

1.  Registration.  All  physicians  under  50 
years  of  age  who  are  not  members  of  a mili- 
tary reserve  program  must  register.  Re- 
serve officers  are  already  subject  to  military 
orders. 

2.  Those  Eligible  for  Draft  and  Order  of 
Induction.  Any  registrant  is  eligible  for  in- 
duction. Registrants  will  be  called  up  on  the 
following  priority:  (a)  Former  ASTP  and 
V-12  men  who  have  not  served  on  active  duty 
and  others  who  were  deferred  during  World 
War  II  to  complete  their  medical  education 
and  who  had  less  than  90  days  active  duty; 
(b)  Members  of  the  above  groups  who  had 
more  than  90  days  but  less  than  21  months 
active  duty;  (c)  Those  who  had  no  duty  after 
September  16,  1940,  and  who  have  not 
reached  their  51st  birthday;  (d)  All  others, 
including  World  War  non-reserve  veterans, 
who  will  be  called  according  to  their  previous 
length  of  active  service. 

3.  Effective  Date  of  the  Draft.  To  be  set 
by  the  President.  (May  already  be  set  by  the 
time  this  issue  of  The  Journal  is  published). 
After  registration.  Selective  Service  will  put 
each  man  in  one  of  the  above  four  classifica- 
tions. If  called,  he  will  be  given  21  days  to 
get  personal  affairs  in  order. 

4.  Reserve  Commissions.  If  a doctor  pre- 
fers, he  may  request  a reserve  commission, 
and  if  accepted,  he  will  no  longer  be  subject 
to  Selective  Service. 

5.  ^ $100  Pay  Bonus.  Every  reserve  offi- 
cer, whether  he  enters  the  service  voluntarily 
or  involuntarily,  receives  the  extra  $100  per 
month.  Physicians  required  to  register  un- 
der the  act  may  also  qualify  for  the  bonus 
if  they  volunteer  prior  to  their  actual  induc- 
tion. 

6.  Deferments.  Are  at  the  discretion  of 
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local  Selective  Service  boards  and  the  Presi- 
dent and  will  be  judged  on  previous  militaiy 
service,  dependency  status  and  undue  hard- 
ship that  might  ensue. 

7.  Profession’s  Role  in  the  Calling  of  Doc- 
tors. The  law  provides  for  the  establish- 
ment of  “state  and  local  voluntary  advisory 
committees’’  to  work  in  conjunction  with  a 
National  Advisory  Committee  in  the  selec- 
tion of  needed  personnel.  Dr.  C.  H.  Sheets, 
President  of  the  Nebraska  State  Medical  As- 
sociation, has  chosen  a confidential  commit- 
tee which  will  serve  in  a purely  advisory 
capacity.  It  will  function  similarly  to  the 
Procurement  and  Assignment  program  of 
World  War  11. 

8.  Length  of  Service.  Inductees  under 
the  doctor-draft  law  will  be  required  to  serve 
21  months. 


NATIONAL  ADVERTISING  PROGRAM 

Final  details  of  the  American  Medical  As- 
sociation’s national  advertising  program 
have  been  formulated  and  are  now  in  the 
hands  of  the  appropriate  officers  of  all  state 
and  county  medical  societies. 

The  program  will  run  during  a two-week 
period,  starting  the  week  of  October  8.  It 
will  reach  150,000,000  American  citizens 
through  the  greatest  number  of  newspaper, 
magazine  and  radio  ads  ever  devoted  to  a 
single  theme,  according  to  ^hitaker  and 
Baxter. 

The  scope  of  this  program  indicates  its 
tremendous  importance  to  American  medi- 
cine and  to  all  persons  who  are  anxious  to 
join  in  the  fight  on  the  broad  issue  of  free 
enterprise  versus  state  socialism. 

During  the  two-week  period,  advertise- 
ments will  be  carried  in  10,333  daily  and 
weekly  newspapers;  30  national  magazines; 
and  over  some  1,000  radio  stations.  The 
project  is  not  intended  to  be  simply  a medical 
program,  but  is  designed  to  gain  the  co- 
operation of  all  who  want  to  take  a stand  on 
the  proposal  that  “The  Voluntary  Way  Is 
the  American  Way.” 

Every  member  of  the  Nebraska  State  Med- 
ical Association  should  join  with  his  county 
society  president,  secretary  and  Extended 
Public  Relations  Committee  members  in  get- 
ting “tie-in”  ads  from  other  professions  and 
businesses  in  conjunction  with  the  medical 
profession’s  ad  program. 

Visit  with  your  newspaper  publisher  or 


radio  station  manager  and  offer  your  cooper- 
ation and  assistance  in  obtaining  local  ad- 
vertisements. Many  of  your  professional 
and  business  friends  will  join  in  this  crusade 
if  they  know  that  you  are  vitally  interested. 


MEDICAL  SERVICE  COMMITTEE 
August  2,  1950 

The  Medical  Service  Committee  was  called 
to  order  at  8 p.m.  following  dinner  at  the 
University  Club,  Lincoln,  Nebraska.  Com- 
mittee members  present  were  Drs.  E.  B. 
Reed,  Chairman,  Lincoln;  Walter  Benthack, 
Wayne;  J.  D.  Bradley,  Omaha;  R.  W.  Fonts, 
Omaha.  Also  present  were  Drs.  C.  H. 
Sheets,  President,  Cozad;  D.  B.  Steenburg, 
President-Elect,  Aurora;  J.  D.  McCarthy, 
Immediate  Past  President,  Omaha;  R.  B. 
Adams,  Secretary-Treasurer,  Lincoln ; A.  E. 
Harrington  and  D.  W.  Kingsley,  Hastings; 
J.  P.  Gilligan,  Nebraska  City,  and  Mr.  M.  C. 
Smith,  Lincoln. 

Dr.  Reed,  Chairman,  stated  that  the  pur- 
pose of  the  meeting  was  the  consideration  of 
a plan  for  the  conservation  of  medical  man- 
power presented  by  Dr.  Kingsley  of  Hast- 
ings. Dr.  Reed  turned  the  meeting  over  to 
Dr.  Sheets  who  had  had  previous  conferences 
with  Dr.  Kingsley  regarding  this  plan  and 
who  had  called  this  special  meeting  for  the 
specific  purpose. 

Dr.  Sheets  discussed  the  background  of 
the  plan  to  be  presented  as  a result  of  a con- 
ference between  himself  and  Dr.  Kingsley. 
Dr.  Kingsley  had  a proposal  to  make  which 
apparently  had  a great  deal  of  merit  in  the 
present  situation,  and  because  of  that  fact, 
it  was  felt  that  immediate  action  was  neces- 
sary. Dr.  Sheets  asked  Dr.  Kingsley  to  pre- 
sent his  plan. 

Briefly,  the  plan  suggested  by  Dr.  Kings- 
ley was  that  civilian  physicians  be  organized 
in  such  a way  that  military  installations  in 
the  United  States  receive  their  medical  care 
from  civilian  physicians  rather  than  having 
all  military  medical  men.  He  pointed  out 
that  the  purpose  behind  such  a plan  was  to 
conserve  medical  manpower,  and  illustrated 
his  point  with  the  misuse  of  this  manpower 
in  World  War  II  wherein  many  physicians 
were  given  non-professional  assignments. 
He  pointed  out  that  it  was  a well  known  fact 
that  the  military  had  many  physicians  in  the 
United  States  that  were  not  needed  as  com- 
pared with  the  few  physicians  who  were  left 
to  take  care  of  the  civilian  population.  He 
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pointed  out  further  that  in  case  of  an  atomic 
war  the  civilian  population  would  probably  be 
in  greater  danger  and  would  require  more 
medical  care.  Under  the  plan  he  presented — 
which  is  quite  similar  to  the  present  medical 
care  given  to  veterans  in  the  veterans  hos- 
pitals — physicians  would  be  available  to 
handle  the  care  at  military  bases  and  also  be 
available  for  civilian  population.  He  esti- 
mated that  this  might  provide  a cut  of  35  to 
50  percent  of  men  who  would  be  required  to 
be  in  uniform  and  at  the  same  time  our 
armed  services  would  receive  adequate  medi- 
cal care. 

A part  of  the  plan  presented  by  Dr.  Kings- 
ley was  that  physical  qualifications  of  physi- 
cians should  be  more  or  less  disregarded  ex- 
cept in  cases  of  tactical  units.  He  felt  that 
scientific  qualifications  rather  than  physical 
qualifications  should  be  considered  in  the  in- 
duction of  a physician.  He  pointed  out  that 
a physician  with  an  artificial  limb,  a hernia 
or  impaired  eyesight  would  be  unable  to  pass 
a military  examination  but  he  may  still  be 
qualified  to  care  for  the  sick.  A third  part 
of  the  plan  set  up  an  induction  order  for 
medical  officers  in  the  following  order; 

1.  The  first  to  be  inducted  should  be  individuals  who  had 
received  their  entire  medical  education  from  the  federal 
government. 

2.  Those  who  were  deferred  during  the  last  war  to  finish 
their  education. 

3.  Those  who.  had  served  in  neither  World  War  I nor  World 
War  II. 

4.  The  induction  of  men  who  had  seen  service  in  World 
War  II  should  be  on  the  basis  of  the  time  served. 

A great  deal  of  discussion  followed  the  presenta- 
tion of  the  plan  by  Dr.  Kingsley.  It  was  felt  that 
perhaps  the  military  would  not  approye  of  such  a 
plan,  and  it  was  also  suggested  that  since  the  plan 
had  a great  deal  of  merit  it  should  be  presented 
through  channels.  Information  was  available  that 
considerable  work  had  already  been  done  under  part 
three  of  this  plan  and  that  a bill  had  already  been 
introduced  in  Congress  requiring  the  younger  men 
to  register  with  their  draft  board  and  would  prob- 
ably be  subject  to  induction  at  the  direction  of  some 
organization  similar  to  Procurement  and  Assign- 
ment in  World  War  II. 

Further  discussion  developed  opinion  that  the 
problem  was  one  which  should  not  be  considered 
by  the  Medical  Service  Committee,  but  because  of 
its  importance  and  a need  for  immediate  action 
as  an  emergency  measure,  it  should  be  consid- 
ered by  the  Board  of  Trustees  because  of  the 
fact  that  this  board  has  authority  to  act  on 
such  matters  in  the  interim  between  meetings  of 
the  House  of  Delegates  and  it  should  also  come  un- 
der the  function  of  the  Committee  on  Emergency 
Medical  Sendee.  Dr.  Sheets  stated  that  he  would 
be  glad  to  call  a joint  meeting  of  the  Board  of 
Ti-ustees  and  the  Committee  on  Emergency  Medical 
Service  for  the  following  Sunday,  August  6,  for  the 
purpose  of  further  discussion  of  this  plan.  No  def- 
inite action  was  taken  by  the  committee. 

Adjourned. 


JOINT  MEETING  OF  BOARD  OF  TRUSTEES 
AND  COMMITTEE  ON  EMERGENCY 
MEDICAL  SERVICE, 

August  6,  1950 

A special  joint  meeting  of  the  Board  of  Trustees 
and  the  Committee  on  Emergency  Medical  Service 
was  held  at  the  Cornhusker  Hotel  following  dinner. 
Dr.  D.  B.  Steenburg,  Chairman  of  the  Board  of 
Trustees,  called  the  meeting  to  order. 

Present  representing  the  Board  of  Trustees  were 
Drs.  D.  B.  Steenburg,  Aurora;  G.  E.  Peters,  Ran- 
dolph; J.  E.  M.  Thomson,  Lincoln;  Earle  G.  Johnson, 
Grand  Island;  R.  B.  Adams,  Lincoln. 

Representing  the  Committee  on  Emergency  Medi- 
cal Service  were  Drs.  J.  J.  Freymann,  Chairman, 
Omaha;  Roy  Whitham,  Lincoln;  J.  T.  Hanna,  Scotts- 
bluff;  Donald  Watson,  Grand  Island. 

Also  present  were  Dr.  C.  H.  Sheets,  President, 
Cozad,  and  Mr.  M.  C.  Smith,  Lincoln. 

Dr.  Steenburg  stated  that  the  purpose  of  the 
meeting  was  to  discuss  The  Kingsley  Plan  for  con- 
servation of  medical  manpower  in  the  present  emer- 
gency. This  plan  had  been  discussed  at  a meeting 
of  the  Medical  Service  Committee  on  Wednesday 
evening,  August  2,  1950,  and  the  decision  was 
reached  to  refer  the  plan  to  the  Board  of  Trustees 
and  the  Committee  on  Emergency  Medical  Service. 

Dr.  Sheets  outlined  the  history  of  the  Kingsley 
Plan  and  stated  that  he  felt  the  plan  had  a great 
deal  of  merit.  He  cited  many  bad  situations  of  doc- 
tors and  the  misuse  of  medical  manpower  during 
World  War  II.  He  related  instances  of  the  ineffi- 
ciency of  the  medical  set-up  in  the  armed  forces 
and  felt  that,  if  possible,  something  should  be  done 
to  correct  many  of  these  past  errors,  as  well  as 
protect  many  of  our  members  who  served  in  World 
War  II  who  were  quite  likely  to  be  recalled  to 
service  in  advance  of  men  who  had  been  educated 
at  the  expense  of  the  government.  He  closed  his 
remarks  by  staling,  “We,  as  physicians,  owe  it  to 
men  in  World  War  II  service  to  protect  them  from 
the  present  plan  of  recalling  them  and  not  first 
taking  men  who  were  educated  by  the  United  States 
Government.” 

The  plan  in  detail  was  then  read  before  the  group, 
followed  by  lengthy  discussion. 

Dr.  Earle  Johnson  made  the  motion,  seconded  by 
Dr.  J.  E.  M.  Thomson,  that  we  adopt  The  Kingsley 
Plan  in  principle  and  that  copies  be  sent  to  Dr. 
George  Lull,  Secretary  and  General  Manager  of  the 
American  Medical  Association,  to  the  Council  on 
National  Emergency  Medical  Service  of  the  Amer- 
ican Medical  Association  and  to  the  secretaries  of 
all  state  medical  associations  in  the  United  States. 
The  motion  was  carried. 

The  original  plan  as  presented  was  outlined  for 
both  medical  and  dental  officers.  The  state  dental 
association,  or  any  of  its  authoritative  groups,  had 
not  yet  had  an  opportunity  to  meet  and  discuss  the 
plan. 

It  was  moved  by  Dr.  Roy  Whitham,  seconded  by 
Dr.  Donald  Watson,  that  all  reference  to  the  dental 
groups  should  be  removed  from  the  plan.  The  mo- 
tion carried. 

The  meeting  adjourned. 
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Hotel  Paxton  — Omaha,  Nebraska 

PROGRAM 

MONDAY  MORNING,  OCTOBER  23rd 

8:30  a.m. — Registration. 

10:00  a.m. — “Breast  Cancer — The  Problem  of  Early 
Diagnosis.”  (Motion  Picture). 

“Principles  of  Penicillin  Therapy.”  (Motion 
picture). 

11:10  a.m. — Opening  Remarks,  Louis  E.  Moon,  Pres- 
dent. 

11:15  a.m. — “Surgical  Aspects  of  Diabetes”  (with 
motion  picture  in  color),  Angus  D.  McLachlin, 
London,  Canada,  Professor  and  Head  of  De- 
partment of  Surgery,  University  of  Western 
Ontario. 

12:00  noon- — “New  Types  of  Contact  Dermatitis,”* 
Donald  M.  Pillsbury,  Philadelphia,  Pennsyl- 
vania, Professor  of  Dermatology  and  Syphil- 
ology.  University  of  Pennsylvania  School  of 
Medicine. 

12:45  p.m. — Visit  the  Exhibits. 

1:00  p.m. — Buffet  Luncheon.  Discussion  — “Man- 
agement of  Injuries  About  the  Elbow.”  Leader, 
Angus  D.  McLachlin. 

MONDAY  AFTERNOON 

2:30*  p.m. — “Diagnosis  of  Anemia  in  Infants  and 
Childi-en,”  Wolf  W.  Zuelzer,  Detroit,  Michigan, 
Professor  of  Pediatric  Research,  Wayne  Uni- 
versity College  of  Medicine. 

3:30  p.m. — “Common  Surgical  Lesions  in  Children” 
(with  motion  picture  in  color),  Angus  D.  Mc- 
Lachlin. 

4:30  p.m. — “Modem  Treatment  of  Syphilis,”  Donald 
M.  Pillsbury. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion — “Blood  Dyscrasias.” 
Leader,  Wolf  W.  Zuelzer. 

MONDAY  EVENING 

8:15  p.m. — “Bacterial  Infections  of  the  Skin,”  Don- 
ald M.  Pillsbury. 

8:45  p.m. — “The  Use  of  Plaster  of  Paris”  (with  mo- 
tion picture  in  color),  Angus  D.  McLachlin. 

9:15  p.m. — ^“Neonatal  Deaths  During  the  First 
Forty-eight  Hours,”  Wolf  W.  Zuelzer. 

TUESDAY  MORNING,  OCTOBER  24th 

8:20  a.m.— “Injuries  of  the  Peripheral  Nerves.” 

9:00  a.m. — “Newer  Concepts  of  Pathogenesis  and 
Management  of  Megacolon,”  Wolf  W.  Zuelzer. 

9:40  a.m. — “Radiologic  Diagnosis  of  Congenital  Ab- 
normalities of  the  Gastrointestinal  Tract  in  In- 
fants,” Edward  B.  D.  Neuhauser,  Boston,  Mas- 
sachusetts, Radiologist,  The  Childrens  Medical 
Center  of  Boston,  Assistant  Professor  in  Radi- 
ology, Harvard  Medical  School. 

10:20  a.m. — “Application  and  Limitations  of  Anti- 
biotic Therapy  in  the  Treatment  of  Certain 
Chronic  Pulmonary  Diseases,”  J.  Burns  Amber- 
son,  New  York,  New  York,  Professor  of  Medi- 


cine, College  of  Physicians  and  Surgeons,  Co- 
lumbia Univei’sity;  Visiting  Physician  in 
Charge,  Chest  Service,  Bellevue  Hospital. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
“Jaundice” 

Clifford  H.  Hansen,  Chairman 
“Classification,”  John  G.  Brazer 
“Importance  of  History  and  Physical  Examina- 
tion,” Warren  Thompson 
“Laboratory  Aids  in  Diagnosis,”  Richard  L. 
Egan. 

“Surgical  Aspects,”  Harry  H.  McCarthy. 

“New  Drugs” 

Herbert  F.  Gerald,  Chairman 
“Epilepsy,”  J.  Whitney  Kelley. 

“Acth  and  Cortisone  in  Arthritis,”  Harold  N. 
Neu. 

“Rutin  in  Capillary  Fragility,”  Victor  E.  Levine. 
“B'2  in  Anemias.” 

“Intravenous  Use  of  Procaine,”  Lynn  T.  Hall. 
11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
“Functional  and  Organic  Disoi’ders 
of  the  Colon” 

E.  L.  MacQuiddy,  Chainnan 
“Functional  and  Organic  Disorders  from  the 
Viewpoint  of  the  Internist,”  Eugene  E.  Sim- 
mons. 

“Functional  and  Organic  Disorders  from  the 
Viewpoint  of  the  Proctologist,”  Julius  B. 
Christensen. 

“Organic  Disorders  as  Revealed  by  the  Labora- 
tory,” J.  Perry  Tollman. 

“Organic  Disorders  from  the  Viewpoint  of  the 
Radiologist,”  Clyde  C.  Hardy. 

“Functional  Disorders  and  Their  Management 
from  the  Viewpoint  of  the  Psychiatrist,”  Rob- 
ert S.  Wigton. 

1:00  p.m. — Buffet  Luncheon.  Discussion  — “Dust 
Diseases.”  Leader,  J.  Burns  Amberson. 

TUESDAY  AFTERNOON 
2:30  p.m. — Clinic — “What  Are  You  Doing  for 
‘Backs’?”  Walter  P.  Blount,  Milwaukee,  Wis- 
consin. 

3:30  p.m. — Clinic — “Tuberculosis:  Potentialities  and 
Management  of  the  Early  Lesion,”  J.  Burns 
Amberson. 

4:30  p.m. — “Congenital  Anomalies  of  the  Great  Ves- 
sels,” Edward  B.  D.  Neuhauser. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion  — “Roentgen  Radia- 
tion of  Benign  Lesions.”  Leader,  Edward  B.  D. 
Neuhauser. 

' TUESDAY  EVENING 

8:15  p.m. — “The  Mechanisms  of  Bronchial  Obstnic- 
tion  and  Their  Clinical  Recognition,”  J.  Burns 
Amberson. 

8:45  p.m. — “Differential  Roentgen  Diagnosis  of  Pul- 
monary Lesions  in  Infants  and  Children,”  Ed- 
ward B.  D.  Neuhauser. 

9:15  p.m. — “The  Evaluation  and  Treatment  of  Pain 
in  the  Hip,”  Walter  P.  Blount. 

WEDNESDAY  MORNING,  OCTOBER  25th 

8:20  a.m.  — “Breast  Cancer — The  Problem  of  Early 
Diagnosis.”  (Motion  picture). 

9:00  a.m. — Title  to  be  announced.  Franklin  B. 
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Ebaugh,  Denver,  Colorado,  Professor  of  Psy- 
chiatry, University  of  Colorado  School  of  Medi- 
cine. 

9:40  a.m. — “Fractures  in  Children  Are  Different,” 
Walter  P.  Blount. 

10:20  a.m. — “Clinical  Classification  of  Nystagmus” 
(with  motion  picture),  C.  Wilbur  Rucker, 
Rochester,  Minnesota,  Associate  Professor  of 
Ophthalmology,  Mayo  Foundation,  University  of 
Minnesota  Graduate  School  of  Medicine. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Local  Lectures — 

“Diagnosis  and  Treatment  of  Deafness  in  Chil- 
dren,” Frank  J.  Klabenes. 

“Nasal  Allergy,”  J.  Calvin  Davis. 

“Hoarseness — Etiology  and  Treatment,”  Her- 
man F.  Kully. 

“Use  of  the  ‘Sac’  in  Herniorraphy,”  Floyd  J. 
Murray. 

“Orthopedic  Care  of  Severe  Compound  Frac- 
tures,” Herman  F.  Johnson. 

“Abdominal  Emergencies,”  Lloyd  O.  Hoffman. 
“ ‘Pull-Through’  Operation  for  Ano-Rectal  Car- 
cinoma,” Leo  Anderson. 

“Rationale  of  a New  Treatment  for  Hyper- 
emesis Gravidarum,”  Ralph  Luikart. 

“The  Physician’s  Opportunities  and  Responsi- 
bilities in  a Good  School  Health  Service,” 
Herman  M.  Jahr. 

“Experiences  with  in  Infants  and  Children,” 
Gerald  C.  O’Neill. 

“Meningitis  in  Infants  and  Children,”  John  L. 
Gedgoud. 

‘Radioactive  Iodine  As  An  Aid  to  the  Diagnosis 
of  Hypothyroidism  in  Children,”  Michael 
Crofoot. 

1 :00  p.m. — Buffet  Luncheon.  Discussion  — “Frac- 
tures in  Children.”  Leader,  Walter  P.  Blount. 

WEDNESDAY  AFTERNOON 

2r30  p.m. — “Body  Fluids:  The  Normal  State  and 
Regulation  by  the  Kidneys,”  Louis  H.  New- 
burgh, Ann  Arbor,  Michigan,  Professor  of  Clini- 
cal Investigation,  University  of  Michigan  Medi- 
cal School. 

3:30  p.m. — “Some  Eye  Manifestations  of  Brain  Dis- 
ease,” C.  Wilbur  Rucker. 

4:30  p.m. — Title  to  be  announced.  Franklin  G. 

Ebaugh. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion — “Use  and  Abuse  of 
Fluids  During  and  After  Surgei-y.”  Leader, 
Louis  H.  Newburgh. 

WEDNESDAY  EVENING 

8:15  p.m. — “Sudden  Blindness:  Its  Causes  and  Treat- 
ment,” C.  Wilbur  Rucker. 

8:45  p.m. — Title  to  be  announced.  Franklin  G. 

Ebaugh. 

9:15  p.m. — “Body  Fluids:  Edema,”  Louis  H.  New- 
burgh. 

THURSDAY  MORNING,  OCTOBER  26th 

8:20  a.m. — “Injuries  of  the  Peripheral  Nerves.” 
(Motion  picture). 

9:00  a.m. — “Surgery  of  the  Pancrease,”  Nathan  A. 
Womack,  Iowa  City,  Iowa,  Professor  of  Sur- 
gery, State  University  of  Iowa  College  of  Medi- 
cine. 


9:40  a.m. — “Body  Fluids:  (1)  Dehydration;  (2)  Po- 
tassium Abnormalities,”  Louis  H.  Newburgh. 
10:20  a.m. — “Choice  of  Anesthesia  During  Labor,” 
Nicholson  J.  Eastman,  Baltimore,  Maryland, 
Professor  of  Obstetrics,  Johns  Hopkins  Uni- 
versity. 

11:00  a.m. — Visit  the  Exhibits. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
“Management  of  Advanced  Malignancy” 
Charles  W.  McLaughlin,  Jr.,  Chairman 
“Breast,”  Alfred  Brown. 

“Carcinoma  of  the  Stomach,”  Arthur  C.  Johnson. 
“Carcinoma  of  Pelvic  Origin,”  Earl  C.  Sage. 
“Carcinoma  of  Bladder  and  Prostate,”  W.  Jo- 
seph McMartin. 

“Leukemia,”  Howard  B.  Hunt. 

11:15  a.m.  to  12:50  p.m. — Panel  Discussions — 
‘’Gastrointestinal  Symptoms  Due  to 
Extrinsic  Organic  Etiology” 

J.  D.  McCarthy,  Chairman 
“Importance  of  History  Taking,”  Harold  C. 
Lueth. 

• “Diseases  of  Central  Nervous  System  and  Nerve 
Roots,”  J.  Jay  Keegan. 

“Cardiovascular  Diseases,”  Maine  C.  Anderson. 
“Infectious  Diseases;  Allergy,”  Charles  A. 
Tompkins. 

“Genito-Urinary  Diseases,”  William  F.  Novak. 
“Obstetric  Problems” 

J.  P.  Redgwick,  Chairman 
“Endometriosis,  Newer  Concepts  and  Treat- 
ment,” John  J.  Freymann. 

“Management  of  Threatened,  Incomplete  and 
Missed  Abortions,”  L.  S.  McCoogan. 
“Antepartum  Hemorrhage,”  Maurice  E.  Grier. 
“Origin  and  Management  of  Postpartum  Hem- 
orrhage,” Harley  E.  Anderson. 

“Urologic  Complications  in  Obstetrics,”  Leroy 
W.  Lee. 

1:00  p.m. — Buffet  Luncheon.  Discussion — -“Obstet- 
rical Topics.”  Leader,  Nicholson  J.  Eastman. 

THURSDAY  AFTERNOON 

2:30  p.m. — “This  Space  Reserved  for  Family  Physi- 
cians,” Mac  F.  Cahal,  Kansas  City,  Missouri, 
Executive  Secretary  and  General  Counsel,  the 
American  Academy  of  General  Practice. 

3:30  p.m. — “The  Symptoms  of  Cholecystitis  and 
Their  Surgical  Implications,”  Nathan  A.  Wo- 
mack. 

4:30  p.m. — Clinic — “Heart  Disease  and  Diabetes  As 
Complications  of  Pregnancy,”  Nicholson  J.  East- 
man. 

5:30  p.m. — Visit  the  Exhibits. 

6:15  p.m. — Dinner.  Discussion  — “Massive  Gastro- 
intestinal Hemorrhage.”  Leader,  Nathan  A. 
Womack. 

THURSDAY  EVENING 

Omaha-Douglas  County  Medical  Society  Night 
8:15  p.m. — “Prolonged  Labor,”  Nicholson  J.  East- 
man. 

8:45  p.m. — “The  Surgical  Treatment  of  Benign  Ob- 
struction of  the  Terminal  Esophagus,”  Nathan 
A.  Womack. 

9:15  p.m. — “Trends  in  Medical  Practice  and  Their 
Related  Problems,”  Austin  Smith,  Chicago,  Illi- 
nois, Editor,  The  Journal  of  the  American 
Medical  Association. 
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FRIDAY  MORNING,  OCTOBER  27th 

8:30  a.m. — “Principles  of  Penicillin  Therapy.”  (Mo- 
tion picture). 

9:00  a.m. — Panel  Discussion  on  the  “Antibiotics” — 
William  A.  Altemeier,  Cincinnati  Ohio,  Assist- 
ant Professor  of  Surgery,  University  of  Cin- 
cincinnati  College  of  Medicine. 

Wallace  E.  Herrell,  Rochester,  Minnesota,  Con- 
sultant in  Medicine,  Mayo  Clinic,  Associate 
Professor  of  Medicine,  Mayo  Foundation 
Graduate  School. 

William  M.  M.  Kirby,  Seattle,  Washington,  As- 
sociate Professor  of  Medicine,  University  of 
Washington  School  of  Medicine. 

John  F.  Waldo,  Salt  Lake  City,  Utah,  Assistant 
Professor  of  Medicine,  University  of  Utah 
School  of  Medicine. 

12:30  p.m. — Adjourn. 


WOMAN'S  AUXILIARY 


The  House  and  Gardens  Room  at  the 
Blackstone  Hotel  in  Omaha  provided  a 
charming  setting  for  the  Fall  Board  Meeting 
of  the  Woman’s  Auxiliary  Tuesday,  Septem- 
ber 12.  Twenty-five  members  answered  the 
roll  call. 

This  meeting  was  called  earlier  than  usual 
because  of  the  pressing  work  which  lies 
ahead  particularly  the  national  advertising 
campaign  during  the  month  of  October.  Fol- 
lowing a delightful  luncheon,  Mrs.  Glenn  D. 
Whitcomb,  State  President,  called  the  meet- 
ing to  order  and  outlined  her  past  activities 
and  future  plans.  She  also  presented  the 
Auxiliary  Program.  Because  of  its  import- 
ance in  guiding  the  county  auxiliaries,  the 
program  is  printed  below.  We  were  highly 
honored  with  Dr.  Charles  Sheets’  presence 
and  his  words  of  encouragement.  The  offi- 
cers and  chairmen  of  standing  committees 
gave  their  reports,  mainly  enlarging  upon 
the  year’s  program.  Mrs.  A.  J.  Offerman 
presented  a most  helpful  and  comprehensive 
report  of  the  National  Convention,  to  which 
she  was  a delegate.  The  Auxiliary  pin  is 
now  a reality,  thanks  to  the  well-directed  ef- 
forts of  Mrs.  B.  R.  Bancroft  of  Kearney.  De- 
tailed information  will  appear  in  the  Journal 
next  month.  Her  zeal  has  also  offered  exem- 
plary leadership  in  obtaining  “Grass  Roots” 
resolutions  in  Nebraska.  The  Essay  Contest 
report,  given  by  Mrs.  R.  E.  Garlinghouse, 
Public  Relations  Chairman,  is  also  printed 
concurrently  because  it  is  the  outstanding 
project  for  the  year. 

The  following  Nominating  Committee  was 
appointed:  Mrs.  G.  Kenneth  Muehlig,  Mrs. 


Isaiah  Lukens  IV,  Tekamah ; Mrs.  L.  W.  Lee, 
Omaha;  Mrs.  Charles  F.  Heider,  North 
Platte,  and  Mrs.  C.  Fred  Ferciot,  Lincoln. 
Mrs.  L.  W.  Lee  was  also  named  Convention 
Chairman. 

MRS.  G.  KENNETH  MUEHLIG. 
Chairman,  Press  and  Publicity. 


AUXILIARY  PROGRAM,  1950-51 

I.  National  Education  Campaign  Against  Com- 
pulsory Health  Insurance  and  for  Voluntary  Health 
Insurance. 

A.  Uppermost,  to  focus  particular  attention  to 
the  National  Advertising  Campaign  launched  by 
AM  A,  beginning  the  week  of  October  8 by  having: 

1.  The  progi-am  and  public  relations  chairrmen 
take  all  the  information  back  to  their  local  units, 
and  asking  local  membership  to  support  the  adver- 
tising campaign  as  directed  by  their  local  medical 
societies;  such  as,  perhaps,  writing  letters  or  tele- 
phoning for  the  local  P.R.  committee. 

B.  Fall  Elections: 

1.  Know  your  candidates  and  what  they  stand 
for. 

2.  Know  how  to  campaign  legally  as  an  organi- 
zation and  as  individual  citizens. 

3.  Work  only  under  the  direction  of  your  local 
medical  society  if  any  campaigning  is  done  as  an 
organization. 

Four  Major  Activities,  as  proposed  by  Whitaker 
& Baxter  in  the  pamphlet,  “It’s  Your  Cnisade,  Too:” 

C.  Speaker’s  Bureau. 

D.  Endorsement  Drive: 

I.  “Grass  Roots”  resolutions  from  local  organiza- 
tions. 

E.  Literature  Distribution. 

F.  Publicity. 

G.  Essay  Contest. 

II.  Self-Education  in  the  following: 

A.  National  12-Point  Program.  Also,  Nebraska’s 
8-point  program  taken  from  National  12-point. 

B.  Study  Legislation — local,  state  and  national, 
which  affects  health  and  medicine. 

1.  Tniman’s  Compulsory  Health  Insurance  Pro- 
gram, S-1679,  or  any  such  program  which  may  be 
introduced  during  the  coming  year. 

2.  Other  National  Health  Insurance  Programs 
introduced  in  Congress. 

3.  Oscar  Ewing’s  “Report  to  the  Nation.” 

C.  Voluntary  Prepayment  Medical  and  Hospital 
Care  Plans.  Nebraska  Blue  Shield  and  Blue  Cross. 
Know  these  plans. 

D.  The  A.M. A.  — its  history,  function,  work  of 
the  various  councils,  bureaus  and  other  departments. 

1.  Bring  in  its  activities  in  preparation  for  the 
Mid-century  White  House  Conference  on  Children 
and  Youth  to  be  held  in  December,  1950. 

III.  Health  Councils. 

IV.  Nurse  Recruitment.  Methods  and  informa- 
tion available. 

V.  Today’s  Health,  formerly  Hygeia. 

VI.  School  Health  Program. 

VII.  Rural  Health  Problems  and  Their  Proposed 

Solutions. 
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VIII.  Local  Health  Department.  Study  services 
available  in  city  and  county. 

IX.  State  Board  of  Health.  Study  sei’vices  avail- 
able. 


AUXILIARY  TO  SPONSOR  ESSAY  CONTEST 

“Medicine’s  Role  in  Presei-ving  the  American  Way 
of  Life,”  is  the  title  chosen  for  the  statewide  essay 
contest  to  be  conducted  in  the  high  schools  of  Ne- 
braska this  winter.  It  is  the  aim  of  the  Auxiliaiy 
thus  to  encourage  serious  thinking  among  young 
people  on  the  dangers  of  compulsory  health  insur- 
ance. 

The  Nebraska  State  Medical  Association  has 
granted  $500.00  to  be  used  for  prizes  in  this  con- 
test which  will  be  allocated  as  follows: 

First  prize,  state  level — $100.00  bond. 

Second  prize,  state  level,  $50.00  bond. 

Third  prize,  state  level,  $25.00  bond. 

First  prize,  each  Councillor  district,  $25.00  bond. 

Second  prize,  each  Councillor  district,  $10.00  cash. 

In  addition  the  first  prize  winner  will  be  given  a 
trip  to  the  State  Medical  Convention  in  Omaha  next 
May  at  which  time  he  will  read  his  essay  to  the 
convention. 

Further  news  about  the  convention  will  appear 
in  future  issues  of  the  Journal.  The  essay  contest 
committee  urges  the  cooperation  of  all  Auxiliary 
members  throughout  the  state  in  promoting  interest 
in  this  contest. 


NEWS  and  VIEWS 


Dr.  I.  L.  Thompson,  West  Point,  was  elected  presi- 
dent of  the  Elkhorn  Valley  Medical  Society  at  its 
annual  meeting  held  at  the  Norfolk  Countiy  Club, 
August  17th. 

Dr.  M.  A.  Johnson,  Plainview,  was  chosen  vice 
president,  and  Dr.  E.  L.  Bimsh,  Norfolk,  reelected 
secretary-treasurer. 

About  45  doctors  heard  papers  as  follows:  Dr. 

Paul  M.  Bancroft,  Lincoln,  “Common  Problems  of 
Growth  and  Development  of  Children;”  Dr.  Herbert 
Davis,  Professor  of  Surgery,  University  of  Nebraska 
Medical  College,  Omaha,  “Diagnosis  and  Treatment 
of  Lesions  of  Breast!”  Dr.  G.  R.  Dornberger,  Mayo 
Clinic,  Rochester,  “Chronic  Relapsing  Pancreatitis,” 
and  Dr.  J.  H.  Judd,  Professor  of  Opthalmology,  Uni- 
versity of  Nebraska,  “Recent  Advances  in  Ophthal- 
mology.” 

About  2,000  residents  of  Seward  and  the  surround- 
ing vicinity  inspected  the  new  $185,000  Seward 
County  Community  hospital  Sunday  afternoon,  Au- 
gust 13th. 

On  September  1 the  hospital  opened  for  business. 
Dr.  James  W.  Carr,  Seward,  is  chief  of  staff  with 
Dr.  Bert  Morrow,  Seward,  assistant  chief  of  staff 
and  Dr.  W.  Ray  Hill,  Milford,  secretary.  Mrs.  Nell 
Dwinell  is  hospital  superintendent. 


Newly  appointed  chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  in  the 
College  of  Medicine,  University  of  Nebraska, 
is  Dr.  Lester  Odell,  formerly  of  the  Chicago 
Lying-In  Hospital.  Dr.  Odell  is  a gi'aduate 


of  the  Medical  School  University  of  Chicago. 
He  served  in  the  U.S.  Naval  Reserve  during 
World  War  II. 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  an- 
nounces that  it  will  sponsor  two  Postgraduate 
courses  in  Recent  Advances  in  Diseases  of  the  Chest. 
The  first  postgraduate  course  will  be  held  at  the 
St.  Clair  Hotel,  Chicago,  October  16-20,  1950.  Tui- 
tion is  $50.00.  Address  inquiries  to  the  Council  on 
Postgraduate  Medical  Education,  500  North  Dear- 
born Street,  Chicago  10. 


A.M.A.  NOTES 

5,000  MORE  MILITARY  DOCTORS  NEEDED 
BY  NEXT  JULY  1 

In  House  debate  on  the  doctor-draft  bill.  Chair- 
man Vinson  of  the  Armed  Sei’vices  Committee  cited 
these  figures  on  military  medical  lineup: 

Overall:  6,226  doctors  now  on  active  duty;  total 

of  11,250  needed  by  next  July  1,  on  basis  of  present 
military  manpower  planning  for  2,500,000  men. 

Army:  20,000  participated  in  ASTP  program,^  of 

whom  12,500  served  on  active  duty  and  1,000  were 
discharged  for  physical  or  other  reasons.  Of  re- 
maining 6,500,  about  2,000  failed  to  graduate  for 
various  reasons,  and  1,500  of  those  in  practice  would 
be  ruled  out  for  physical  and  other  reasons.  This 
leaves  approximately  3,000  men,  educated  in  whole 
or  in  part  by  Army,  who  have  not  served  and  would 
be  first  to  be  called  up. 

Navy:  11,176  trained  in  whole  or  part  in  V-12 

program;  5,872  of  these  have  served  at  least  two 
years  on  active  duty.  This  leaves  5,304  with  no 
sei’vuce,  but  1,429  of  these  are  in  Reserve  and  sub- 
ject to  call.  Of  remaining  3,875  enrolled  in  pro- 
gram, 1,262  did  not  finish  school.  This  leaves  at  the 
most  2,613  who  have  finished  school  and  would  be 
eligible. 

On  paper,  these  sources  alone — ASTP  and  V-12 
— could  supply  all  militai’y  medical  requirements 
for  the  next  year.  Requirements,  5,024;  ASTP  and 
X-12,  5,613.  However,  military  planners  have 
warned  that  physical  handicaps,  practice  in  doctor- 
shortage  areas  and  other  factors  will  reduce  this 
potential  supply  well  below  the  requirements. 

MILITARY’S  PAST  HANDLING  OF  MEDICAL 
MANPOWER  COMES  IN  FOR  SHARP 
CRITICISM 

Preceding  vote  on  the  doctor-draft  bill,  several 
members  of  the  House  took  the  opportunity  to  regis- 
ter shai’p  criticism  of  the  way  physicians  had  been 
used  by  the  Armed  Forces  in  World  War  II. 

Scrivner:  “There  were  skilled  men,  many  special- 
ists who  were  confined  to  merely  desk  jobs.  (We) 
want  to  feel  sure  that  if  these  men  are  taken  in 
that  their  skill  in  their  profession  will  be  used  and 
that  their  time  will  not  be  wasted  warming  a chair.” 

Short:  “The  . . . (committee  chairman)  found 

a lot  of  doctors  sitting  out  in  the  desert  doing  noth- 
ing when  we  had  an  acute  shortage  of  them  back 
home.” 

Miller  (Neb.):  “There  is  a waste  of  manpower 

in  the  military  that  ought  to  be  corrected.  I called 
attention  to  that  many  times  in  the  past,  and  I still 
say  and  maintain  and  can  prove  that  the  military 
wastes  medical  and  professional  manpower  to  an 
extent  that  is  a disgrace  to  the  service.” 
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Judd:  The  proposed  ration  of  4.5  per  thousand 

. . is  just  about  three  times  as  many  doctors  per 
thousand  in  the  Army  as  among  the  civilian  popula- 
tion . . . The  doctors  should  be  where  the  men  are 
wounded;  but  the  sendees  usually  have  too  many 
sitting  around  here  in  the  United  States  without 
adequate  work  to  do.” 

To  these  criticisms,  Mr.  Vinson  repeatedly  re- 
plied that  he  had  assurance  from  the  three  Surgeons 
General  that  physicians  would  not  be  wasted  this 
time.  Mr.  Short  added  that  it  was  “like  a fire  de- 
partment . . . most  members  sit  around  the- station, 
but  they  have  to  be  on  tap  if  a fire  breaks  out.” 
Representative  Overton  Brooks  (D.,  La.),  comment- 
ed, “When  a man  is  injured  on  the  firing  line  and  a 
doctor  is  needed  that  doctor  has  to  be  there.  He 
may  not  be  needed  any  other  time  in  the  week  ex- 
cept that  one  day,  but  when  you  need  him  you  must 
have  him.” 


Income  Survey  Follow-Up  Yields  Additional  10  to 
15  Per  Cent  Retura.  Commerce  Department  is  now 
counting  returns  from  a follow-up  letter  sent  to 
those  physicians  who  received  coded  income  survey 
forms  earlier  this  summer.  The  letter  urges  doc- 
tors who  have  not  filled  in  and  retumed  question- 
naires to  do  so  immediately.  Thus  far  this  second 
appeal  has  yielded  somewhere  between  10  and  15  per 
cent  return,  which  is  considered  by  Commerce  offi- 
cials as  very  good.  How'ever,  AMA,  which  is  co- 
operating in  the  survey,  still  urges  doctors  who  do 
not  employ  bookkeepers  to  answer  the  questionn- 
naires  in  order  to  avoid  disproportionately  high  in- 
come results.  These  last  retums,  when  added  to  the 
original  40  per  cent  return  on  125,000  question- 
naires, leaves  Commerce  Department  the  task  of 
tabulating  well  over  40,000  replies.  There  is  some 
doubt  that  a second  letter  to  those  of  the  25,000 
who  did  not  reply  to  the  coded  form  will  be  found 
necessary. 

JOSEPH  S.  LAWRENCE.  M.D., 

Director,  Washington  Office. 


BOOKS  RECEIVED 

Cerebral  Palsy  by  John  F.  Pohl,  M.D.,  Orthopedic 
Surgeon,  Michael  Dowling  School  for  Crippled  Chil- 
dren, Minneapolis,  Minnesota.  Illustrations,  131; 
pages,  including  index,  224.  Bmce  Publishing  Com- 
pany, Saint  Paul,  Minnesota.  Price  $5.00. 

Practical  Gynecology  by  Walter  J.  Reich,  M.D., 
F.A.C.S.,  F.I.C.S.,  Attending  Gynecologist,  Cook  Co. 
Hospital;  Prof,  of  Gynecology,  Cook  Co.  Graduate 
School  of  Medicine;  Attending  Gynecologist,  Fantus 
Clinics  of  the  Cook  Co.  Hospital;  Asst.  Prof,  of 
Gynecology,  Chicago  Medical  School;  Attending 
Gynecologist  and  Obstetrician,  Grant  Hospital;  At- 
tending Gynecologist,  Fox  River  Tuberculosis  Sana- 
torium; Consulting  Gynecologist,  Hazelcrest  Gen- 
eral Hospital,  and  Mitchel  J.  Nechtow,  M.D.,  Assoc. 
Attending  Gynecologist,  Cook  Co.  Hosp.  and  the 
Fantus  Gynecologic  Clinic;  Asst.  Clinical  Prof,  of 
Gynecology,  Cook  Co.  Grad.  School;  Assoc,  in  Gyne- 
cology and  Obstetrics,  Chicago  Medical  School;  At- 
tending Gynecologist  and  Obstetrician,  Noiwegian- 
American  Hospital.  449  pages  including  index,  with 
187  illustrations  including  55  subjects  in  color.  J. 
B.  Lippincott  Company,  East  Washington  Square, 
Philadelphia,  Pa.  Price  $10.00.  Publication  date 
July  25,  1950. 

Physician’s  Handbook.  Sixth  edition. 
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SYPHILIS  MORBIDITY  SURVEY 

A comparative  evaluation  of  syphilis  morbidity 
has  been  completed  on  all  reported  cases  for  the 
period  January  1,  1950  thi'ough  June  30,  1950,  and 
the  findings  are  as  tabulated  below: 

TABLE  I 

SYPHILIS  MORBIDITY  REPORTED  FROM  ALL  SOURCES 
(Col.  1)  (Col.  2)  (Col.  .3)  (Col.  4)  (Col.  5)  (Col.  6, 
Primary 


and  Stage 

Sec-  Early  Late  Con-  Un- 

1950  ondary  Latent  Latent  genital  known  TOTAL 

January  7 27  32  1 9 76 

February  14  29  63  5 14  125 

March  2 14  29  4 2 51 

April  1 13  33  3 7 57 

May  8 21  48  5 12  94 

June  8 19  23  1 3 54 


40  123  228  19  47  457 

The  total  syphilis  morbidity  reported  to  the  Ve- 
nereal Disease  Division  of  the  State  Department  of 
• Health  from  all  sources,  for  the  period  Januai-y 
through  June,  1950,  was  457  cases,  as  indicated  in 
Table  I. 

TABLE  II 


RESULTS  ON  FOLLOW-UP  ON  POSITIVE  SEROLOGICAL 
REPORTS  FROM  THE  STATE  DEPARTMENT 
OF  HEALTH  LABORATORY 


Number 

Number 

Syphilis 

Primary 

Letters 

Letters 

Morbidity 

and 

Sent  Out 

Returned 

All  Stages 

Secondary 

(Col.  1) 

(Col.  2) 

(Col.  3) 

(Col.  4) 

January 

95 

83 

60 

7 

February 

71 

68 

48 

9 

March 

67 

50 

37 

1 

April 

97 

71 

45 

2 

May 

102 

85 

56 

6 

June 

52 

42 

32 

3 

484 

397 

278 

28 

% 

Number 

Returned 

82 

% 

Morbidity  Compared 

to  Number 

Returned 

70 

% 

Primary 

and  Secondary  Compared 

to  Total  Morbidity. 

10 

It  is  to  be  noted  that  the  278  cases  reported  in 
Col.  2 of  Table  II  constitute  61%  of  the  total 
morbidity  from  all  sources  reflected  in  Col.  6 of 
Table  I.  This  high  percentage  indicates  that  the 
follow-up  on  positive  tests  is  an  excellent  means  of 
obtaining  morbidity,  and  further  assists  as  an  ex- 
cellent case-finding  and  case-holding  medium.  A 
large  percent  of  the  blood  tests  performed  for  the 
private  physicians  of  the  state  are  by  the  State  De- 
partment of  Health  Central  and  Branch  Labora- 
tories. 

The  abnormally  large  amount  of  morbidity  re- 
ceived throuugh  the  follow-up  of  positive  laboratory 
tests  tends  to  indicate  that  other  morbidity  is  avail- 
able if  promptly  reported  by  the  private  physician 
on  a voluntary  basis.  The  rules  and  regulations  of 
the  State  Department  of  Health  provide  that  all 
cases  of  venereal  disease  are  reportable.  The  State 
Department  of  Health,  through  the  free  distribution 
of  drugs  to  exceptional  cases  and  the  available  seiw- 
ices  of  Venereal  Disease  Investigators,  will  cooper- 
ate to  the  fullest  extent  in  any  venereal  disease 
problems  the  private  physician  may  have  regarding 
treatment  and  follow-up. 


Buy  U.S. 


Saving  Bonds 
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/(NOW  yOUR 
BLUE  SHIELD  PLAN 


More  than  a million  persons  enrolled  in  Blue 
Shield  Plans  over  the  nation  during  the  second 
quarter  of  1950.  During  this  period,  membership 
increased  by  1,124,312,  bringing  total  Blue  Shield 
enrollment  to  14,414,760,  as  of  June  30,  1950. 


On  November  1,  Nebraska  Blue  Shield  will  have 
completed  six  successful  years  of  service  to  the 
people  of  Nebraska.  In  this  short  time,  more  than 
10  per  cent  of  the  state’s  population  has  been  en- 
rolled. As  of  Septemer  1,  Blue  Shield  membership 
in  Nebraska  was  135,501. 


New  Blue  Cross  and  Blue  Shield  membership 
certificates  will  be  issued  about  December  1 to  all 
Direct-Pay  and  Community  Group  members.  The 
new  Blue  Shield  contract  will  feature  greatly  ex- 
panded benefits.  The  benefits  for  numerous  major 
surgical  procedures  will  be  increased  from  $150.00 
to  $200.00.  In-Hospital  medical  care  will  be  ex- 
tended from  30  days  to  70  days  per  admission,  and 
the  daily  benefit  payment  will  be  increased  from 
$3.00  to  $4.00.  Numerous  other  increased  benefits 
will  be  made  available.  A modest  increase  in  the 
assessment  will  be  necessary  to  meet  the  cost  of 
greatly  increased  utilization  and  the  increase  in 
benefits.  The  new  contract  will  be  issued  to  mem- 
bers of  payroll-deduction  Employee  Groups  about 
January  1,  1951. 


The  new  Blue  Shield  contracts  will  use  the  latest 
revised  Nomenclature  of  the  American  Medical  As- 
sociation. All  70  Blue  Shield  Plans  in  40  states  will 
adopt  the  new  nomenclature  in  their  statistical  de- 
partments. This  will  make  possible  the  collection 
of  uniform,  accurate  statistics,  from  which  actuarial 
data  can  be  developed  for  future  use  by  Plans. 
Physicians  are  asked  to  use  Standard  Nomenclature 
terms  when  making  over  their  Blue  Shield  medical 
reports. 


The  September,  1950  issue  of  the  Joumal  of  the 
Nebraska  State  Medical  Association  published  ex- 
cerpts from  an  address  by  Dr.  Paul  R.  Hawley,  who 
said,  “It  is  ordinarily  the  doctor  who  says  when  the 
patient  goes  into  the  hospital,  what  services  he  shall 
be  given  while  there,  and  when  he  shall  leave  the 
hospital.”  In  other  words,  it  is  in  the  hands  of  the 
medical  profession  to  determine  the  future  costs  and 
utilization  of  the  prepayment  medical  care  Plans. 
The  future  success  of  the  prepayment  health  care 
system  is  the  responsibility  of  the  doctors  and  the 
hospitals. 


A special  Non-Group  enrollment  campaign  will 
be  conducted  by  Blue  Cross-Blue  Shield  during  Octo- 
ber. During  the  month,  anyone  under  age  65  may 
apply  for  membership.  The  periodic  offering  of 
membership  on  this  basis  makes  it  possible  for  any- 


one, regardless  of  employment  status,  to  enroll. 
Many  of  your  patients  who  are  ineligible  for  mem- 
bership under  the  regular  enrollment  requirements 
may  apply  for  membership  this  month.  Please  re- 
mind them  that  this  special  Non-Group  offering 
closes  on  October  31,  and  that  they  must  make  ap- 
plication before  that  date. 


NEBRASKA  MEDICAL  SERVICE 

CASE  REPORT 
August,  1950 


Number  of  Services  Rendered 3,060 

Females  1,792 

Males  : 1,268 

Subscribers  1,145 

Dependents  1,915 


ENROLLMENT  SUMMARY 
August,  1950 

Groups  enrolled  during  August 50 

Groups  cancelled  during  August 10 

Number  of  active  groups,  September  1.  1950 2,766 


Membership,  August  1, 

1950 

Sub- 
scribers 
— 55,938 

De- 

pendents 

77,754 

Partici- 

pants 

133,692 

Additions 

Less  Terminations 

Net  Gain 

Membership,  September 

1,  1950--. 

1,439 
682 
757 
— 56,695 

78,806 

135,501 

INCOME  AND 
August, 

Income: 

EXPENSE 

1950 

Month  of 

8 Months 

August  to  Date 

From  dues  $115,318.56  $848,698.96 

From  enrollment  fees 1,293.00  16,203.00 

Interest,  U.S.  Bonds 979.18 

Miscellaneous  126.00 


$116,611.56 


Expenses : 

Claims  $123,800.70* 

Administrative  expense : 

Regular  9,799.84 

Advertising  (50-50)  451.58 

Bonuses  333.33 

Secretarial  fees  416.67 

Medical  Director 250.00 

Advertising  

Auditing  

Printing  * 652.15 

Stationary  

Conferences  and  meetings 38.40 

Collection  expenses  6.50 

Reserve  for  collection  losses 

Taxes  and  licenses 1.25 

Dues  137.77 

Actuarial  survey  

Miscellaneous  17.10 


$866,007.14 

$746,183.50 


75,519.34 

6,434.86 

2,666.66 

3,333.36 

2.000.00 

1.053.80 

840.00 
2,758.29 

44.80 

2,821.43 

379.80 

1.500.00 

110.00 
863.94 

1,031.73 

144.72 


$135,905.09  $847,686.23 


Net  Gain  or  Loss — 19.293.53  18,320.91 

*Includes  amount  for  unreported  claims  as  recommended  by 
the  Pennsylvania  Blue  Shield  Plan. 


BALANCE  SHEET 
August  31,  1950 


Assets : 

Cash  in  banks $122,736.24 

Premiums  in  process  of  collection 12,673.45 

U.S.  Bonds  (cost  plus  accrued 
interest)  351.273.12 


Liabilities : 

Accounts  payable,  Blue  Cross $ 10,251.22 

Accounts  payable,  monthly  invoices 706.15 

Accrued  payroll  taxes 121.00 

Claims  payable — • 

Unreported*  104,392.00 

Pending  3,900.00 

Contingent  10,000.00 

Unearned  premiums  113,428.58 


$486,682.81 


$242,798.95 


Reserve  for  maternity  care 98.820.00 

Reserve  for  bonuses 1,595.24 

Reserve  for  collection  losses 1,500.00 

Unassigned  surplus  141.968.62 


$243,883.86 


$486,682.81 

*Formula  for  arriving  at  amount  of  reserve  for  unreported 
claims  follows  recommendation  by  Pennsylvania  Blue  Shield 
Plan,  accepted  by  Nebraska  Blue  Shield  Board  of  Directors 
on  August  31.  1950. 
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DEATHS 

Bertha  Thomson,  M.  D.,  Lincoln.  Born  in  Ne- 
braska in  1889.  Taught  school  for  two  years  and 
entered  Cotner  College  of  Medicine  in  Lincoln  from 
which  she  graduated  in  1913.  She  practiced  for  a 
short  time  at  North  Platte  and  then  went  to  India 
as  a medical  missionary.  Following  a tragic  drown- 
ing of  her  husband  in  India,  Dr.  Thomson  returned 
to  the  States,  and  located  in  Lincoln.  In  1941  she 
moved  to  Peru  where  she  remained  until  1947  and 
returned  to  Lincoln.  She  remained  in  practice  un- 
til shortly  before  her  death  at  a Lincoln  hospital, 
August  14,  1950.  Surviving  are  four  daughters  and 
a son. 


Dr.  John  V.  Reilly,  Grand  Island.  Born  in  New 
York  State  in  1881.  Graduated  from  Georgetown 
University  School  of  Medicine  in  1906.  Located  in 
Greeley  in  1912  and  five  years  later  moved  to  Grand 
Island  where  he  had  a general  practice  with  special 
attention  to  children.  Dr.  Reilly  was  a regular  con- 
tributor to  this  Journal.  Many  readers  remember 
him  as  the  author  of  regularly  submitted  Pediatric 
Pointers.  Died  August  23,  1950.  Surviving  are  his 
wife,  a daughter  and  two  sons. 


Dr.  Carl  W.  Morrow,  Hastings.  Born  in  Auburn 
in  1889.  Graduated  from  Cotner  Medical  College 
in  Lincoln  and  practiced  until  World  War  I in  Hend- 
ley  when  he  joined  the  United  States  Medical 
Corps  where  he  served  for  some  time  over  seas.  On 
his  discharge  from  the  Army  he  accepted  a position 
with  the  Veterans  Hospital  where  he  remained  until 
1944,  when  he  located  in  Hastings.  Died  August 
25,  1950.  He  is  survived  by  his  wife,  two  sons 
and  a daughter. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th,  Omaha. 


Dr.  W.  R.  Miller  formerly  of  Sterling  has  moved 
to  Frederick,  Oklahoma. 

Dr.  Horace  Shreck,  son  of  Dr.  and  Mrs.  W.  A. 
Shreck  has  returned  to  the  Panama  Canal  Zone 
after  spending  two  weeks  with  his  parents  in  Hold- 
rege. 

Dr.  H.  D.  Myers  spent  a week  in  Minneapolis  in 
August  doing  post-graduate  work  at  the  University 
of  Minnesota. 

Dr.  Daniel  M.  Miller,  a Creighton  graduate  in 
1943,  has  recently  located  in  Omaha  with  his  prac- 
tice limited  to  General  Surgery. 

Dr.  Payson  Adams  of  Omaha  announces  the  asso- 
ciation with  him  of  Dr.  Henry  Kammandel  in  the 
practice  of  Urology. 

Dr.  Edwin  Davis,  Jr.  has  joined  his  father  and  Dr. 
LeRoy  W.  Lee  in  the  practice  of  Urologic  Surgery 
in  Omaha. 

Drs.  J.  R.  Kovarik,  D.  C.,  Vroman  and  L.  S.  Mc- 
Googan  announces  the  removal  of  their  offices  from 
the  Medical  Arts  Building  to  3568  Dodge  Streets 
in  Omaha. 


Dr.  Wallace  E.  Engdahl  a recent  graduate  of  the 
University  of  Nebraska  Medical  College  has  become 
associated  with  Dr.  C.  M.  Bonniwell  of  Omaha. 

Associated  with  Dr.  D.  E.  Baca  in  Papillion  is 
Dr.  R.  B.  Zukaitis. 

A.  E.  Harrington,  M.D.,  formerly  of  Hastings, 
Nebraska,  is  now  a resident  of  Lincoln.  He  has 
formed  a partnership  with  D.  D.  Sanderson,  M.D., 
in  EENT. 

Dr.  W.  L.  Shearer  of  Omaha  spent  five  weeks  in 
Utah  and  Montana  this  summer.  He  lectured  be- 
fore medical  and  dental  groups  in.  Provo,  Utah,  on: 
“Management  of  Infections  of  the  Jaws  and  Their 
Relationship  to  the  Body  as  a Whole.” 


Tuberculosis  Abstracts 

An  adequate  diet  is  universally  accepted  as  one 
of  the  protective  measures  against  infection  by  the 
tubercle  bacillus  and  as  an  essential  factor  in  treat- 
ment. In  infections  caused  by  other  organisms, 
however,  the  relationship  between  resistance  and 
good  food  is  not  clear  cut  and  much  careful  research 
remains  to  be  done. 

NUTRITION  AND  INFECTION 

Every  mother  of  a family,  and  every  doctor  in 
practice,  firmly  believes  that  the  best  bulwark 
against  infection  is  good  wholesome  food.  The  as- 
sociation of  tuberculosis  with  poverty  and  malnu- 
trition is  particularly  noteworthy.  In  the  late  war 
the  countries  with  the  highest  incidence  of  tubercu- 
losis were  those  that  suffered  the  greatest  privations 
and  food  shortages.  But,  other  factors  besides  nu- 
trition may  well  have  been  involved.  The  poorly 
fed  community  often  suffers  from  fatigue,  low 
morale,  anxiety,  overcrowding,  and  poor  hygiene, 
and  its  hospital  and  public  health  organizations  are 
likely  to  be  defective.  Moreover,  in  spite  of  the  ap- 
pallingly low  nutritional  standards  in  Germany  at 
the  end  of  the  war,  there  were  no  major  epidemics. 
Then  again,  children  brought  up  in  apparently  ad- 
mirable living  and  dietary  conditions  still  contact 
measles,  chickenpox,  mumps,  and  poliomyelitis,  and 
well-fed  adults  catch  colds  and  influenza.  Polio- 
myelitis, indeed,  seems  to  have  a predilection  for 
young  adults  in  excellent  physical  condition;  and 
the  incidence  appears  to  be  much  higher  in  well-fed 
countries  like  the  United  States  than  in,  for  ex- 
ample, the  ill-nourished  African.  Most  bacteriolo- 
gists, therefore,  hestitate  to  accept  the  view  that 
malnutrition  increases  susceptibility  to  infection. 

The  influence  of  heredity,  both  in  the  host  and 
in  the  infecting  organism,  cannot  be  overlooked. 
Webster,  by  inbreeding  and  selecting  from  a com- 
mon stock  of  mice,  bred  two  strains,  one  of  which 
was  almost  completely  immune  to  a given  infective 
dose  of  Salmonella  enteritidis,  the  other  suffered 
almost  100%  mortality.  Such  inbi’eeding  and  selec- 
tion, however,  did  not  produce  resistance  to  other 
organisms. 

If  nutrition  plays  a part  in  the  resistance  to  in- 
fection, one  would  expect  antibody  production  to  be 
affected,  particularly  as  antibodies  are  derived  from 
the  serum  proteins,  which  are  lowered  in  frank  mal- 
nutrition. At  the  end  of  the  war  Gell  had  an  ex- 
ceptional opportunity  for  studying  the  relation  be- 
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tween  protein  deficiency  and  antibody  response  in 
patients  and  pi-isoners  from  the  Ruhr  suffering  from 
ured  by  agglutination  tests,  was  determined  before 
and  after  infection  with  a rather  bizarre  mixture 
of  tobacco  mosaic  virus  and  avian  red  cells,  chosen 
because  there  could  not  be  preformed  latent  im- 
munity to  them.  British  troops  served  as  controls. 
The  results  showed  that  the  well-nourished  British 
soldier  had  a better  antibody  response  than  the 
half-stai-ved  German,  but  the  differences,  though 
statistically  significant,  were  not  as  great  as  might 
be  anticipated.  Gell  concluded  that  “under-nutri- 
tion does  not  play  as  large  a part  in  widespread  epi- 
demics as  is  generally  supposed.” 

Vitamin  C was  once  thought  to  be  associated  with 
immunity  mechanisms  in  the  body,  but  evidence  is 
not  very  convincing.  Early  work  indicating  a direct 
correlation  between  blood  vitamin-C  levels  and  com- 
plement formation  has  not  been  confirmed.  On  the 
other  hand,  a controlled  experiment  of  Glazerbrook 
and  Scott  Thomson,  in  1938  seemed  to  show  a def- 
inite increase  in  the  resistance  of  schoolboys  against 
tonsillitis,  pneumonia  and  acute  rheumatism — but 
not  colds — when  they  were  given  full  doses  of  vita- 
min C.  There  is  evidence  that  vitamin  C is  bac- 
teriostatic, but  only  in  concentrations  that  could 
never  be  reached  in  the  body.  Large  quantities  of 
vitamin-C  are  often  given  to  patients  with  infec- 
tions because  their  excretion  of  the  vitamin  is  di- 
minished, but  whether  the  vitamin-C  level  in  the 
tissues  and  blood  of  the  normal  person  affects  his 
susceptibility  to  infection  or  the  virulence  of  the  at- 
tack is  improven.  Vitamin-A  has  been  named  the 
“anti-infective  vitamin”  without  very  firm  evidence. 

Much  work  has  been  done  in  the  last  decade  on 
the  effect  of  nutrition  in  experimental  infections  in 
animals  but  most  of  it  presents  such  confusing  and, 
at  times,  conflicting  results  that  it  is  difficult  to 
draw  any  general  conclusions.  Experimental  work 
on  viruses,  however,  has  established  that  the  virus 
and  the  cells  of  its  host  compete  for  nutrients  that 
are  essential  for  vital  enzyme  mechanisms  in  both. 
If  the  virus  prevents  the  host  cells  from  utilizing 
these  essential  nutrients,  and  appropriates  them  for 
its  own  purposes,  then  the  host  cells  will  suffer  and 
may  eventually  die.  Conversely,  if  the  vii-us  is 
starved  of  some  of  its  essential  nutrients,  it  cannot 
live.  Viruses  thrive  best  in  tissues  whose  metab- 
olism is  active  — as  in  the  developing  hen’s  egg  — 
and  the  typical  picture  of  sevei-al  vinis  diseases  in 
animals  can  be  markedly  altered  by  a variety  of 
dietary  deficiencies.  Animals  on  diets  deficient  in 
members  of  the  vitamin-B  complex  often  show  a 
heightened  resistance  to  some  viruses,  such  as  that 
of  poliomyelitis,  so  that  if  they  do  become  infected 
the  disease  runs  a mild  course.  This  and  the  low 
incidence  of  poliomyelitis  among  poorly  nourished 
people  may  be  examples  of  “staiwing  out  the  virus.” 
With  bacterial  and  protozoal  infections  a deficiency 
in  vitamin-B  complex  generally  increases  suscepti- 
bility to  infection.  Lack  of  some  members  of  the  B 
complex  produces  leucopenia,  which  interferes  with 
phagocytosis.  Interesting  as  these  experimental 
observations  are,  we  must  not  assume  that  they 
have  an  immediate  application  to  human  problems. 
Nevertheless,  Howie  suggests  that  experiments  on 
mice  offer  the  best  hope  of  giving  shape  to  the 
present  vague  mass  of  infoi-mation.” 

Ed — The  Lancet  -London  : Saturday,  December  24,  1949. 


SCHIZOPHRENIA  ATTRIBUTED  TO  OVER- 
WHELMING FRUSTRATION 

The  view  that  schizophrenia,  one  of  the  major 
mental  illnesses,,  is  produced  by  overwhelmingly 
frustrating  situations  in  life  was  advanced  today 
by  Dr.  Richard  L.  Jenkins,  chief  of  the  research  sec- 
tion of  the  Veterans  Administration  Psychiatry  and 
Neurology  Division,  Washington,  D.C. 

Dr.  Jenkins  also  outlined  an  approach  to  more  ef- 
fective treatment  of  the  condition  which  fills  rough- 
ly a quarter  of  all  hospital  beds  in  the  nation. 

“There  is  widespread  evidence  that  the  schizo- 
phrenic person  is  one  who  has  passed  his  threshold 
of  tolerance  for  frustration  and  has  as  a result 
begun  to  react  in  nonadaptable  ways,”  Dr.  Jenkins 
said  in  a recent  issue  of  Archives  of  Neurology  and 
Psychiatry,  published  by  the  American  Medical  As- 
sociation. 

“Schizophrenic  patients  as  a group  have  experi- 
enced relatively  little  success  in  school,”  he  pointed 
out.  “Poor  performance  in  school  with  attendant 
frustration  is  only  one  piece  in  a broad  mosaic  of 
poor  performance  and  frustration  in  the  early  back- 
ground of  schizophrenic  patients.  We  see  one  ave- 
nue of  satisfaction  after  another  closed  by  personal 
sensitiveness,  crippling  experiences  and  memories. 
They  fail  to  achieve  satisfaction  either  in  their  more 
personal-familial  relations,  or  later  in  their  broader 
group,  school,  social  or  sexual  adjustment. 

“The  trait  of  seclusiveness,  the  'shut-in’  person- 
ality and  related  behavior  as  a precursor  of  schizo- 
phrenia has  been  widely  remarked. 

“Stereotyped  unadaptive  behavior,  resulting  from 
continued  D’ustration,  has  been  demonstrated  in  ani- 
mals and  is  demonstrably  reversible.  Schizophrenia 
is  not  a disease  with  a specific  organ  abnormality 
or  a specific  casual  agent.  It  is  a special  type  of 
maladaptation  commonly  showing  a tendency  to  be 
progressive. 

“With  this  hypothesis,  the  objective  of  therapy  is 
easily  defined.  It  is  to  reverse  the  maladaptive 
process.  It  is  to  relieve  frustration  and  simplify 
the  situation  to  a point  where  the  patient  can 
achieve  success  and  satisfaction  in  his  efforts  and 
replace  ‘frustration  behavior’  with  flexible  adapta- 
tion to  the  realities  of  his  environment. 

“The  first  step  is  to  seek  to  diminish  the  pa- 
tient’s frustration.  If  the  symptoms  have  developed 
under  conditions  of  unusual  and  relievable  external 
strain,  this  is  easily  done.  If  the  symptoms  have 
developed  insidiously  with  no  unusual  or  relievable 
external  strain,  this  may  be  extremely  difficult  to 
achieve.  A beginning  reestablishment  of  flexible 
adaptive  motivation  behavior  might  utilize  simple 
techniques  developed  in  learning  studies  with  ani- 
mals. 

“Fnistration  is  a universal  human  experience, 
and  everyone  must  handle  some  degree  of  fims- 
tration  in  his  daily  life.  A common  source  of  frus- 
tration is  a disproportion  between  aspiration  and 
achievement.  In  our  society  the  area  of  greatest 
human  fi-ustration  is  typically  that  of  intei'personal 
relationships. 

“It  is  of  interest  that  the  incidence  of  schizo- 
phrenia in  our  cities  follows  a diminishing  gradi- 
ent as  one  moves  away  from  the  center  of  the  city. 
The  relatively  chaotic  high  stress,  poverty-stricken 
slum  areas  of  our  cities  have  several  times  as  many 
hospitalized  schizophrenic  patients  for  their  popula- 
tion as  have  the  better  residential  areas.” 
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WHY  DIABETES  DETECTION* 

Clinical  experience  has  long  indicated  the 
presence  of  large  numbers  of  undetected  dia- 
betics among  our  population.  It  is  certainly 
not  uncommon  to  make  accidental  discoveries 
of  glycosuria  in  the  course  of  physical  ex- 
aminations for  industry  or  insurance,  or 
among  hospital  patients  admitted  for  disease 
states  unrelated  to  diabetes.  Recent  surveys 
have  added  statistical  support  to  these  im- 
pressions by  demonstrating  the  presence  of 
diabetes  in  1.7%  of  our  population,  about 
one-half  of  this  number  previously  unrecog- 
nized and  hence  untreated.  The  clinical 
reality  of  the  latter  fact  is  pointed  up  by 
Beaser  (New  Eng.  Jr.  of  Med.,  239:765, 
1948),  who,  in  a careful  survey  of  182  dia- 
betics, found  that  56%  of  these  had  shown 
glycosuria  on  one  or  more  occasions  2 to  11 
years  prior  to  the  definitive  diagnosis  of 
their  condition. 

Accepting  the  challenge  of  these  facts,  and 
seeking  out  the  early,  mild,  undiagnosed  dia- 
betic, what  can  we  hope  to  accomplish? 
Without  presuming  to  effect  a cure,  can  we 
still  expect  to  keep  him  in  the  mild  state 
indefinitely ; in  other  words,  to  prevent 
progession  in  severity  and  eventual  deteri- 
oration? May  we  dare  hope  also  to  prevent 
the  eventual  vascular  complications  with 
their  sequelae  of  organic  degenerations? 

The  answer  to  the  first  question  is  “yes.” 
Animal  experiments  have  proven  that  the 
advancing  pathology  can  be  stopped,  re- 
versed, and  even  eliminated,  up  to  a point; 
that  point  being  degranulation  and  degenera- 
tion of  the  islet  beta  cells.  The  active  irri- 

• This  editorial  was  prepared  by  Morris  Margolin.  Chairman 
of  the  Committee  on  Diabetes  of  the  Nebraska  State  Medical 
Association,  at  the  request  of  The  Journal. 


tant  which  leads  to  the  advancing  process  is 
hyperglycemia,  however  produced,  and  its 
demand  for  insulin  overworking  and  exhaust- 
ing the  beta  cells.  Dohan  and  Lukens  suc- 
ceeded in  producing  beta  cell  degeneration 
by  a simple  infusion  of  glucose  into  the  peri- 
toneal cavity  of  a cat.  The  clinical  corollary 
to  these  experimental  observations  is  con- 
tained in  the  study  by  Beaser,  who  found 
that  the  more  severe  diabetes,  as  measured 
by  the  amount  of  daily  insulin  requirement, 
occurred  in  the  cases  which  had  shown  gly- 
cosuria antedating  the  symptoms.  He  rea- 
sons that  the  hyperglycemia  responsible  for 
the  glycosuria  caused  the  progression  of  the 
severity. 

It  is  regretable  that  the  answer,  relative 
to  prevention  of  complications  cannot  be  un- 
equivocal. We  cannot  be  certain  that  these 
complications  proceed  altogether  from  the 
derangement  of  the  diabetic  state.  It  is  pos- 
sible that  a common  etiologic  factor  under- 
lies both  the  diabetic  state  and  the  arteri- 
osclerosis. Our  hope  is  in  the  steadily  ac- 
cumulating evidence  that  good  diabetic  con- 
trol can  delay  if  not  prevent  these  complica- 
tions. To  the  pessimistic  observations  that 
the  advent  of  complications  is  inevitable  and 
merely  a matter  of  time,  a number  of  clini- 
cians (Priscilla  White,  Robert  L.  Jackson, 
and  others)  have  advanced  proof  that  better 
diabetic  control  can  prolong  the  time  inter- 
val between  the  onset  of  the  disease  and  the 
appearance  of  complications,  and  that  cer- 
tain non-glucose  chemical  dearrangements 
antecedent  to  some  of  these  complications 
may  be  reversed  by  the  elimination  of  hyper- 
glycemia and  glycosuria.  These  conclusions 
are  based  upon  cases  of  diabetes  well  ad- 
vanced and  to  a large  extent  irreversible  be- 
fore coming  to  our  attention.  It  is  not  un- 
reasonable to  expect  that  early  diagnosis 
and  thorough  treatment  of  these  early  cases 
may  result  in  a brighter  outlook. 
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The  implications  are  clear.  Treatment  of 
the  well  established  cases  of  diabetes  can  at 
best  be  palliative,  even  though  such  pallia- 
tion extend  over  a long  period  of  time  and 
keep  the  patient  comfortable  and  in  compara- 
tively good  health.  If  we  are  to  prevent  pro- 
gression of  the  disease  and  development  of 
complications  we  must  seek  out  and  treat 
the  early,  asymptomatic  cases.  Herein  lies 
our  great  responsibility. 


MR.  DINGELL  IS  UNHAPPY 

Organized  medicine  last  month  attempted 
to  give  the  people  of  the  United  States, 
through  the  medium  of  paid  advertising,  its 
reactions  to  proposed  national  compulsory 
sickness  insurance.  The  decision  to  take 
Medicine’s  side  of  the  issue  directly  to  the 
American  public  through  open,  acceptable 
channels  was  based  on  long  study  by  respon- 
sible leadership,  endorsed  by  groups  at  all 
organizational  levels.  The  project  was  fi- 
nanced by  the  rank  and  file  of  physicians 
and  their  annual  dues,  supplemented  in  some 
instances  by  aid  from  lay  individuals  who 
believed  as  we  do  that  the  health  of  our  na- 
tion fares  better  under  the  present  system 
of  private  medical  care  than  it  would  under 
political  administration.  Advertising  space 
was  selected  on  the  basis  of  circulation  with- 
out regard  to  editorial  policy  of  the  publica- 
tion on  the  issues  involved.  The  sole  ob- 
jective was  to  reach  as  many  readers  as  pos- 
sible. This,  it  was  felt,  was  the  good,  Amer- 
ican way  of  transmitting  our  side  of  the 
debate. 

In  addition  to  our  eagnerness  to  maintain 
our  professional  freedom  we  are  concerned 
with  the  obligation  as  citizens  to  do  every- 
thing w'ithin  our  power  to  block  the  efforts 
of  a small  clique  in  Washington  who  would 
disrupt  our  system  of  free  enterprise,  a 
system  which  has  given  our  people  the  high- 
est standard  of  living  anywhere  on  earth. 
No  other  group  than  physicians  can  better 
appreciate  this  danger  to  our  nation.  Medi- 
cal socialization  in  modern  history  has 
proved  the  specter  of  beginning  mass  nation- 
alization in  every  country  foolish  enough  to 
embrace  it  regardless  of  the  appellation  the 
selfish  promoters  attach  to  it.  For  reasons 
which  are  obvious  these  political  schemes 
are  never  proposed  by  their  true  name  and 
by  the  time  their  real  nature  is  recognized 
it  is  too  late  to  reject  them.  Rather  they 
grow  by  their  own  malignant  power,  deriv- 
ing support  from  the  political  sources  re- 
sponsible for  their  origin.  Germany  and 


Great  Britain  are  examples  of  what  com- 
pulsory health  insurance  can  do  to  a country. 

That  is  what  we  want  the  American  peo- 
ple to  understand.  We  must  get  the  mes- 
sage over  to  them  at  all  cost  if  this  country 
is  to  avoid  the  tragic  results  of  the  Euro- 
pean systems.  Our  social  planners  today  are 
following  the  historical  patterns  of  Bismarck 
and  Ramsay  MacDonald.  We  see  the  dan- 
ger and  we  feel  we  have  the  constitutional 
right  and  the  moral  duty  to  express  our- 
selves by  whatever  means  we  consider 
proper. 

We  are  not  surprised  though  a bit  indig- 
nant at  the  smear  campaign  against  us  by 
Representative  John  D.  Dingell  of  Michigan. 
Mr.  Dingell,  it  is  well  known,  does  not  like 
the  American  Medical  Association  and  he  is 
apparently  very  much  annoyed  by  its  educa- 
tional campaign.  When  early  in  September 
the  Congressman  heard  that  organized  medi- 
cine was  planning  an  advertising  project  he 
rushed  before  his  colleagues  with  a vicious 
attack  on  the  “Medical  Lobby  $20,000,000 
Smear  Campaign.”  In  the  Congressional 
Record  we  read:  “They  (the  AMA)  want 

to  spend  $20,000,000  to  tell  the  people  ‘the 
moon  is  made  out  of  green  cheese’  and  that 
health  insurance  is  socialized  medicine  when 
it  is  nothing  of  the  sort  . . .”  The  campaign 
in  Mr.  Dingell’s  eyes  is  “unholy  and  un- 
American  ...  an  attack  on  President  Tru- 
man, on  the  Administration,  on  the  Demo- 
cratic party,  on  Democratic  candidates  and 
above  all,  primarily  an  attack  on  the  people 
themselves.” 

Actually  Mr.  Dingell  knows  that  the  AMA 
has  set  aside  $1,110,000  for  the  advertising 
project.  But  what’s  $19,000,000  when  it 
comes  to  befuddling  the  issue?  Mr.  Dingell 
being  a good  American  also  knows  that  ad- 
vertising is  an  old,  and  regular  American 
custom  of  bringing  facts  before  the  Ameri- 
can people.  Apparently  that  is  exactly  what 
the  honorable  Congressman  hates  to  see — 
true  facts  which  he  fears  the  American  peo- 
ple may  accept  in  lieu  of  fantastic  promises. 


An  A average  in  premedical  college  work  is  not 
required  for  admission  to  medical  schools  according 
to  Dr.  Donald  G.  Anderson  of  Chicago,  Secretary 
of  the  American  Medical  Association’s  Council  on 
Medical  Education  and  Hospitals. 

According  to  a recent  report  to  the  council,  10 
per  cent  of  students  admitted  to  medical  schools 
in  the  United  States  during  the  academic  year  1949- 
1950  had  no  better  than  a C-|-  scholastic  average  in 
premedical  college  work.  Many  others.  Dr.  Ander- 
son pointed  out,  had  B averages. 
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This  subject  is  so  large  that  we  must  limit 
it  to  the  discussion  of  three  points.  We  shall 
try  to  answer  the  questions: 

1.  Why  educate  the  diabetic  to  measure  his  diet 
— is  it  absolutely  necessary? 

2.  What  are  the  true  carbohydrate  values  of 
vegetables  and  fmits  ? 

3.  A discussion  of  a simple  method  of  teaching 
diabetics  to  measure  their  diets. 

Many  of  you  take  for  granted  that  the 
need  for  measuring  the  diet  of  the  diabetic 
is  the  starting  point  of  good  management. 
However,  there  are  a few  dissenters  who  be- 
lieve the  diabetic’s  diet  should  be  the  same 
as  that  of  a non-diabetic,  and  that  measure- 
ment of  the  food  is  not  necessary.  Even  in 
the  case  of  children,  there  are  pediatricians 
who  do  not  ask  the  parents  to  make  any  ef- 
fort to  measure  the  child’s  diet.  It  is  per- 
haps essential  that  we  review  in  our  minds 
the  reasons  for  insisting  that  a diabetic 
measure  his  food. 

Let  us  consider  the  question  in  the  light 
of  the  aims  of  treatment  in  diabetes.  What 
are  we  striving  to  do  for  our  diabetic  pa- 
tient ? There  are  three  aims  of  treatment  in 
diabetes : 

1.  To  maintain  the  nutrition  of  the  patient  to 
an  optimum  degree. 

2.  To  prevent  the  progression  of  the  disease  it- 
self. 

3.  To  prevent  complications. 

If  we  are  to  carry  out  these  aims,  it  is 
essential  that  the  patient  be  taught  to  care- 
fully measure  his  food. 

The  statement  has  been  made  by  some  nu- 
tritionists that  diabetic  diets  are  nutritional- 
ly inadequate.  This  is  not  so,  as  can  be 
shown  by  applying  the  rules  of  good  nutri- 
tion set  down  by  the  National  Research 
Council,  not  in  terms  of  the  nutrients  them- 
selves, but  in  terms  of  the  foods  which  sup- 
ply the  nutrients.  Every  person  should  fol- 
low this  simple  outline  for  the  daily  choice 
of  foods: 

A pint  of  milk  for  every  adult,  a quart  for  each 
child.  Minimum  of  three  eggs  a.  week;  better  one 
or  two  each  day.  A serving  of  three  or  four  ounces 
of  fresh  meat,  and  in  the  case  of  large  people,  two 
servings.  One  serving  of  a starchy  vegetable  such 
as  potatoes,  peas  or  beans,  two  servings  of  the  leafy 
or  the  colored  root  vegetables.  A seiwing  of  citms 
fruit  or  tomato  juice,  plus  one  other  fruit.  Enriched 
bread  is  always  preferred. 

♦Read  before  the  Omaha-Douglas  County  Medical  Society, 
Omaha,  April  25,  1950, 


I do  not  include  butter  and  margarine  because  so 
many  diabetics  are  overweight  that  these  are 
usually  limited.  In  the  case  of  the  overweight  in- 
dividual, Vitamin  A is  supplied  by  the  green  and 
yellow  vegetables  and  fruit,  and  Vitamin  D by 
irradiated  milk  or  Vitamin  D itself.  The  diabetic 
can  follow  these  simple  rules  for  good  nutrition  just 
as  well  as  anyone  else.  The  carbohydrate  value 
of  the  foods  needed  to  make  a diet  nutritionally 
excellent,  is  shown  in  Table  I. 

TABLE  I 

AVAILABLE  CARBOHYDRATE  REQUIREMENT  FOR 
ADEQUATE  NUTRITION 

Gms.  Tsps. 

Milk,  1 pint 24  6 

Potato,  150  gms. 24  6 

Spinach,  60  gms. 0 0 

Tomato,  100  gms, 3 1 

Carrots,  60  gms. 4 1 

Orange  Juice,  100  gms. 9 2 

Apple  Sauce,  100  gms. 12  3 

Bread,  3 slices,  75  gms 36  9 

112  28 

It  is  evident  that  there  is  a requirement  of  ap- 
proximately 120  grams  of  carbohydrate  if  a diet 
is  to  be  nutritionally  good.  Indeed,  adult  diabetic 
diets  should  never  be  reduced  below  this  level.  The 
amount  of  sugar  derived  from  protein  in  a nutrition- 
ally adequate  diet  will  be  % of  a gram  per  kilo  of 
weight,  since  we  prescribe  1 gram  of  protein  for 
each  kilo  of  ideal  weight.  Thus,  ranging  from  the 
50  kilo  requirement  of  a small  woman  to  the  100 
kilo  of  a large  man,  the  amount  of  sugar  derived 
from  protein  would  be  from  25  to  50  grams.  One 
can  readily  see  that  the  sugar  which  has  its  source 
from  protein  is  not  large  in  amount,  providing  the 
individual  follows  the  rule  of  a gram  of  protein 
for  the  kilo  of  ideal  weight  and  that  this  value  is 
not  exceeded. 

Since  the  physician  accepts  the  responsibility  of 
prescribing  the  diabetic’s  diet,  the  latter  should  be 
fortunate  because  his  dietary  habits  are  changed 
toward  the  better  from  a nutritional  point  of  view. 
In  fact,  the  occurrence  of  diabetes  in  an  individual 
should  mean  that  his  diet  is  better  nutritionally 
than  it  is  likely  to  be  otherwise.  Too  often  the 
physician  does  not  have  time  to  investigate  the  diets 
of  his  patients  and  to  correct  them  nutritionally 
when  they  are  inadequate. 

The  second  goal  is  to  prevent  the  disease  from 
progressing.  In  the  case  of  those  diseases  which 
are  incurable,  the  ideal  of  treatment  is  to  keep  the 
condition  from  getting  more  severe.  How  do  we 
determine  whether  diabetes  is  becoming  better  or 
worse  and  what  is  a mild  grade  of  diabetes  and 
what  characterizes  a severe  degree  of  the  disease  ? 
Everyone  agrees,  I think,  that  a diabetic  w’ho  re- 
quires no  insulin  has  the  disease  in  a mild  form 
and  those  who  require  more  than  60  units  of  insulin 
have  the  disease  in  quite  a severe  form.  In  other 
words,  the  amount  of  insulin  required  is  an  ac- 
cepted index  of  the  severity  of  the  disease.  Modern 
concepts  of  hormonal  antagonists  make  it  very 
likely  that  a diabetic  can  produce  considerable  in- 
sulin— even  a normal  amount.  Nevertheless,  even 
in  such  a situation,  the  amount  of  insulin  needed 
to  control  the  disease  is  an  index  of  the  severity, 
at  least  from  the  clinical  point  of  view.  The  ques- 
tion is,  therefore:  Does  good  dietary  control  pre- 
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vent  an  ever  increasing  requirement  of  insulin  ? 
Will  the  diabetic  who  requires  no  insulin  at  the  on- 
set of  his  disease  remain  a mild  diabetic  after 
20  years  ? One  cannot  answer  this  question  without 
posing  another,  namely,  is  the  progress  of  diabetes 
dependent  on  whether  or  not  the  urine  is  kept  free 
of  sugar?  Here  we  are  getting  into  a very  contro- 
versial subject  because  it  is  very  difficult  to  collect 
convincing  evidence  that  bears  on  it. 

The  study  of  our  own  diabetics  has  shown  that 
those  who  have  been  scrupulous  in  measuring  their 
diets,  and  in  keeping  sugar  free,  are  apt  to  take  no 
insulin  or  a small  dose  after  20  or  more  years  of 
treatment,  while  those  who  have  been  careless  in 
not  only  measuring  their  diet,  but  in  keeping  the 
urine  sugar  free,  have  in  many  instances  re- 
quired larger  and  larger  doses  of  insulin.  The  con- 
trast between  these  two  groups  is  so  striking  that 
we  do  not  hesitate  to  state  that  the  measurement 
of  the  diet  and  maintaining  a sugar  free  urine  will 
prevent  the  downward  progress  of  diabetes.  It  is 
true  that  there  will  be  exceptions  to  this  rule,  but 
it  holds  true  for  a group  as  a whole. 


TABLE  II 

10  YEAR  DIABETES 

NO  INSULUIN  REQUIRED  AT  THE  BEGINNING 
OF  TREATMENT  (42  CASES) 

Daily  Amount  of  Insulin  in  Units  at  the 


End  of  'treatment 

Good  control 
of  diabetes 

None 

10-20 

20-40 

40-60 

Above  60 

31  cases  

Poor  control 
of  diabetes 

- 8 
(25%) 

11 

(35%) 

6 

(19%) 

6 

(19%) 

0 

11  cas^ 

. 1 

4 

3 

1 

2 

(9%) 

(36%) 

TABLE 

(27%) 

III 

(9%) 

(18%) 

DIABETES  FOLLOWED  TEN  YEARS  OR  MORE 
(112  CASES) 

Increase  No  Change  Decrease 

in  Insulin  in  Insulin  in  Insulin 

Dosage  Dosage  Dosage 


Good  Control.  65  Cases : 

No.  of  Cases 24  11 

Average  increase  or 

decrease  in  dosage 25  units 

Poor  Control,  47  Cases : 

No.  of  Cases 41  0 

Average  increase  or 
decrease  in  dosage 35  units 


10 

9 units 
6 

11  units 


Even  those  physicians  who  do  not  believe 
it  necessary  to  keep  the  urine  free  of  sugar, 
admit  that  the  glycosuria  must  be  held  with- 
in bounds.  To  do  this,  they  administer  pro- 
tamine insulin.  But,  even  to  keep  the  gly- 
cosuria within  bounds,  the  diet  must  be 
quantitatively  measured. 


The  prevention  of  complications  is  the 
third  aim  of  treatment.  No  one  doubts  the 
saying  that  diabetics  die  with  diabetes,  but 
not  because  of  it.  In  the  course  of  a lifetime 
with  diabetes,  anything  can  happen,  but 
three  groups  of  the  most  important  compli- 
cations can  be  briefly  considered:  First,  in- 

fections as  they  occur  in  diabetes.  Second, 
the  need  for  surgical  operations.  Third,  the 
development  of  arteriosclerosis. 

In  the  course  of  our  lives,  we  all  have  in- 
fections of  one  kind  or  another.  Can  we 
state  that  if  the  diabetes  is  controlled,  the 
patient  will  have  fewer  of  them  than  will  be 


the  case  if  glycosuria  is  uncontrolled?  The 
answer,  is  that  in  some  types  of  infections,, 
this  statement  is  true  and  in  others,  it  is 
questionable.  For  instance,  one  of  the  com- 
mon infections  occurring  in  the  diabetic  is 
that  involving  the  urinary  tract.  Here  there 
is  no  question  that  glycosuria  promotes  the 
occurrence  of  infections,  and  quite  often, 
they  are  severe  and  lead  to  chronic  pyelone- 
phritis. If  one  correlates  the  occurrence  of 
infections  with  the  control  of  the  diabetes, 
one  will  discover  that  those  having  constant 
glycosuria  have  the  greater  number  of  uri- 
nary infections.  In  the  case  of  respiratory 
infections,  there  is  a good  deal  of  doubt 
whether  a correlation  exists  between  the  de- 
gree of  diabetic  control  and  the  frequency  of 
infection.  In  the  case  of  the  skin,  again 
there  is  correlation,  for  carbuncles  are  more 
common  in  those  having  uncontrolled  gly- 
cosuria. 

Experimentally,  diabetic  animals  nutri- 
tionally in  poor  condition,  are  more  prone  to 
infections,  but  there  is  not  a great  deal  of 
difference,  unless  as  a result  of  the  diabetes, 
the  animals  are  in  poor  condition. 

Another  complication  that  is  very  apt  to 
occur  during  the  lives  of  anyone  of  us,  is 
the  need  for  a surgical  operation.  Most  sur- 
geons greatly  prefer  the  control  of  the  dia- 
betic state  before  the  patient  is  operated  up- 
on. To  those  who  believe  that  control  of  gly- 
cosuria is  unnecessary,  this  almost  universal 
requirement  of  the  surgeon  is  of  small  com- 
fort indeed. 

Arteriosclerosis  does  develop  at  an  earlier 
age,  and  to  a greater  degree  in  diabetics  than 
in  non-diabetics.  It  is  the  cause  for  the  low- 
ered life  expectancy  in  the  diabetic.  The 
question  whether  control  of  the  blood  sugar 
and  prevention  of  glycosuria  has  any  effect 
in  the  prevention  of  arteriosclerosis  is  prob- 
lematical and  controversial.  Dolger^^)  feels 
that  control  of  diabetes  has  no  effect  on  the 
development  of  arteriosclerosis  in  juvenile 
diabetics.  Ninety  percent  of  them  will  de- 
velop arteriosclerosis  in  20  years  regardless 
of  whether  or  not  they  have  been  sugar  free. 
Priscilla  White^^)  finds  the  occurrence  of  ar- 
teriosclerosis in  the  juvenile  diabetic  to  be 
just  as  frequent  as  does  Dolger,  but  points 
out  that  there  is  a correlation  between  the 
number  of  attacks  of  acidosis  that  the  child 
has  had  and  the  severity  of  the  arterioscle- 
rosis as  it  develops  later  on.  Also,  she  feels 
that  there  is  a definite  relationship  between 
nutrition  and  arteriosclerosis  and  finds  that 
those  children  who  were  stunted  in  growth. 
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were  most  apt  to  show  advanced  arterioscle- 
rosis. Jackson(3),  of  the  University  of  Iowa, 
whose  experiment  has  not  progressed  over  as 
many  years  as  has  those  of  Dolger  and 
White,  feels  that  his  group  of  juvenile  dia- 
betics will  probably  show  less  arteriosclerosis 
than  has  appeared  in  the  series  of  the  East- 
ern investigators.  Jackson  believes  in  the 
meticulous  control  of  the  blood  sugar  and 
maintenance  of  sugar  free  state  at  all  times. 
Time  will  tell,  and  until  the  relationship  of 
control  of  diabetes  to  arteriosclerosis  has 
been  made  clear,  many  of  us  will  feel  that 
the  best  policy  is  to  keep  the  patient  sugar 
free,  and  see  to  it  that  juvenile  diabetics 
are  nutritionally  normal. 

This  brief  discussion  of  the  relationship 
of  the  aims  of  treatment  to  control  of  the 
disease,  emphasizes  the  essential  place  of  the 
quanititative  dietary  measurements  in  the 
treatment  of  diabetes.  If  the  nutrition  of 
the  diabetic  is  to  be  kept  adequate,  if  we  are 
to  take  seriously  the  control  of  the  disease 
and  prevent  its  progress  downward,  we  must 
teach  all  our  diabetic  patients  to  measure 
their  diets.  Some  of  the  important  compli- 
cations of  diabetes  such  as  the  incidence  of 
infection,  are  less  frequent  when  the  urine  is 
kept  sugar  free.  Few  surgeons  want  to  op- 
erate a diabetic  with  uncontrolled  glycosuria, 
and  there  is  some  evidence,  admittedly,  not 
too  convincing,  that  the  controlled  diabetic 
develops  arteriosclerosis  at  a later  date  than 
the  uncontrolled  one.  Thus,  from  the  stand- 
point of  giving  the  diabetic  the  best  care 
possible,  the  physician  cannot  fail  to  teach 
him  the  measurement  of  his  food. 

AVAILABLE  CARBOHYDRATE  AS  THE  TRUE 
VALUE  FOR  CACULATING  DIABETIC  DIETS 

Everyone  seeks  to  vary  his  diet.  Rarely  do 
we  find  people  who  can  subsist  on  the  same 
foods  day  after  day.  The  diabetic  must 
know  the  carbohydrate  value  of  foods  so 
that  he  may  vary  his  diet  and  yet  consume 
the  same  amount  of  carbohydrate  from  day 
to  day.  In  fact,  the  problem  is  still  more 
difficult  for  the  carbohydrate  value  of  the 
meals  must  be  whatever  the  physician  has 
planned.  Often  it  is  important  to  divide  the 
total  daily  carbohydrate  between  the  meals 
so  that  each  meal  has  a consistent  propor- 
tion of  the  total.  For  these  reasons,  the  car- 
bohydrate values  of  fruits  and  vegetables,  in 
particular,  are  of  importance  if  one  is  to  sub- 
stitute one  vegetable  for  the  other  and  one 
fruit  for  the  other  from  day  to  day.  Not 
only  that,  one  is  going  to  substitute  ice 


cream  for  bread  and  bread  for  cereal  and 
cereal  for  potatoes.  It  is,  therefore,  perti- 
nent to  inquire  into  the  accuracy  of  the  car- 
bohydrate values  of  foods  that  have  been  ac- 
cepted for  many  years. 

Atwater,  at  the  beginning  of  the  century, 
first  analyzed  American  foods.  Carbohy- 
drate he  determined  by  difference.  This 
means  that  he  determined  ,the  protein,  fat, 
moisture  and  ash,  and  the  total  of  these  was 
subtracted  from  100  to  give  the  value  of  car- 
bohydrate. The  term  used  to  represent  the 
carbohydrate,  determined  by  difference,  is 
called  “total  carbohydrate.”  The  total  car- 
bohydrate includes  starches,  sugars,  cellu- 
lose, hemi-cellulose,  organic  acids  and  any 
other  materials  not  determined  as  protein, 
fat  or  mineral.  Atwater  determined  the  ca- 
loric value  of  total  carbohydrate  and  his 
value  of  four  calories  to  the  gram  is  still  ac- 
cepted. In  the  past  50  years,  it  has  been  re- 
peatedly demonstrated  that  some  of  the  con- 
stituents of  total  carbohydrate,  namely,  cel- 
lulose and  the  hemicellulose,  are  not  digesti- 
ble. There  are  no  enzymes  in  the  mammalian 
gastrointestinal  tract  that  can  digest  these 
materials,  and  yet  during  their  passage 
through  the  gastrointestinal  tract,  not  only 
of  the  herbivorous  animals,  but  also  of  the 
carnivorous  ones,  these  materials  disappear. 
It  has  been  shown  that  micro-organisms 
which  inhabit  the  lower  intestinal  tract  of 
man  and  the  rumen  of  herbivorous  animals, 
can  destroy  cellulose  and  hemicellulose  to 
such  an  extent  that  only  a fraction  of  the 
amount  of  these  materials  ingested  are  elim- 
inated in  the  feces.  The  bacteria,  protozoa, 
yeast  and  fungi  cannot  break  down  the  indi- 
gestible carbohydrate  completely.  The 
end  products  are  the  volatile  fatty  acids, 
butyric  and  acetic,  and  the  gases,  hydrogen, 
methane  and  carbondioxide.  All  of  them  may 
be  partially  absorbed  and  used  by  the  host, 
but  considerable  amounts  are  eliminated  in 
the  feces.  Thus,  man  is  indebted  to  the  bac- 
terial flora  of  the  intestinal  tract  for  the 
breakdown  of  materials  which  his  own  enzy- 
matic digestion  cannot  attack.  What  be- 
comes of  the  degradation  products  of  undi- 
gestable  carbohydrates?  Are  they  metab- 
olized within  the  body  as  protein,  fat  or  car- 
bohydrate? There  is  good  evidence  brought 
out  by  chemists  using  radio  active  carbons 
and  heavy  water  that  acetic  and  butyric 
acids  are  oxidized  by  way  of  the  tricarboxylic 
acid  cycle.  This  term  refers  to  a system  of 
chemical  reactions  whereby  end  products 
from  protein,  fat  and  carbohydrate  metab- 


342 


EDUCATION  OF  THE  DIABETIC:  OLMSTED 


Nebr.  S.  M.  Jour. 
November,  1950 


olism  are  oxidized  by  a common  pathway. 
All  of  these  fractions  make  up  the  “metabolic 
pool.”  Now  to  return  to  the  question,  should 
cellulose  and  hemicellulose  be  classified  from 
the  physiological  viewpoint  as  carbohydrate  ? 
Starches  and  sugars  when  ingested  give  rise 
to  glycogen  — the  glycogen  of  liver  and 
muscles.  Acetic  and  butyric  acids  have  been 
traced  through  the  metabolic  pool  and  it  is 
certain  that  they  do  not  rise  to  a net  in- 
crease in  body  glycogen.  For  this  reason, 
we  may  say  that  cellulose  and  hemicellulose 
are  not  carbohydrate  in  the  sense  that  the 
starches  and  sugars  are.  McCance  proposed 
the  term  available  carbohydrate  to  refer  to 
starches  and  sugars  in  contradistinction  to 
the  term  total  carbohydrate  which  includes 
the  starches,  sugars,  cellulose  and  hemicel- 
lulose. In  the  calculation  of  diabetic  diets, 
it  is  necessary  to  know  the  available  carbo- 
hydrate of  foods  for  this  is  the  value  which 
represents  the  amount  of  glycogen  that  can 
be  produced.  This  value  is  interchangeable 
between  the  various  foods,  which  means  that 
if  food  A contains  10%  of  available  carbo- 
hydrate then  food  B containing  5%,  plus 
food  C,  which  contains  5%,  will  equal  food  A. 

The  present  values,  which  all  of  us  have 
been  using  for  fruits  and  vegetables,  are 
based  on  total  carbohydrate,  but  since  there 
was  recognition  of  the  fact  that  cellulose  and 
hemicelluose  were  doubtful  sources  for  gly- 
cogen, a compromise  has  been  made  by  sub- 
tracting the  fibre  value  from  the  total  carbo- 
hydrate and  calling  the  remainder  nitrogen 
free  extract.  This  term  would  represent  the 
glycogen  value  of  a food  provided  fibre  rep- 
resented the  total  indigestable  material,  that 
is,  all  of  the  cellulose  and  hemicellulose. 
However,  fibre,  a term  that  agriculture 
chemists  have  used  for  80  years,  unfortun- 
ately, does  not  represent  the  total  cellulose 
and  hemicellulose.  Fibre  is  that  amount  of 
material  that  remains  after  the  cellulose  and 
hemicellulose  have  been  digested  for  a stand- 
ard period  of  time,  first  in  boiling  dilute  acid 
followed  by  a digestion  in  boiling  dilute  al- 
kali. Fibre  represents  only  a variable  por- 
tion of  the  cellulose  and  hemicellulose  pres- 
ent in  any  specific  food.  For  these  reasons, 
we  have  been  using  for  many  years  values 
for  carbohydrates  that  from  the  physiologi- 
cal point  of  view  were  too  high ; particularly, 
is  this  true  for  the  vegetables,  fruits  and 
nuts. 

I have  been  interested  for  some  years  in 
the  determination  of  the  available  carbohy- 
drate of  fruits  and  vegetables.  The  data  at 


present  are  far  from  complete.  Our  govern- 
ment does  not  have  a laboratory  for  the 
analysis  of  human  foods  and,  therefore,  the 
data  collected  by  the  Bureau  of  Human  Nu- 
trition of  the  Department  of  Agriculture, 
must  be  picked  up  here  and  there  from  any 
analysis  that  is  made  by  investigators  for 
any  purpose.  Of  course,  these  analyses  are 
given  close  scrutiny  as  to  their  accuracy  and 
applicability  as  sources  of  food  values.  In 
the  past  few  years,  analyses  have  been  ac- 
cumulating of  the  starch  and  the  sugar  con- 
tent of  various  vegetables  and  fruits  and 
they  have  been  sufficient  in  number  to  war- 
rant the  assumption  that  they  represent  a 
value  which  can  be  tentative  for  available 
carbohydrate.  These  are  shown  in  Table  4. 


TABLE  IV 

COMPARISON  CHATFIELD  AND  ADAMS’  CLASSIFICATION 
(NFE)  AND  AVAILABLE  CARBOHYDRATES— 

RAW  FRUITS  AND  VEGETABLES 

Chatfield  Avail- 

and  able 

Adams  Carb. 

A I % % 

Apricots  12  10 

Asparagus  3 1 

Bananas  22*  19 

Beans,  Lima  22*  20 

Beans,  Snap  6 3 

Beans,  Backed  18  17 

Beets  1 9 8 

Blackberries  9 6 

Broccoli  3 1 

Brussel  Sprouts  9 3 

Cabbage  3 3 

Carrots  9 7 

Cauliflower  3 3 

Celery  3 1 

Cherries  18  12 

Com,  all  20*  19 

Egg  Plant  6 3 

Figs.  Dried  63*  55 

Grapefruit  9 7 

Kale  6 1 

Kohlrabi  6 2 

Lemons  9 3 

Lettuce  3 2 

Muskmelons  6 5 

Onions  9 7 

Oranges  12  9 

Parsnips  15  12 

Peaches  12  9 

Pears  15  9 

Peas  16*  11 

Pineapple  12  12 

Plums  12  10 

Potatoes  18  16 

Prunes.  Dried  70*  42 

Pumpkin  6 5 

Radishes  8 3 

Raspberries  12  7 

Rhubarb  3 1 

Rutabagas  9 7 

Spinach  3 1 

Squash.  Summer  3 1 

Squash.  Winter  6 5 

Strawberries  6 5 

Sweet  Potatoes  27*  25 

Tomatoes  3 3 

Turnips  6 5 

Watermelon  6 6 

* Nitrogen-free  extract  (total  carbohydrates  minus  fiber). 


THE  PRINCIPLES  INVOLVED  IN  TEACHING 
DIABETICS  TO  MEASURE  THEIR  DIETS 
AND  TO  ESTIMATE  ITS  SUGAR  VALUE 

In  the  past,  when  hospital  beds  were  not 
difficult  to  obtain,  it  was  the  custom  to  send 
the  diabetic  into  the  hospital  for  dietary  edu- 
cation. Now  there  are  few  hospitals  which 
can  spare  a bed  to  a diabetic  for  the  sole 
purpose  of  giving  him  dietary  education. 


Volume  35 
Number  11 


EDUCATION  OF  THE  DIABETIC:  OLMSTED 


343 


The  vast  number  of  diabetics  are  taught  in 
the  doctor’s  office,  preferably  by  the  physi- 
cian himself.  Emphasis  to  the  importance  of 
diet  is  added,  if  the  doctor  himself  takes  time 
to  educate  his  patient.  Perhaps  the  public 
has  not  as  yet  been  educated  to  the  dietitian 
as  his  source  of  dietary  information.  Prob- 
ably, only  a minority  of  diabetics  have  an 
opportunity  of  consulting  a dietitian.  For 
these  reasons,  the  first  principle  is  that  a 
system  of  education  must  be  so  simple  that 
a doctor  can  explain  it,  and  can  teach  it  to 
the  patient  in  his  office. 

The  second  requirement  of  a good  system 
of  education  is  that  it  must  be  easily  under- 
stood by  the  American  housewife.  In  the 
end,  whether  a diabetic  be  a child  or  an  adult, 
the  housewife  becomes  his  dietitian.  There 
is  universal  acceptance  of  the  woman  as  the 
cook  and  the  one  who  prepares  the  food  for 
the  family,  so  the  first  point  to  consider  is 
whether  a dietary  system  of  education  is 
well  adapted  to  the  American  housewife.  If 
one  will  open  anyone  of  the  hundreds  of  cook 
books  published  in  this  country,  one  will  find 
that  all  of  them  measure  the  ingredients  of  a 
recipe  by  cupfuls,  tablespoons  and  teaspoons. 
The  unit  of  measurement  is  the  cup  and  this 
is  divided  into  fourths  and  thirds.  It  is  un- 
necessary to  belabor  the  point  that  the 
housewife  is  trained  to  measure,  for  it  is 
universally  recognized  that  accurate  meas- 
urement of  ingredients  gets  the  best  results 
in  cooking.  Now  the  medical  profession  uses 
the  metric  system  with  good  reason,  but  to 
insist  that  the  diabetic’s  home  dietitian  use 
it,  and  abandon  the  system  with  which  she 
is  already  familiar,  does  not  make  good 
sense.  If  then  we  adapt  the  housewife’s  uni- 
versal method  of  measurement,  instead  of 
the  gram,  as  in  the  metric  system,  we  would 
speak  of  the  sugar  value  of  foods  in  terms  of 
teaspoonfuls.  Doctors  have  long  insisted  on 
diabetic  patients  and  their  practical  dieti- 
tians learning  the  metric  system,  but  our  ex- 
perience has  proven  this  to  be  foolish  and 
unwarranted. 

The  third  important  characteristic  of  a 
good  system  of  education  is  that  the  carbo- 
hydrate value  of  foods  be  taught,  not  on  the 
basis  of  per  cent  of  carbohydrate  they  con- 
tain, but  on  the  basis  of  the  amount  of  car- 
bohydrate in  an  average  helping.  At  pres- 
ent, foods  are  grouped  by  the  per  cent  of  car- 
bohydrate they  contain.  Thus,  there  are 
the  3 per  cent  vegetables,  the  10  per  cent 
fruits  and  vegetables,  the  15  per  cent,  etc. 
By  average  helping,  we  mean  the  amount  of 


the  food  that  a person  ordinarily  consumes; 
for  instance,  we  drink  a glass  of  milk,  a cup 
of  coffee.  We  eat  an  apple  or  an  orange,  a 
saucer  of  oatmeal  or  cream  of  wheat  or  a 
slice  of  bread.  The  vegetables  we  eat  by  the 
tablespoonful  and  fruits  are  almost  always 
consumed,  even  when  cooked,  as  wholes.  It 
is  unimportant  to  know  how  many  grams  of 
carbohydrate  there  are  in  100  grams  of 
apple,  but  rather  the  teaspoons  of  sugar  in 
an  average  apple. 

Whether  a patient  adheres  to  his  diet  may 
depend  on  whether  or  not  he  appreciates  the 
actual  amount  of  sugar  he  is  consuming.  If 
we  teach  him  to  estimate  the  carbohydrate 
value  of  his  diet  in  grams,  he  will  never 
visualize  the  amount  of  sugar,  but  when  we 
speak  of  the  number  of  teaspoonfuls  of 
sugar,  then  in  his  mind  there  springs  an  ac- 
tual picture  of  that  amount  of  sugar.  This 
mental  visualization  is  important  and  pa- 
tients are  more  apt  to  follow  their  diets  if 
they  can  visualize  the  actual  quantities  of 
sugar  they  contain. 

A fourth  characteristic  of  a good  system 
of  education  relates  to  how  well  the  indi- 
vidual can  estimate  the  sugar  value  of  the 
meal  quickly  and  easily  without  resource  to 
paper  and  pencil.  Suppose  we  have  a pa- 
tient on  a diet  of  150  grams  of  carbohy- 
drates. This  would  mean  that  he  would  have 
50  grams  of  carbohydrates  at  each  meal. 
Now  when  he  sat  down  to  a meal,  he  would 
have  to  count  up  each  gram  of  sugar  he 
would  eat  up  to  50.  On  the  other  hand,  if  we 
take  the  teaspoon  as  our  unit  of  measure, 
the  individual  only  has  to  count  up  to  12. 
Teaspoons  are  better  units  because  they  are 
larger.  The  education  of  the  diabetic  must 
be  such  that  he  can  estimate  the  sugar  value 
of  a meal  under  all  circumstances,  whether 
he  is  eating  at  a friend’s  home  or  has  to  eat 
at  some  unusual  place,  as  when  traveling 
away  from  home.  Hitherto,  substitution  of 
foods  belonging  to  the  same  percentage 
group  has  been  the  basis  of  obtaining  variety 
in  the  diet.  Under  this  system  of  education, 
a patient  does  not  think  of  the  actual  carbo- 
hydrate value  of  his  meal,  but  rather  in  the 
terms  of  substituting  one  food  for  another  if 
they  contain  the  same  percentage  of  carbo- 
hydrate. This  is  not  a good  principle  of  edu- 
cation. What  the  patient  should  do  is  always 
think  of  the  meal  in  terms  of  its  total  sugar 
value  and  then  add  up  the  sugar  values  of 
the  servings  to  make  the  number  of  tea- 
spoons of  sugar  allotted  to  the  meal. 
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The  physician  outlines  the  total  number  of 
teaspoons  of  sugar  to  be  eaten  at  each  meal. 
He  should  suggest  that  a certain  number  of 
these  teaspoonfuls  be  used  in  the  form  of 
fruits,  a certain  number  in  the  form  of  veget- 
ables and  the  number  of  teaspoons  assigned 
to  bread  or  milk.  These  suggestions,  of 
course,  are  based  on  the  importance  of  the 
foods  from  a nutritional  point  of  view,  but  it 
is  understood  by  the  patient  that  when  the 
foods  he  usually  eats  are  not  available,  that 
whatever  is  available  must  add  up  to  the 
number  of  teaspoons  of  sugar  assigned  to 
that  meal.  It  may  be  that  only  bread  and 
milk  are  available  or  a sandwich,  neverthe- 
less, he  must  eat  amounts  of  these  foods 
which  will  add  up  to  the  prescribed  number 
of  teaspoons  of  sugar. 

A sixth  point  is  that  protein  should 
amount  to  one  gi’am  per  kilo  of  ideal  weight. 
This  standard  is  universally  accepted.  Since 
the  weights  of  adults  vary  between  50  and 
100  kilos,  the  protein  for  diabetic  diets  will 
vary  from  50  to  100  grams.  To  teach  a pa- 
tient to  measure  protein,  he  is  taught  what  a 
serving  of  protein  foods  amount  to.  The  cup 
is  used  for  those  forms  of  protein  foods 
which  can  be  measured  by  it;  a serving 
amounts  to  V2  cup.  However,  in  the  case  of 
steaks,  roasts  and  chops,  one  teaches  him  by 
giving  the  dimensions  of  the  slices  in  inches. 
This  method  is  not  entirely  satisfactory,  but 
the  only  way  short  of  weighing.  One  should 
remember,  however,  that  protein  is  not  a 
great  source  of  sugar  as  has  already  been 
pointed  out. 

Finally,  in  teaching  the  diabetic,  it  is  of 
importance  to  emphasize  greatly  that  the 
purpose  of  fat  is  to  control  the  weight.  The 
diabetic  must  learn  that  he  can  control  his 
weight  by  controlling  the  amount  of  fat  he 
consumes.  The  fat  that  the  diabetic  eats 
comes  from  only  a few  sources.  First,  meat, 
then  butter,  cream  and  oils.  A serving  of 
fried  meat  or  potatoes  will  absorb  in  cooking 
from  one  to  three  teaspoons  of  fat.  The  dia- 
betic must  understand  the  difference  be- 
tween fat  and  lean  meats.  This  question  is 
open  to  the  criticism  that  all  meats  can  be 
fat  or  lean.  This,  in  a sense,  is  true,  but 
there  is  a decided  difference  between  ani- 
mals, parts  of  animals  and  the  age  of  ani- 
mals. The  hog  is  a very  fat  animal,  while 
fresh  water  fish  are  very  lean.  Parts  of  the 
beef  are  very  fat,  particularly  those  about 
the  ribs,  whereas  the  limb  muscles  are  lean. 
Poultry  and  wild  game  are  usually  lean. 
These  facts  the  diabetic  must  learn,  so  that 


he  must  choose  the  lean  meats  when  he 
wishes  to  reduce  his  weight. 

TABLE  v 

DISTRIBUTION  OF  FOODS  IN  DIABETIC  DIETS 


O 

CD 
— CO 

O O 

ous 
o , 

Total  tsp. 

sugar  30 

Distribution  of 
Tsp.  of  Sugar : 

Vegetables  _ 7 

Fruit  6 

Cereal  3 

Bread  9 

Milk  6 

Servings  of 

Lean  Meat 1 

Fat  Meat 0 

Eggs  no. 2 

Cream  oz. \ 

Butter  or 
Margarine, 
tsp.  0 

STEP  BY  STEP  APPLICATION  OF  PRINCIPLES 
IN  THE  EDUCATION  OF  THE  INDIVIDUAL 
DIABETIC 

Before  talking  to  the  patient  about  his  diet,  the 
physician  naturally  must  decide  on  the  number  of 
calories  and  grams  of  protein,  fat  and  carbohy- 
drate. It  is  not  our  intention  at  present  to  discuss 
the  distribution  of  fat  and  carbohydrate  in  diabetic 
diets,  but  to  make  clear  the  steps  in  the  process 
of  educating  the  patient.  Table  5,  is  a summary 
of  diets  in  terms  of  the  household  measurements. 
After  the  selection  of  one  of  these  diets,  the  mak- 
ing of  an  outline  for  the  patient  is  not  difficult. 
This  step  consists  of  distributing  the  various  items, 
eggs,  milk,  vegetables,  fruits,  meat,  butter  and  bread 
to  the  three  meals,  and  if  the  patient  desires,  to  a 
small  evening  feeding.  For  example.  Table  6 shows 
the  distribution  of  a 2,000  calorie  diet  into  three 
meals  and  an  evening  feeding. 

Turning  now  to  the  patient,  the  physician  shows 
him  a tablet  headed  “Teaspoons  of  Sugar.”  He 
explains  that  the  sugar  value  of  these  foods  is 
the  natural  sugar  contained  in  them,  and  that  the 
amounts  of  each  food  listed  would  give  the  amount 
of  sugar  stated  at  the  top  of  each  table.  Then  he 
tums  to  the  outline,  and  shows  the  patient  the  num- 
ber of  teaspoons  of  sugar  to  be  used  for  milk, 
vegetable,  fi-uit,  cereal  and  bread.  The  final  step 
consists  of  explaining  that  the  patient  is  to  keep  a 
detailed  daily  record  of  the  food  he  eats,  the  quan- 
tity and  its  value,  stated  in  teaspoons  of  sugar. 
He  is  told  that  his  food  diary  must  show  the  sugar 
value  of  each  item,  and  that  each  meal  should  be 
summarized.  He  is  told,  further,  that  this  daily 
record  will  be  brought  by  him  to  the  physician  at 
intervals,  for  the  latters  correction  and  approval. 

The  distinction  between  the  fat  and  the  lean 
meats  is  emphasized,  and  the  fact  is  stressed  that 
the  puiTJOse  of  dietary  fat  is  to  control  weight.  To 
gain  in  weight,  fat  is  eaten.  To  lose,  fat  is  elim- 
inated. The  quantity  of  meat  that  represents  a 
serving  is  shown  in  a table. f 

Finally,  it  must  be  emphasized  strongly  that  the 
keeping  of  notes  and  the  food  diary  is  of  extreme 

+ A pamphlet  prepared  for  the  patient  can  be  obtained  by 
writing  the  author. 
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importance,  and  that  the  only  way  to  learn  the 
values  of  helpings  of  foods,  is  to  use  the  tables 
constantly.  Therefore,  the  physician  insists  that 
the  patient  keep  his  record  for  a period  of  at  least 
a month,  and  often  for  two  to  three  months.  In 
our  experience,  nothing  compares  to  this  daily  re- 
cording of  the  food  eaten,  and  a knowledge  that 
the  physician  will  see  the  record,  is  an  added  stimu- 
lus for  conscientious  observance  of  the  diet. 

1.  We  have  summarized  the  most  im- 
portant reason  why  all  diabetics,  including 
those  who  have  the  disease  in  a very  mild 
form,  should  measure  their  food. 

2.  We  have  pointed  out  that  available 


carbohydrate  is  the  only  correct  value  for 
estimating  the  value  of  diabetic  diets. 

3.  A simple  method  of  measuring  food 
based  on  the  use  of  the  household  measuring 
cup  is  presented  which  can  be  used  by  the 
physician  in  his  office  and  is  understandable 
by  all  grades  of  intelligence. 
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The  Managrement  of  the  Rural  Diabetic 

O.  A.  KOSTAL,  M.D. 

Hastings,  Nebraska 


The  purpose  of  this  paper  is  to  emphasize 
the  need  for  an  increased  interest  in  diabetes 
among  the  members  of  the  medical  profes- 
sion, to  stress  the  value  of  early  detection 
and  to  discuss  a few  problems  in  the  manage- 
ment of  the  rural  diabetic.  No  attempt  will 
be  made  to  discuss  the  intermediary  carbo- 
hydrate metabolism,  the  pathogenesis  par- 
ticularly as  it  relates  to  the  pituitary  and 
the  adrenal  cortex  or  the  admittedly  import- 
ant problem  of  diabetic  coma.  Diet  values, 
tactful  psychotherapy  and  childhood  diabetes 
are  mentioned  only  to  stress  their  import-* 
ance. 

The  incidence  of  diabetes  in  the  over-all 
population  has  been  variously  estimated  at 
from  1:70  to  l:200d’2).  The  results  of  a 
survey  by  the  U.S.  Public  Health  Service  in 
Oxford,  Massachusetts  indicate  that  there 
are  at  least  one  million  undiagnosed  cases  of 
diabetes  in  the  United  States  and  Canada.  In 
the  present  population  it  is  estimated  that 
from  four  to  six  million  people  will  develop 
diabetes^^h  A review  of  the  statistics  given 
by  the  National  Association  of  Manufactur- 
ers and  from  the  publications  of  the  Public 
Health  Service  would  indicate  that  there  are 
approximately  eight  million  people  employed 
in  agriculture  in  this  country.  Of  this  num- 
ber, over  80%  are  males.  Add  to  this  num- 
ber, their  unemployed  dependents,  and  the 
rural  population  assumes  large  proportions 
with  a significant  number  of  diabetics  ap- 
proximately half  of  whom  are  undetected. 

The  early  discovery  and  systematic  treat- 
ment of  diabetes  mellitus  demands  the  at- 


tention of  all  practicing  physicians  as  pre- 
ventable and  costly  disabilities  often  result 
from  failure  to  discover  and  treat  diabetes  in 
its  early  stages.  Its  importance  was  shown 
in  the  Diabetes  Exhibit  at  the  Annual  Meet- 
ing of  the  American  Medical  Association  held 
in  Chicago  in  June,  1948  where  it  was  pointed 
out  that  the  mortality  rate  for  diabetes  if 
first  seen  when  a complication  occurred  was 
three  times  greater  than  for  diabetes  de- 
tected before  impairments  had  developed. 
Recently  it  has  been  shown  that  practically 
all  diabetics  of  25  years  duration  exhibit  one 
or  more  complications^^) ; retinopathy,  inter- 
capillary glomerulo-sclerosis,  occlusive  dis- 
ease of  arteries  of  the  legs,  coronary  sclero- 
sis, cerebral  vascular  changes,  or  diabetic 
neuropathies.  Diabetes  is  not  a disease  for 
specialists  alone.  Most  cases  are  first  seen 
by  the  general  practitioner,  but  are  frequent- 
ly discovered  in  any  branch  of  medicine.  As 
Joslin(5>  so  aptly  put  it,  “It  is  a disease,  par 
excellence,  for  interested  family  physicians 
to  treat  from  its  onset  to  its  end  throughout 
all  the  social,  as  well  as  physical,  vicissitudes 
of  patients’  lives.’’ 

In  addition  to  the  classical  symptoms  of 
polyuria,  polydipsia,  and  polyphagia,  diabetes 
must  be  considered  in  any  patient  who  com- 
plains of  excessive  fatigue  or  drowsiness, 
who  is  overweight,  who  has  gallbladder  dis- 
ease, genital  irritations,  cutaneous  infection, 
chronic  ulceration,  gangrene  or  delayed 
wound  healing.  The  presence  of  neuritis 
cataract,  retinopathy  or  other  evidence  of 
premature  vascular  sclerosis  demand  an  in- 
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vestigation  into  the  possibility  that  diabetes 
mellitus  is  present.  Of  course  a history  of 
diabetes  in  a blood  relative  or  a history  of 
glycosuria  at  any  time  requires  careful  peri- 
odic reappraisal  of  the  individual. 

The  diagnosis  of  diabetes,  once  made  by 
any  of  the  standard  methods,  will  seldom 
prove  to  be  wrong.  However  it  is  just  as  im- 
portant to  discover  and  to  evaluate  a renal 
glycosuric  or  a pentosuric.  Mellituria  which 
is  not  due  to  glucose  can  be  eliminated  easily 
by  the  fermentation  test  on  the  urine,  since 
only  glucose  is  fermented  by  yeast.  If  only 
one  urine  specimen  can  be  examined  it  should 
be  voided  one  to  two  hours  after  eating  a 
meal  high  in  carbohydrates.  The  finding  of 
melituria  in  any  degree  should  be  followed  by 
blood  sugar  examinations.  An  examination 
of  the  urine  for  sugar,  acetone,  and  diacetic 
acid  should  be  supplemented  with  a non-fast- 
ing blood  sugar  if  diabetes  is  suspected. 

For  routine  blood  sugar  testing,  a single 
specimen  taken  one  and  one-half  hours  after 
a high  carbohydrate  meal  or  after  taking 
100  grams  of  dextrose  orally  will  give  the 
most  useful  information.  Routine  glucose 
tolerance  tests  for  diagnosis  are  not  neces- 
sary but  are  valuable  in  deciding  doubtful 
cases.  Glassberg(®>  demonstrated  almost 
twenty  years  ago  that  sugar  is  not  always 
found  in  the  urine  at  a constant  blood  level 
but  may  appear  at  levels  from  100  mgm.  per 
cent  to  more  than  250  mgm.  per  cent.  Since 
aglycosuric  hyperglycemia  does  occur  one 
might  occasionally  overlook  diabetes  if  he 
relies  upon  urinanalysis  alone  for  diagnosis. 
The  well  managed  diabetic  follows  a life-long 
regimen  and  it  is  important  that  a diagnosis 
of  diabetes  be  not  made  unless  it  actually  ex- 
ists. On  the  other  hand,  because  of  the  im- 
portance of  adequate  early  control,  the  di- 
agnosis of  diabetes  should  be  established  in 
all  those  who  have  the  disease,  even  though 
they  have  no  glycosuria. 

Having  made  the  diagnosis  of  diabetes 
mellitus,  we  must  treat  the  patient  intelli- 
gently. The  avoidance  of  ketosis  and  coma  is 
of  prime  importance.  Careful  control  of  the 
child  diabetic  is  essential  for  normal  growth 
and  development  as  well  as  for  the  preven- 
tion of  complications  and  prolongation  of  life. 
The  prevention  or  delay  of  complications 
must  be  a constant  goal.  Early  arterios- 
clerosis, retinal  damage,  cataract,  and  neuro- 
pathies may  be  prevented  or  their  appear- 
ance delayed  for  years  beyond  their  usual 
occurrence  in  uncontrolled  or  poorly  con- 


trolled diabetes  ( 4. 7.  s,  9 > Arteriosclerosis  may 
manifest  itself  first  in  the  peripheral  ves- 
sels producing  obliterating  lesions  or  may 
appear  in  the  coronary  vessels,  the  cerebral 
vessels  or  affect  the  renal  vessels  producing 
nephritis^^’ 

Reassurance  and  explanation  of  the  dis- 
ease is  important  for  long-term  successful 
management.  The  majority  of  well-trained 
and  cooperative  diabetic  patients  find  it  pos- 
sible to  adjust  their  lives  to  the  demands  of 
their  disease  and  carry  on  essentially  normal 
physical  and  mental  activities.  Education  of 
the  patient  in  the  nature  of  the  disease  and 
the  importance  of  its  control  helps  to  enlist 
voluntary  cooperation  and  to  avoid  psycho- 
pathic introversion.  In  general,  treatment 
goals  are  the  maintenance  of  near  normal 
blood  sugar  levels,  the  avoidance  of  signifi- 
cant glycosuria,  and  maintenance  of  optimal 
weight.  These  are  accomplished  chiefly  by 
diet,  insulin,  exercise  and  weight  reduction 
of  the  obese. 

Categorically,  over  one  half  of  the  diabetic 
patients  are  controlled  by  dietary  restric- 
tions alone.  The  diet  should  be  suitably  pat- 
terned for  each  patient  and  for  many  dia- 
betics can  be  prescribed  without  a weighed, 
rigid  regimen.  An  estimated  diet  using 
simple  household  measures  such  as  spoon- 
fuls, glasses,  and  description  of  the  size  of 
servings  is  usually  adequate.  The  caloric  in- 
^ take  will  depend  upon  age,  body  weight,  and 
degree  of  physical  activity  of  the  patient 
It  may  be  as  high  as  forty  calories  per  kilo- 
gram of  body  weight  in  the  lean  hard  work- 
ing individual  to  as  low  as  twenty  calories 
per  kilogram  of  body  weight  in  the  idle 
obese.  Leanness  in  all  human  beings  is  con- 
ducive to  longevity,  and  in  the  diabetic  it 
offers  the  possibility  of  amelioration  of  his 
disease.  The  present  trend  is  to  keep  the 
diabetic  diet  near  normal  for  carbohydrate 
and  protein  amounts.  Some  fat  restriction 
in  the  obese  where  lower  caloric  diets  are 
indicated  is  usually  observed. 

Present  experience  is  that  from  30%  to 
50%  of  all  diabetics  require  insulin^'^’ 

No  attempt  is  made  to  enter  into  the  argu- 
ment for  and  against  the  use  of  various 
types  of  insulin.  Several  are  available  and 
no  one  preparation  is  the  answer  in  all  cases. 
A controversy  continues  regarding  the  use 
and  comparative  efficiency  of  various  mix- 
tures of  protomine  zinc  and  regular  insulin 
and  globin  insulin  or  N P H Iletin  used  alone 
or  in  conjunction  with  unmodified  insulin. 
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The  use  of  protomine  zinc  insulin  only  for 
those  patients  who  require  30  units  or  less 
of  insulin  a day  is  generaly  satisfactory  al- 
though some  prefer  to  use  it  alone  only  for 
those  patients  who  require  20  units  or  less 
per  day.  With  the  use  of  protomine  zinc 
insulin  alone  it  will  sometimes  be  difficult  to 
achieve  a sugar-free  urine  during  the  late 
morning  hours  without  a nocturnal  insulin 
reaction.  A glass  of  milk  and  a couple  of 
crackers  at  bedtime  will  usually  suffice  to 
offset  its  occurrence.  In  patients  who  re- 
quire more  than  30  units  daily,  a combination 
of  regular  and  protamine  zinc  insulin  often 
gives  best  results^^''’- The  mixture  is  a 
very  flexible  insulin,  since  the  relative 
amounts  of  quick  acting  and  slow  acting  in- 
sulins can  be  adjusted  for  each  individual  as 
required.  This  method  was  first  proposed 
by  Lawrence  and  Archer  in  1937  and  the  re- 
sults of  treatment  by  this  method  have  been 
gratifying.  It  does  however  present  definite 
clinical  problems  because  pre-mixed  insulins 
are  unstable,  and  because  the  most  advocated 
method  is  mixture  in  the  syringe  by  the  pa- 
tient just  before  use.  Many  patients  find  it 
difficult  to  learn  a satisfactory  technique 
which  has  led  many  physicians  to  advise 
the  use  of  protamine  zinc  insulin  alone  in 
the  more  severe  diabetics  despite  objections 
to  it.  There  is  an  overlapping  of  the  prota- 
mine zinc  insulin  effect  from  day  to  day 
which  makes  a daily  dosage  adjustment  un- 
wise since  it  takes  about  three  days  to  ob- 
serve the  consummate  effect  of  each  change 
in  dosage. 

Globin  insulin  acts  similarly  to  a 2:1  mix- 
ture of  regular  and  protamine  zinc  insulins, 
but  completes  its  action  in  less  than  24  hours. 
It  probably  offers  no  advantages  which  can- 
not be  duplicated  with  a mixture  of  regular 
and  protamine  zinc  insulins.  Colwelbi®>  pre- 
dicted that  a preparation  of  insulin  having 
an  intermediate  activity  in  time  will  replace 
both  protamine  zinc  and  insulin  mixtures. 
Preliminary  reports ^ is)  indicate  that  a 
preparation  of  specially  modified  insulin,  des- 
ignated by  its  manufacturers  as  N P H Iletin, 
may  fulfill  that  need.  It  has  a clinical  ac- 
tion approximately  the  same  as  a 2:1  mix- 
ture of  unmodified  insulin  and  protamine 
zinc  insulin,  the  duration  of  action  being  ap- 
proximately 28  to  30  hours.  This  neutral 
crystalline  protamine  zinc  insulin  is  stable 
and  regular  insulin  can  be  added  when  re- 
quired without  comparable  loss  of  its  quick 
action. 

About  25  per  cent  of  diabetics  are  charac- 


terized as  having  severe  diabetes  and  their 
management  is  usually  quite  satisfactory  if 
the  therapeutic  approach  is  neither  too  lib- 
eral nor  too  fastidious.  Within  this  group 
there  exists  a relatively  rare  patient  who  is 
an  extremely  severe  labile  or  so-called 
“brittle”  diabetic<^®>.  The  incidence  of  true 
“brittle”  diabetic  patients  was  estimated  by 
Margolin < 20)  to  be  about  2 per  cent.  With 
few  exceptions,  they  are  persons  with  long 
standing  diabetes  mellitus  and  are  frequent- 
ly of  the  younger  age  group.  It  is  well 
known  that  periodic  marked  glycosuria  is 
accompanied  by  protein  destruction.  This 
can  and  should  be  checked  by  insulin  admin- 
istration effective  throughout  the  24  hours. 
In  order  to  maintain  the  blood  sugar  at  a 
reasonably  constant  normal  level,  the  major- 
ity of  the  true  “brittle”  diabetics  are  prob- 
ably best  treated  with  regular  insulin  alone, 
despite  the  inconvenience  of  multiple  injec- 
tions. 

Whereas  the  greatest  weapon  one  has 
against  the  ravages  of  diabetes  is  insulin, 
nevertheless  the  physician  must  keep  in  mind 
that  all  degrees  of  cerebral  damage  may  be 
inflicted  from  hypoglycemic  reactions.  This 
is  especially  true  of  the  aged  group  in  which 
the  vascular  system  is  more  vulnerable. 
However  it  is  well  to  realize  that  probably  75 
per  cent  of  the  diabetics  do  not  require  more 
than  20  units  of  insulin  per  day  and  in  this 
large  group  the  question  of  insulin  reactions 
becomes  almost  an  academic  one.  Radical 
changes  in  diet  or  insulin  should  be  avoided 
and  glycogen  reserves  in  the  heart  muscle 
should  be  guarded  as  the  heart  and  kidneys 
are  vulnerable  and  prone  to  damage  from 
hypoglycemic  reactions,  nor  can  the  struc- 
tures of  the  eye  and  nervous  system  resist 
rapid  chemical  changes.  To  avoid  these  is 
chiefly  the  physician’s  responsibility  lest  the 
treatment  become  worse  than  the  disease. 
Excessive  exercise  following  insulin  and  a 
meal  often  substitutes  for  increased  amounts 
of  insulin  and  tends  to  produce  hypogly- 
cemia; it  is  therefore  wise  for  the  diabetic 
to  engage  in  about  the  same  amount  of 
physical  activity  each  day. 

The  older  diabetics  are  becoming  constant- 
ly more  numerous  and  need  special  attention. 
As  their  number  increases  so  the  number  of 
people  above  60  years  of  age  with  one  leg 
or  none  will  increase  and  the  ranks  of  the 
blind  will  include  a greater  number  of  dia- 
betics. Their  problem  is  the  special  business 
of  their  family  physician,  since  they  are  sus- 
ceptible to  all  the  diseases  of  their  period, 
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plus  the  hazards  of  diabetes  mellitus.  Death 
in  this  group  should  occur  as  a result  of  ills 
common  to  the  rest  of  humanity.  Permit- 
ting the  older  patients  to  have  an  elevated 
blood  sugar  so  that  they  will  feel  better  must 
be  severely  condemned.  The  aged  diabetic 
may  be  difficult  as  a patient,  but  if  success- 
fully treated  he  is  always  a loyal  and  grate- 
ful friend. 

Evaluation  of  a diabetic  and  establishment 
of  treatment  are  best  carried  out  during  a 
period  of  hospital  observation.  It  provides 
facilities  for  frequent  and  accurate  laboratory 
tests,  and  dependable  control  of  the  diet,  as 
well  as  keeping  the  patient  available  for 
necessary  education  at  the  doctor’s  conveni- 
ence. Certain  diabetics  require  hospitaliza- 
tion while  their  metabolism  is  being  brought 
under  control.  For  various  reasons  which 
will  not  be  enumerated  here,  most  child  dia- 
betics fall  into  that  group.  Patients  with  se- 
vere infections  necessitating  an  increase  in 
insulin  requirement  to  an  unpredictable  de- 
gree should  be  hospitalized  because  of  the 
possible  development  of  ketosis  and  coma. 
Acidosis  presents  the  most  dramatic  and 
dangerous  of  all  the  complications  of  dia- 
betes mellitus  and  all  patients  in  coma  should 
be  hospitalized.  Coma  requires  the  full  re- 
sources of  the  hospital  and  these  should  be 
available  for  immediate  use.  In  injuries  to 
the  distal  extremities  where  there  is  pos- 
sibility of  infection  or  gangrene,  careful  con- 
trol of  diabetes  is  essential  and  can  only  be 
done  idealistically  in  a hospital.  In  all  acci- 
dent cases,  the  ideal  management  of  diabetes 
is  complete  control.  In  known  severe  dia- 
betes, in  all  but  the  most  minor  accidents, 
hospitalization  is  warranted,  in  view  of  the 
many  unforeseen  possibilities. 

The  treatment  of  diabetic  acidosis  as  well 
as  the  effect  of  diabetic  acidosis  on  potas- 
sium and  phosphorus  levels  has  been  recent- 
ly covered  thoroughly  by  Leuth  and  John- 
sonf2i)_  They  also  stressed  the  importance 
of  closely  supervised  control  of  the  diabetic 
before,  during  and  after  surgery.  Several 
factors  combine  to  produce  the  reduction  in 
serum  potassium.  Loss  of  potassium  by 
diuresis,  loss  as  a result  of  the  effect  of  in- 
sulin and  reduction  of  serum  concentrations 
due  to  dilution  by  parenteral  fluids  with  no 
outside  source  of  potassium.  Low  serum  po- 
tassium levels  result  in  paralysis  of  certain 
muscle  groups  and  death  in  a state  of  col- 
lapse may  occur.  Should  symptoms  of  po- 
tassium deficiency  arise,  the  administration 
of  0.6  grams  of  potassium  chloride  by  mouth 


every  half  hour  until  3.6  grams  have  been 
given  usually  produces  a marked  improve- 
ment in  subjective  symptoms  and  the  respir- 
ations return  to  normal  within  two  hours. 

There  are  a few  special  considerations  to 
be  stressed  in  the  management  of  the  dia- 
betic farmer.  Hard  physical  labor  is  not  in- 
jurious if  maintained  at  a daily  constant, 
and  may  even  assist  in  control  of  the  disease. 
He  should  arrange  his  daily  schedule  to  per- 
mit regularity  of  work,  rest  and  diet.  Extra 
precautions  must  be  taken  to  minimize  the 
risk  of  infections  or  injuries.  With  the  use 
of  antibiotics  and  chemotherapy  however 
the  seriousness  of  infections  has  been  great- 
ly diminished.  The  skin  of  the  feet  becomes 
relatively  insensitive  and  extremes  of  tem- 
perature may  not  be  recognized  when  cir- 
culation is  impaired  necessitating  great  care 
during  the  winter  months  to  avoid  freezing. 
Importance  of  good  care  of  the  feet  should 
be  constantly  stressed,  and  with  the  farmer 
it  is  particularly  difficult  to  maintain  good 
foot  hygiene.  Certain  hazardous  tasks  re- 
quiring the  farmer  to  manipulate  complicat- 
ed machinery,  work  at  heights  or  drive  at 
fast  speeds,  should  be  avoided  when  the  pos- 
sibility of  hypoglycemia  decreases  the  re- 
action time.  The  guiding  principle  here  as 
in  all  diabetics  on  insulin  therapy  should  be 
to  avoid  a situation  in  wdiich  as  a result  of 
an  insulin  reaction,  he  would  endanger  his 
own  life  and  the  lives  of  others. 

Since  diabetes  is  not  a disease  of  Unitarian 
etiology  or  of  predictable  development,  the 
diabetic  state  of  any  patient  may  change 
from  year  to  year.  No  single  system  of  dia- 
betic control  meets  all  situations  at  all  times 
and  a treatment  routine  which  is  adequate 
at  one  time  may  be  distinctly  harmful  at  an- 
other. The  physician  who  assumes  the  re- 
sponsibility for  treating  a diabetic  patient 
needs  to  know  a few  simple  rules.  There  is 
no  mystery  about  diabetic  management.  Of 
much  help  is  a simple  printed  program, 
easily  understood  by  both  the  doctor  and  the 
patient.  Insulin  is  a potent  drug ; its  institu- 
tion should  be  slow,  and  changes  made  grad- 
ually. The  presence  of  acidosis  is  a definite 
danger  signal,  requiring  vigorous  treatment 
for  at  least  a brief  period  of  time.  In  every 
case  careful  attention  should  be  directed  to 
the  quality  of  the  peripheral  circulation  and 
to  the  patient’s  general  condition.  The  fre- 
quency with  which  a diabetic  patient  should 
be  seen  by  his  physician  varies  widely  and 
depends  entirely  upon  circumstances.  The 
main  point  is  that  the  responsibility  rests 
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entirely  upon  the  physician  himself.  All  the 
armamentarium  that  the  doctor  has  at  his 
command  in  treating  the  diabetic  are  of  little 
avail  unless  the  personality  of  the  doctor 
enters  into  each  case  to  see  that  the  treat- 
ment is  followed.  It  is  the  duty  of  the  physi- 
cian to  help  the  diabetic  live  longer  and  more 
healthfully. 
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Treatment  of  Diabetic  Coma 

FLOYD  ROGERS,  M.D. 

Lincoln,  Nebraska 


Diabetic  coma  has  become  an  infrequent 
cause  of  death.  This  is  largely  due  to  pre- 
vention of  this  emergency.  Our  diabetics 
will  profit  more  from  efforts  to  prevent  coma 
than  from  efforts  to  cure  coma.  In  my  ex- 
perience coma  has  not  been  prevented  in 
three  general  groups.  First,  the  adolescent 
group  of  diabetics  lacking  normal  mental  ad- 
justment. This  maladjustment  is  often 
abetted  by  a family  that  tries  too  hard  and  a 
physician  who  understands  too  little.  When 
these  diabetics  reach  the  development  of  the 
crowing  cockerel  they,  too,  want  to  try 
new  things  which  often  conflict  with  dia- 
betic treatment.  As  a result  they  rebel  and 
coma  follows.  A better  understanding  of  the 
adolescent  and  sympathy  with  the  particular 
burden  which  diabetes  places  on  this  age 
group  will  be  helpful. 

Second,  are  those  who  have  an  unknown, 
severe,  and  rapidly  progressive  diabetes.  If 
these  patients  or  their  families,  are  not 
aware  of  the  classical  symptoms  of  diabetes, 
these  symptoms  may  be  of  so  short  a dura- 
tion as  to  go  unrecognized  and  no  medical  at- 
tention sought  until  coma  has  developed.  In 
this  group  lay  education  and  the  finding  oi 
the  unrecognized  diabetic  will  accomplish 
much. 

In  the  third  group  are  those  diabetics  who 
develop  an  acute  infection,  particularly  those 


associated  with  marked  fluid  loss  from  vom- 
iting or  diarrhea.  Too  often  these  patients 
think  that  when  they  do  not  eat  they  should 
not  take  insulin.  The  combination  of  infec- 
tion with  fever,  fluid  loss  and  insulin  restric- 
tion sets  up  a prime  foundation  for  coma. 
Diabetics  must  be  taught  that  infections  or 
fluid  loss  always  require  the  doctor’s  advise. 
The  young,  the  severe  and  the  difficult-to- 
control  diabetic  is  of  course  most  likely  to 
develop  coma.  There  are  many  other  less 
common  circumstances  under  which  coma 
develops.  All  diabetic  coma  could  be  pre- 
vented and  prevention  is  the  best  treatment. 

Diabetic  coma  should  be  considered  as  the 
last  link  in  a chain  of  events  that  reaches 
from  well-controlled  diabetes  to  death.  The 
first  link  is  uncontrolled  hyperglycemia  and 
glycosuria.  This  may  result  from  excess 
food  intake,  deficient  insulin  or  infection. 
Uncorrected,  the  hyperglycemia  and  glycos- 
uria becomes  progressively  more  marked.  The 
large  amounts  of  sugar  passing  through  the 
renal  tubules  prevent  reabsorption  of  water 
into  the  circulation.  The  resulting  diuresis 
soon  deplete  the  blood  volume.  If  allowed  to 
progress  this  fluid  loss  becomes  marked.  The 
circulating  fluid  draws  on  the  extracellular 
fluid  where  sodium  is  the  principal  cation. 
Later  extracellular  fluid  draws  from  the  in- 
tracellular fluid  where  potassium  is  the  prin- 
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cipal  cation.  The  fluid  loss  causes  thirst,  but 
large  water  intake  only  results  in  continuous 
diuresis.  Loss  of  weight  occurs,  the  whole 
body  becomes  dry,  the  skin  becomes  loose, 
the  mouth  dry,  and  the  eyeballs  soft.  Later, 
vomiting  and  dilation  of  the  stomach  may 
add  to  the  dehydration. 

With  the  loss  of  extracellular  and  intercel- 
lular fluid  there  occurs  a loss  of  the  principal 
extracellular  and  intracellular  cations  sodium 
and  potassium.  Metabolism  is  increased  and 
body  temperature  increased.  Catabolism  of 
fat  increases  resulting  in  an  excess  of  the 
acid  ketone  bodies.  These  are  in  part  elim- 
inated through  the  kidney,  but  in  this  am- 
monia is  lost.  Increased  acid  production  and 
base  loss  result  in  acidosis.  The  blood  loses 
its  power  to  combine  with  acid  carbon-diox- 
ide and  this  test  constitutes  an  important 
test  in  diabetic  coma.  The  ketone  bodies 
accumulate  to  such  an  extent  that  their 
fruity  odor  may  be  detected  in  the  breath. 
Acetone  and  diacetic  acid  depress  the  central 
nervous  system  and  are  important  factors  in 
th^  stupor.  Acidosis  stimulates  respirations 
which  serve  to  eliminate  some  carbon  diox- 
ide. This  deep  labored  respiration  is  a most 
characteristic  symptom  of  diabetic  coma. 
Upper  abdominal  pain  is  often  a marked 
symptom  of  diabetic  acidosis.  This  together 
with  a dehydration  leucocytosis  may  be  con- 
fusing. Don’t  operate  for  pain  in  the  abdo- 
men, leucocytosis  and  fever  until  the  urine 
has  been  examined. 

The  clinical  picture  of  diabetic  coma  is 
quite  unifoiTn.  The  patient  is  breathing 
rapidly,  deep  and  noisily.  The  skin  is  dry, 
loose  and  inelastic.  The  mouth  is  dry,  the 
tongue  and  lips  cracked  and  the  eyeballs 
soft.  The  breath  has  a sweet  fruity  odor. 
The  temperature  is  moderately  elevated.  The 
blood  pressure  low  and  the  pulse  rapid.  The 
white  cell  count  is  elevated,  the  blood  sugar 
high  and  the  carbon  dioxide  combining  pow- 
er low. 

The  several  links  are  always  arranged  to 
foiTn  the  chain.  Insulin  lack,  hyperglycemia, 
glycosuria,  dehydration,  electrolite  imbalance 
and  acidosis  are  always  present  with  coma 
as  the  last  stage.  A careful  history  will  al- 
most always  reveal  that  the  abnormalities 
leading  to  coma  are  of  many  hours  duration, 
and,  often,  many  days. 

The  earlier  one  can  interrupt  this  chain  of 
events  the  better.  Good  treatment  is  depend- 
ent on  an  understanding  of  the  abnormal 
process  and  to  what  extent  it  has  developed 


in  the  given  patient.  In  treatment  we  at- 
tempt to  correct  the  several  abnormalities. 
Insulin  is  always  needed,  fluid  must  be  re- 
placed, excess  acid  production  controlled,  and 
salts  replaced.  In  so  doing  we  must  not  cause 
marked  reduction  in  serium  potassium  which 
may  lead  to  respiratory  or  cardiac  paralysis. 
We  must  not  give  too  much  insulin,  fluid  or 
alkali.  We  should  know  as  much  as  possible 
about  the  abnormal  condition  which  we  are 
to  correct.  The  degree  of  glycosuria,  keto- 
nuira,  blood  sugar,  carbon-dioxide  combining 
power  and  if  possible,  the  serium  potassium 
should  be  determined  at  the  onset.  The  uri- 
nary sugar  and  the  blood  sugar  should  be 
followed  closely.  No  two  cases  are  exactly 
alike.  Cases  do  not  need  like  treatment. 
Principles,  rather  than  the  details  of  treat- 
ment can  be  laid  down. 

Insulin  is  always  needed  and  in  large 
amounts.  Insulin  will  bring  about  a normal 
metabolism  of  glucose  and  the  abnormal  me- 
tabolism of  fat  will  be  prevented.  Insulin 
may  be  given  subcutaneously  and  clear  in- 
sulins may  be  given  intravenously  or  added 
to  intraveneous  solutions.  Regular,  crystal- 
line, or  protamine  in'sulin  may  be  used.  The 
clear  insulins  have  the  advantage  of  more 
rapid  action.  All  insulins  are  good.  The 
amounts  of  insulin  required  will  vary  with 
the  severity  of  the  coma.  The  elevated  blood 
sugar  should  be  reduced.  Frequent  blood 
sugar  determinations  are  necessary  to  deter- 
mine insulin  dosage.  The  degree  of  glyco- 
suria should  be  followed  and  will  indicate  in- 
sulin requirement,  but  blood  sugar  levels  are 
a more  dependable  indicator.  It  is  necessary 
to  give  insulin  every  two  hours  early  in  coma. 
Later  four  hour  intervals  are  sufficient.  An 
initial  dose  of  60  to  100  units  of  insulin 
should  be  given.  One  hundred  to  four  hun- 
dred units  will  be  needed  during  the  first  24- 
hour  period.  Should  the  blood  sugar  fall 
promptly,  without  the  disappearance  of  other 
symptoms,  small  amounts  25  to  50  grms.  of 
glucose  may  be  added  to  the  intravenous  so- 
lution. Dangerous  hypoglycemia  may  be  in- 
duced before  recovery  from  acidosis  or  coma. 

Prompt  fluid  replacement  is  necessary. 
Fluids  should  be  given  intravenously  as 
other  methods  of  administration  are  too  slow 
or  too  uncertain.  The  degree  of  dehydration 
is  a good  index  to  the  amount  needed.  The 
hematocrit  or  blood  specific  gravity  deter- 
mination are  helpful.  2<)00  cc  should  be  given 
at  the  onset.  As  a rule,  an  additional  1000 
cc  every  two  hours  will  be  needed  for  sev- 
eral hours.  Severe  cases  may  need  six  thou- 
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sand  or  seven  thousand  cc.  during  the  first 
24  hours.  Sodium  chloride  in  particular 
needs  to  be  replaced.  Normal  sodium  chloride 
solution  may  be  used,  however,  a more  physi- 
ological solution,  as  Lactate  Ringer,  has  ad- 
vantages. 

In  severe  acidosis,  those  with  a carbon 
dioxide  combining  power  of  25  or  less,  the 
giving  of  alkali  may  be  advantageous.  Single 
intravenous  doses  of  500  cc,  five  per  cent 
sodium  bicarbonate  should  be  sufficient.  In 
those  severe  cases  with  marked  fall  in  blood 
pressure  the  prompt  transfusion  with  500  cc. 
whole  blood  may  be  life  saving. 

Too  often,  in  the  past,  patients  apparently 
making  a satisfactory  recovery  from  diabetic 
coma  have  developed  marked  weakness  and 
died.  A most  likely  cause  of  this  is  a low 
serium  potassium.  Potassium  is  lost  during 
acidosis  and  as  intracellular  fluid  is  replaced, 
potassium  passes  into  cells  and  to  the  liver 
resulting  in  a low  serium  potassium  levels. 


If  serium  potassium  determinations  are  not 
available,  potassium  should  be  given  if  weak- 
ness or  respiratory  embarrassment  occur  in 
the  course  of  treatment.  This  can  be  given 
as  a 2%  solution  of  potassium  chloride,  intra- 
venously. 100  cc.  doses  should  be  sufficient. 
Potassium  chloride  may  be  given  by  mouth 
one  gram  every  four  hours  for  five  doses.  If 
potassium  is  needed,  this  need  will  occur  four 
to  eight  hours  after  treatment  for  coma  is 
started. 

General  measures  should  be  carried  out. 
The  patient  should  be  kept  warm.  Cardiac 
stimulants  are  seldom  indicated.  Dialation 
of  the  stomach  may  occur  and  should  be  re- 
lieved by  the  stomach  tube. 

One  should  be  ever  mindful  of  the  fact 
that  infections  and  other  conditions  may  pre- 
cipitate diabetic  coma.  During  the  period 
of  coma  these  conditions  may  not  be  evident 
in  the  usual  manner.  Their  recognition  and 
treatment  may  be  life  saving. 


* * * 


Juvenile  Diabetes 

DWIGHT  BRIGHAM,  M.D. 

From  the  Department  of  Pediatrics,  University 
of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


There  are  approximately  50,000<i>  juven- 
ile diabetics  today  and  about  4 per  cent  of  all 
diabetics  have  the  onset  of  the  disease  in 
childhood(2).  Juvenile  diabetes  is  an  un- 
common disease.  In  the  child  it  is  usually 
more  severe  and  difficult  to  control  than  in 
the  adult.  The  differences,  basically,  are 
concerned  with  differences  of  nutritional  re- 
quirements, eating  habits,  and  emotional  la- 
bility. The  nutritional  requirements  are 
greater  and  are  constantly  changing  with 
changes  in  rate  of  growth.  Eating  habits 
vary  and  there  are  numerous  dietary  indis- 
cretions. Variations  in  physical  activity  are 
greater  than  those  of  the  adult.  The  child 
is  more  unstable  emotionally  and  sudden  fluc- 
tuations in  mood  are  common.  In  like  man- 
ner, the  endocrine  system  has  not  fully  ma- 
tured. These  factors  become  most  evident 
in  the  puberal  period  and  it  is  during  this 
period  that  the  disease  often  becomes  very 
difficult  to  control. 

The  onset  is  usually  more  abrupt  and  the 
initial  complaints  are  as  a rule  severe.  The 
disease  is  frequently  first  recognized  by 
coma.  A careful  history,  however,  will  usual- 
ly uncover  the  more  insiduous  characteristic 


symptoms  of  weight  loss,  polydipsia,  pol- 
yuria, increased  or  diminishing  appetite,  and 
occasionally,  pruritus,  furunculosis,  leg  pains, 
changes  in  disposition,  and  school  failures. 

The  disease  is  mistakenly  diagnosed  for 
two  main  reasons.  One  is  that  benign 
glycosuria  may  normally  accompany  illness 
in  children.  The  other  is  that  reducing  sub- 
stances in  the  urine  frequently  accompany 
metabolic  diseases  other  than  diabetes  mellit- 
us. 

Deaths  from  coma  and  infection  which 
earlier  were  largely  responsible  for  the  high 
mortality  are  now  not  of  the  primary  con- 
cern as  are  early  crippling  vascular  changes. 
The  mortality  is  still  too  high,  though  mark- 
edly reduced  since  the  discovery  of  insulin. 
In  view  of  the  long  duration  of  the  disease 
complications  of  juvenille  diabetis  are  prac- 
tically inevitable.  The  majority  of  these  in- 
volve the  cardiovascular-renal  systems  and 
the  rate  of  increase  of  these  complications 
rises  markedly  after  the  first  ten  year  per- 
iod. In  Chute’s(^)  series  of  123  patients 
with  an  onset  of  diabetes  before  14  years  of 
age,  66  per  cent  of  23  patients  surviving  15 
years  hard  cardio-vascular-renal  changes.  In 
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the  same  series,  those  surviving  20  years  or 
longer,  of  which  there  were  only  twenty- 
four,  85  percent  showed  evidence  of  degener- 
ative changes.  The  average  age  of  this  series 
was  only  29  years.  White  and  Waskow^^>  re- 
port similar  results  in  a series  of  220  20-year 
juvenile  survivals  of  which  96  per  cent  were 
between  20  and  39  years  of  age.  They  re- 
port cardio-vascular-renal  changes  in  92  per 
cent  with  lesions  manifested  as  follows: 


Retinal  arteriosclerosis 85% 

Retinal  hemorrhages 75% 

Calcified  arteries 70% 

Hypertension  55% 

Albuminuria 40% 

Coronary  insufficiency  7% 

Cerebral  vascular  accidents 2% 


The  management  of  the  juvenile  diabetic, 
particularly  that  of  diet,  has  been  a contro- 
versial subject.  Opinions  as  to  the  best 
method  vary  from  those  of  the  “purists” 
who  advocate  a rigidly  controlled  diet,  a 
constantly  normal  blood  sugar,  and  complete 
absence  of  glycosuria,  to  those  advocating  a 
“free”  diet  with  little  or  no  regard  to  the 
blood  sugar  level  or  the  degree  of  glycosuria 
but  freedom  from  all  symptoms  of  diabetis. 
To  conform  to  the  former  method  over  any 
length  of  time,  is  for  practical  purposes,  dif- 
ficult if  not  impossible  and  for  obvious  rea- 
sons, the  latter  method  though  theoretically 
ideal  has  little  practical  therapeutic  value. 
The  “free  diet”  on  the  contrary  while  easier 
to  follow  is  fraught  with  many  hazards  of 
immediate  complications.  There  are  obvious- 
ly desirable  aspects  of  .each  program  and  the 
current  trends  in  juvenile  diabetic  manage- 
ment is  to  temper  and  combine  various  as- 
pects of  each  with  more  emphasis  toward  the 
more  liberal  method  of  approach. 

While  White^^>  found  that  increased  vas- 
cular damage  was  associated  with  frequent 
episodes  of  coma,  some^®)  have  gone  further 
in  stating  that  a high  level  of  control  may 
be  a means  of  delaying  the  chronic  degenera- 
tive changes.  Others refute  this  theory 
stating  that  the  duration  of  the  disease 
rather  than  the  method  of  therapy  is  the 
only  unequivical  factor  in  the  development  of 
degenerative  changes.  ForselT®)  in  a series 
of  203  juvenile  diabetics  over  a ten  year  fol- 
low up  period,  claims  fewer  vascular  changes 
with  unrestricted  diet  than  with  dietary 
restrictions  in  123  children  over  a similar 
period  of  observation.  From  this  controver- 
sy, one  may  assume  that  insufficient  time 
and  study  do  not  warrant  arbitrary  opinions 
on  this  aspect  of  the  disease.  It  has  been  ob- 
served that  occasionally  a “mild”  diabetic 


will  show  more  extensive  vascular  changes 
than  a “severe”  diabetic  over  a specific  per- 
iod of  observation.  Regarding  the  theory  of 
early  severe  vascular  change  in  poorly  con- 
trolled diabetics,  a distinction  must  be  made 
between  the  level  of  control  and  the  severity 
of  the  diabetis.  If  we  assume  that  this  theory 
‘is  correct,  one  cannot  justifiably  blame  early 
severe  vascular  change  on  the  poor  level  of 
control  per  se  when  actually  the  level  of  con- 
trol is  only  a direct  measure  of  the  severity 
of  the  disease. 

Those  advocating  rigid  control  can  expect 
longer  periods  of  hospitalization  with  more 
frequent  episodes  of  hypoglycemic  reactions 
with  their  possibly  serious  results^^,  and 
they  can  expect  the  development  of  an  un- 
healthy mental  attitude  on  the  part  of  the 
patient  which  inevitably  arises  when  the 
juvenile  diabetic  is  constantly  confronted 
with  the  differences  that  distinguish  him 
from  healthy  children, : He  must  ab- 
stain from  certain  food  stuffs  not  denied  to 
others,  he  must  watch  closely  his  qualitative 
urine  specimens  and  show  concern  when  he 
is  glycosuric,  he  is  often  experiencing  hypo- 
glycemic reactions,  he  cannot  stop  at  the 
store  with  other  children  and  enjoy  some 
candy  without  sharp  disapproval  of  those 
concerned  in  his  care.  These  restrictions, 
obviously,  lead  to  feelings  of  inadequacy  and 
gilt.  Such  feelings  alone  will  interfere  with 
good  diabetic  control.  When  he  revolts  at 
this  regimentation,  the  results  can  be  more 
serious  than  those  resulting  from  a less  rigid 
program  of  control.  In  the  adult  diabetic, 
regulated  diet  may  be  indicated,  but  in  the 
child,  dietary  needs  and  mental  attitudes 
fluctuate  too  greatly  to  make  this  approach 
the  primary  concern  in  good  management. 

The  advocates  of  a more  liberal  regimen, 
on  the  other  hand,  claim  fewer  hypoglycemic 
reactions  and  above  all,  a more  healthy  men- 
tal attitude  in  a more  cooperative  patient.  It 
is  not  advisable  to  advise  a totally  “free” 
diet  however.  Rather  one  should  stress  a 
normally  balanced  average  diet  without  over- 
indulgence,  without  significant  in-between- 
meal  eating  and  without  excessive  consump- 
tion of  sweets.  These  restrictions  are  cer- 
tainly not  more  than  those  which  apply  to  a 
normal,  healthy  child.  Contrary  to  the  opin- 
ion of  many,  more  notably  the  “purists”,  dia- 
betic control  is  not  non-existent  but  rather 
more  liberal  and  is  established  by  the  regula- 
tion of  insulin  dosage  without  rigid  dietary 
restrictions. 
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The  following  method  of  management  has 
been  advocated  by  those  supporting  the  more 
liberal  method  of  control; 

1.  Initial  period  of  hospitalization  with  full  activ- 
ity to  determine  insulin  requirements  under  as  nor- 
mal living  conditions  as  can  be  achieved  on  a hos- 
pital ward. 

2.  A normal  ward  general  diet. 

3.  Insulin  administration,  preferably  a combin- 
ation of  protamine  zinc  and  regular  insulin,  given 
if  possible  once  daily  in  one  syringe  in  the  morning 
with  breakfast. 

4.  Collection  separately  of  urine  specimens  rep- 
resenting specific  periods  during  the  day,  namely, 
7 a.m.  to  11  a.m.;  11  a.m.  to  4 p.m.;  4 p.m.  to  9 p.m.; 
9 p.m.  to  7 a.m.,  determinations  of  volume  and  qual- 
itative glycosuria  of  each  of  these  period  specimens, 
measurement  of  total  24-hour  urine  volume  and 
quantitative  glycosuria  of  those  specimens  com- 
bined. 

5.  Regulation  of  insulin  dosage  usually  in  the 
protamine  zinc  and  regular  insulin  ratio  of  1:2  so 
that  ideally  each  of  the  above  urine  specimens  will 
show  a trace  of  a 1+  qualitative  test  for  sugar  and 
the  quantitative  sugar  will  not  exceed  10  percent  of 
of  the  glucose  intake  in  the  diet  as  determined  from 
carbohydrate,  fat,  and  protein  consumed,  and  the 
total  24-hour  urinary  output  in  volume  will  not  ex- 
ceed the  expected  normal.  It  is,  of  course,  to  be  ex- 
pected that  the  qualitative  urine  specimens  will  vary 
from  negative  to  4+  and  the  quantitative  24-hour 
output  of  glucose  will  be  under  or  over  10  percent 
of  the  glucose  intake,  however,  insulin  change 
should  be  made  only  if  these  fluctuations  persist. 

6.  Instruction  to  the  parents  regarding  the  essen- 
tials of  the  disease  and  its  management. 

7.  Instruction  of  the  patient  in  a like  manner  is 
indicated  and  there  should  be  encouragement  toward 
self  management.  It  is  possible  fo  r very  young 
children  to  administer  their  own  insulin  and  to  rec- 
ognize and  manage  the  milder  hypoglycemic  reac- 


tion, nevertheless,  close  parental-physician  supervis- 
ion is  necessary. 

8.  On  discharge  from  the  hospital,  the  same  man- 
agement must  be  maintained  with  exception  of  cer- 
tain more  complex  laboratory  procedures  as,  the 
determination  of  quantity  of  glycosuria,  acetenuria, 
fluid  intake  and  output,  etc.  Qualitative  glycosuria 
on  the  other  hand,  can  be  recorded  easily  by  the 
parents  or  the  patient  himself  and  certainly,  signifi- 
cant symptoms  indicating  poor  control  can  be  rec- 
ognized, usually  by  the  parents. 

9.  At  periods  of  visit  with  the  attending  physi- 
cian, a record  of  the  qualitative  glycosuria  can  be 
submitted,  and,  if  indicated,  a sample  of  the  24-hour 
urine  specimen  can  be  tested  for  quantitative  sugar 
and  acetone.  Close  observation  for  early  cardio  vas- 
cular renal  degenerative  changes  should  be  made. 
The  frequency  of  necessary  physician  consultation 
obviously  varies  with  the  severity  of  the  diabetis 
and  the  ability  of  the  parents  to  manage  the  chila 
and  the  disease.  In  general,  however,  if  the  patient 
is  maintained  without  symptoms  and  gaining  weight 
in  the  normal  manner,  one  need  not  be  greatly  con- 
cerned regarding  the  adequacy  and  management. 
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CONFERENCE  ON  POLIOMYELITIS 

A one  day-conference  on  poliomyelitis  sponsored  by  the  National 
Foundation  for  Infantile  Paralysis  will  be  held  at  Children’s  Memorial 
Hospital,  and  the  University  of  Nebraska  College  of  Medicine  in  Omaha, 
November  16,  1950. 

Clinics  and  ward  walks  will  start  at  10  a.m.  These  will  be  followed 
by  demonstrations  of  the  various  respirators  used  at  the  hospital  includ- 
ing the  positive  pressure  type  now  employed.  The  indications  and  contra- 
indications, advantages  and  disadvantages  of  each  machine  will  be 
discussed. 

Dr.  R.  V.  Bennett,  an  authority  on  the  positive  pressure  treatment  of 
respiratory  complications  in  poliomyelitis,  and  Dr.  A.  L.  Bennett,  Profes- 
sor of  Physiology  at  the  University  of  Nebraska  College  of  Medicine,  will 
discuss  the  various  phases  of  respiration  as  they  are  affected  by  the 
disease. 

The  evening  session  will  be  devoted  to  a panel  discussion  of  the 
“Economics  of  Poliomyelitis,”  with  Dean  Harold  C.  Lueth  as  moderator. 

All  members  of  the  Nebraska  State  Medical  Association  are  invited 
to  attend. 


Bladder  Tumor* 

Advances  in  Surgical  Treatment  with  Particular  Reference  to 
Bilateral  Ureterosigmoidostomy  and  Total  Cystectomy 
LEROY  WILLIAM  LEE,  M.D. 

From  the  Departments  of  Urological  Surgery  of  the  Hospital 
of  the  I'niversity  of  Nebraska  College  of  Medicine, 

Clarkson  Memorial  Hospital  and  the 
Lutheran  Hospital 
Omaha,  Nebraska 


Recent  advances  in  surgical  therapy  have 
enhanced  the  opportunity  for  providing 
permanent  relief,  as  well  as  more  effective 
palliation  of  symptoms,  to  individuals  with 
bladder  carcinoma. 

Unfortunately  physical  examination  fur- 
nishes no  clue  to  early  diagnosis.  When 
tumor  is  palpable  by  suprapubic,  rectal,  or 
vaginal  examination  the  lesion  is  usually  well 
advanced.  Cystoscopic  examination  in  all  pa- 
tients with  hematuria  is  the  only  method  to 
be  relied  upon  to  find  early  cases.  Mar- 
shall states  that  the  initial  symptom  of 
bladder  tumor  is  painless  gross  hematuria 
in  75  per  cent  of  cases.  In  a recent  series 
of  200  patients  appearing  in  our  office  with 
the  complaint  of  gross  hematuria  25  per  cent 
had  bladder  tumor  as  the  source  of  the  bleed- 
ing. The  symptoms  of  frequency,  burning, 
pyuria,  and  passage  of  tissue  sloughs  are  late 
symptoms,  when  due  to  vesical  tumor.  Ob- 
viously, without  definitive  treatment  these 
lesions  progress  and  kill  by  sepsis;  by  mas- 
sive hemorrhage  into  the  bladder;  by  inva- 
sion of  adjacent  vital  organs;  and  by  invad- 
ing the  ureteral  orifices,  producing  hydro- 
nephrosis, and  uremia. 

Except  in  the  case  of  aniline  dye  workers 
the  etiology  of  primary  bladder  tumor  is 
unknown.  Vesical  tumor  occurs  most  com- 
monly in  the  age  group  35  to  80.  These 
carcinomas  are  three  times  more  common  in 
males  than  in  females.  Over  95  per  cent 
of  bladder  tumors  are  of  epithelial  origin, 
of  these  80  per  cent  are  pedunculated  and  20 
per  cent  sessile  or  ulcerated.  Bladder  tumors 
spread  by  local  extension  and  by  metastasis 
to  pelvic  and  periaortic  lymph  nodes,  lungs, 
lumbar  spine,  and  pelvis. 

Therapeutic  management  of  the  individual 
case  is  determined  by  the  grade  of  malig- 
nancy, degree  of  invasion,  upper  urinary 
tract  status,  and  general  condition  of  the  pa- 
tient. In  general,  available  therapy  may  be 
summarized  as  follows: 

1.  Cystoscopic  fulguration — one  or  a few  small 
papillary  tumors. 

•Read  before  the  Annual  Sessions  of  the  Nebraska  State 
Medical  Association  in  Lincoln,  May  3,  1950. 
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2.  Transurethral  resection — one  or  a few  small 
papillary  tumors  with  thin  pedicle. 

3.  Suprapubic  cystotomy  with  electrosurgical 
loop  excision  and  fulguration — papillary  tumor  with 
broad  base  in  area  of  trigone  or  vesical  neck. 

4.  Suprapubic  cystotomy  with  segmental  resec- 
tion of  bladder  wall — papillary  tumor  with  broad 
base  in  area  of  bladder  which  can  be  mobilized. 

5.  Bilateral  ureterosigmoidostomy  and  total  cys- 
tectomy (special  discussion  will  follow). 

6.  Bilateral  ureterosigmoidostomy  without  cys- 
tectomy— (palliative)  carcinoma  spread  beyond  blad- 
der wall  locally. 

7.  Bilateral  ureterocutaneous  anastomosis — (pal- 
liative — this  procedure  is  mentioned  only  to  con- 
demn it. 

8.  Irradiation  therapy — any  type  of  questionable 
value. 

The  indications  for  total  cystectomy  and 
bilateral  ureterosigmoidostomy  deserve  spe- 
cial consideration.  These  are:  (1)  No  evi- 
dence of  distant  metastasis  or  local  spread 
beyond  the  bladder  itself.  (2)  Cancer  on  the 
floor  of  the  bladder  with  invasion  of  ureteral 
orifice  or  vesical  neck.  (3)  Extensive  single 
or  multiple  tumors  anywhere  in  the  bladder 
where  removal  is  not  possible  by  a more 
conservative  technique.  (4)  Multiple  re- 
curring tumors.  (5)  High  grade  malignant 
tumors  confined  to  bladder.  (6)  Adequate 
renal  function  as  determined  by  renal  func- 
tion tests  and  intravenous  urogram. 

For  those  who  are  interested  Hinman  and 
Weyrauch  1936(2)  gjyg  ^n  exhaustive  review 
of  the  surgical  principles  of  ureterosigmoid- 
ostomy. Coffey  1911(2)  presented  the  first 
sound  surgical  and  physiological  basis  for 
transplantation  of  the  ureter  to  the  bowel. 
The  great  advance  of  recent  times  is  the 
preparation  of  the  patient.  There  are  avail- 
able intestinal  antiseptics  such  as  sulfasuxi- 
dine,  sulfathalidine,  dihydrostreptomycin, 
etc.,  which  make  possible  the  everyday  use 
of  these  radical  surgical  procedures.  In  ad- 
dition to  preparation  of  the  bowel  with  in- 
testinal antiseptics  the  patients  is  prepared 
for  surgery  by  a non-residue  diet  and  mixed 
vitamins  for  one  week  and  daily  saline 
enemas  for  three  days  before  surgery. 

TECHNIQUE 

Under  continuous  spinal  anesthesia  a right  para- 
median incision  is  made.  The  peritoneal  cavity  is 
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opened,  the  right  ureter  isolated  and  transplanted 
to  the  rectosigmoid  using  a modified  Coffey  I 
technique.  Following  this  the  identical  procedure 
is  done  on  the  left  side.  The  peritoneal  cavity  is 
closed  and  the  bladder  exposed  and  freed  extra- 
peritoneally.  The  urethra  is  cut  across  distal  to 
the  apex  of  the  prostate.  Following  removal  of 
the  bladder  and  prostate  a penrose  drain  is  placed 
into  the  extraperitoneal  space  and  the  body  wall 
closed.  A rectal  tube  is  placed  into  the  rectum 
for  drainage  of  urine.  This  drainage  tube  is  left 
in  place  for  four  to  five  days.  The  patient  is 
maintained  on  parenteral  fluids  for  three  days  be- 
fore oral  feedings  are  started. 

Our  personal  experience  comprises  twenty 
of  these  operations  for  cancer  of  the  bladder 
(three  postoperative  hospital  deaths  have 
occurred)  as  well  as  seven  bilateral  urtero- 
sigmoidostomies  without  removal  of  the 
bladder  for  the  following  non-malignant  con- 
ditions: vesicovaginal  fistula  2,  intractable 


urethral  stricture  3,  exstrophy  of  the  bladder 
1,  and  intractable  Hunner’s  ulcer  1. 

CONCLUSION 

It  is  our  belief  that  the  operations  of  total 
cystectomy  and  bilateral  ureterosigmoidos- 
tomy  for  cure  of  cancer  of  the  bladder  and 
bilateral  ureterosigmoidostomy  without  re- 
moval of  the  bladder  for  palliation  of  non- 
removable cancer  of  the  bladder  will  be  used 
more  extensively  as  the  knowledge  of  the 
indications  and  value  of  these  procedures 
becomes  more  widely  disseminated  among 
the  members  of  the  profession. 
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Management  of  Premature  Labor* 

D.  C.  VROMAN,  M.D, 

Omaha,  Nebraska 


In  a recent  year  the  infant  mortality  rate 
was  39.8  per  thousand  live  births.  The  still- 
birth rate  was  27  per  thousand  live  births, 
the  actual  number  of  stillbirths  being  75,495. 
Approximately  one-half  the  stillbirths  and 
neonatal  deaths  are  due  to  premature  birth. 
It  is  obvious  that  there  is  a great  waste  of 
human  life,  some  of  which  may  be  prevented. 

The  chief  causes  of  prematurity  are  multi- 
ple pregnancy,  monstrosities,  toxemias  and 
chronic  nephritis,  placenta  praevia  and  pre- 
mature separation  of  the  placenta,  serious 
maternal  illness,  surgical  procedures  on  the 
mother,  endocrine  disturbances,  and  syphilis. 

In  the  present  state  of  our  knowledge 
many  of  the  fetal  and  neonatal  deaths  are 
unavoidable.  We  have  as  yet  no  practical 
means  of  preventing  monstrosities.  Volun- 
tary limitation  of  pregnancy  in  those  who 
have  a familial  history,  those  who  are  in 
the  late  years  of  the  child  bearing  period, 
and ‘the  debatable  use  of  therapeutic  abor- 
tion in  those  who  contract  German  measles 
during  the  first  trimester  will  decrease  some- 
what the  number  of  monstrosities.  We  can- 
not eliminate  placenta  praevia;  nor  can  we 
prevent  premature  separation  of  the  placen- 
ta, except  in  some  cases  by  proper  treatment 

♦Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1949. 


of  toxemia  and  trauma.  We  cannot  prevent 
multiple  pregnancies. 

Prematurity  due  to  • serious  maternal  ill- 
ness can  be  decreased  by  good  prenatal  ex- 
amination and  conscientious  observation  and 
the  use  of  modern  therapeutic  agents.  Pre- 
maturity due  to  elective  surgical  procedures 
on  the  mother  can  be  reduced  by  postpone- 
ment until  after  labor. 

Prematurity  due  to  toxemia  can  be  re- 
duced by  early  diagnosis  and  vigorous  effec- 
tive treatment.  If  possible  pregnancy  should 
be  carried  to  at  least  36  weeks  before  its 
termination. 

Prematurity  due  to  placenta  praevia  can 
be  decreased  in  its  milder  forms  by  expect- 
ant hospital  treatment,  an  important  part 
of  which  is  the  free  use  of  whole  blood  trans- 
fusions. 

Prematurity  due  to  endocrine  disturb- 
ances or  to  syphilis  is  amenable  to  early  and 
specific  therapy. 

The  management  of  premature  labor  is 
primarily  a problem  of  prevention  of  birth 
injuries.  These  include  asphyxia,  hemor- 
rhage within  the  skull  and  elsewhere,  pa- 
ralyses, fractures,  distortions,  and  visceral 
injuries.  A few  of  these  will  occur  in  spon- 
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taneous  unassisted  labor.  The  majority  re- 
sult from  a lack  of  skill  or  judgment,  haste, 
injudicious  use  of  sedatives  and  anesthetics, 
carelessness,  or  disregard  for  human  life. 

The  neonatal  death  rate  for  premature  in- 
fants is  nearly  twenty-seven  times  greater 
than  that  of  full  term  infants.  Other  than 
prematurity  alone,  asphyxia  and  intracranial 
hemorrhage  cause  the  greatest  number  of 
fetal  deaths.  Their  prevention  is  of  para- 
mount importance. 

The  prevention  of  asphyxia  lies  in  the 
logical  recognition  and  avoidance  of  its 
causes.  Maternal  hemorrhage  as  a result 
of  placenta  praevia  or  premature  separation 
of  the  placenta  may  and  does  seriously  re- 
duce the  oxygen  supply  of  the  fetus.  Early 
prompt  replacement  plus  of  the  blood  loss  is 
of  greatest  importance  for  both  mother  and 
child  before  proceeding  to  the  definitive 
treatment  of  the  existing  condition. 

The  use  of  sedatives  and  analgesics,  par- 
ticularly morphine  and  the  barbiturates,  dur- 
ing premature  labor  is  not  only  unwise  but 
may  be  lethal  to  the  fetus.  The  use  of  oxy- 
tocics  during  labor  is  equally  dangerous. 
General  anesthetics,  particularly  nitfous  ox- 
ide and  oxygen,  are  most  dangerous  to  the 
fetus. 

Prevention  of  intracranial  hemorrhage  can 
be  accomplished  by  prevention  of  a prolonged 
second  stage  of  labor.  This  is  easily  effected 
by  the  careful  application  of  low  forceps  and 
by  timely  episiotomy.  The  use  of  forceps  on 
the  aftercoming  head  in  a breech  delivery  is 
important.  In  the  breech  presentation  one 
must  always  remember  that  in  the  prema- 
ture the  breech  is  smaller  than  the  vertex. 
As  a result  it  often  will  be  found  that  the 


cervix  which  dilated  to  permit  passage  of  the 
breech  is  not  fully  dilated  to  permit  passage 
of  the  head.  Careful  application  of  the  Piper 
forceps  with  slow,  steady  traction  will  over- 
come this  anomaly  with  a minimum  of  dam- 
age to  either  mother  or  child. 

The  use  of  vitamin  K as  a prophylactic 
for  intracranial  hemorrhage  is  not  above 
question  as  to  its  efficacy.  Since  it  does 
raise  the  prothrombin  value  of  the  blood,  and 
since  there  is  no  specific  therapy,  the  baby 
should  be  given  the  benefit  of  what  value 
it  may  possess.  Give  it  to  mother  during 
labor,  and  to  the  infant  immediately  after 
delivery. 

Paralyses,  fractures,  distortions  and  vis- 
ceral injuries  can  be  avoided  by  careful, 
gentle  manipulation.  Forceful  manipulation 
of  any  type  is  undesirable  and  unnecessary. 

To  summarize  the  management  of  pre- 
mature labor: 

1.  Prevent  prematurity. 

2.  No  oxytocics  during  labor. 

3.  No  sedation;  analgesia,  preferably 
Demerol,  in  small  doses  only. 

4.  Avoid  general  anaesthesia.  Use  cau- 
dal, spinal,  or  local  anaesthesia. 

5.  Administer  oxygen  to  mother  during 
second  stage  of  labor,  particularly  during  de- 
livery. 

6.  Perform  episiotomy,  apply  low  forceps. 

7.  Use  forceps  on  an  aftercoming  head; 
use  the  greatest  of  care  and  gentleness  in 
conducting  a breech  delivery. 

8.  Clear  babies’  airway  immediately,  keep 
warm,  and  supply  extra  oxygen.  Handle 
baby  as  little  as  possible. 
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GEORGE  KICKS  KARL  IN  TEETH 


George  Bernard  Shaw,  94-year-old  dramatist, 
trips  over  some  pebbles  in  his  British  back  yard, 
breaks  a thighbone,  and  is  shipped  to  a nearby  hos- 
pital for  an  operation. 

The  old  rooster  has  been  a Socialist  since  the 
Later  Bronze  Age  or  thereabout.  Socialist  medi- 
cine is  now  in  full  blast  throughout  Great  Britain. 
All  ordinary  medical  services  are  “free,”  meaning 
paid  for  out  of  taxes,  so  you  get  the  pleasant  illu- 
sion that  it’s  costing  you  nothing  when  you  accept 
such  aid. 

Does  Shaw  go  in  for  Socialist  medicine  in  this 
case  ? He  does  not.  He’s  one  of  the  rotten  rich 


whom  he  has  always  professionally  denounced,  and 
stingier  with  his  dough  than  almost  any  other  living 
wealthy  person.  Nevertheless,  he  kicks  old  Karl 
Marx,  founder  of  Socialism,  in  the  teeth.  Shaw  de- 
mands a private  room  at  $6.08  a day,  for  which  he 
will  have  to  pay  out  of  his  own  fishhooked  pocket, 
and  specialist  services,  for  which  he  will  also  have 
to  pay. 

When  top-drawer  Socialists  like  Shaw,  Attlee  and 
Bevin  can’t  take  their  ovm  brand  of  Socialist  medi- 
cine, just  how  good  or  how  desirable  for  anybody 
is  that  medicine? 
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HEALTH  SERVICES  FOR  NEBRASKA  CHILDREN 


“Study  of  Child  Health  Services  in  Nebraska” 

Report  of  The  American  Academy  of  Pediatrics 


Chapter  I 


THE  ECONOMICS  AND  HEALTH  SETTING 
OF  THE  CHILD 


We  are  indebted  to  Sales  Management  Incorpor- 
ated and  the  U.  S.  Department  of  Commerce  for  the 
following  figures.  The  average  per  capita  buying 
power  for  the  years  1944-1946  throughout  the  Unit- 
ed States  was  $1,141.00. 


Highest  29th  Average 

$1,762.00  $1,023.00  $1,141.00 

District  of  Columbia  South  Dakota  th 

Lowest  27th  $1,067.00 

$559.00  $1,057.00  Nebraska 

Mississippi  Wyoming 


The  total  number  of  children  under  the  age  of  15 
in  Nebraska  in  1945  was  321,187  (Wyoming  71,154; 
South  Dakota  171,765;  Iowa  646,927,  and  Kansas 
464,145),  or  24.4%  of  an  estimated  population  of 
1,315,834<1). 


Estimated  of  per  capita  buying  income — compari- 
son with  selected  states,  and  the  average  for  the 
United  States(2). 


Mississippi  $ 559.00 

Alabama  702.00 

New  Hampshire  899.00 

Florida  974.00 

Minnesota  977.00 

South  Dakota  1.023.00 

Wyoming  1,057.00 

North  Dakota  1.059.00 

Iowa  1,060,00 

NEBRASKA  1,067.00 

U.  S.  Average 1,141.00 

Montana  1,222.00 

California  1,449.00 

New  York  1,500.00 

District  of  Columbia 1,762.00 


The  economic  condition  of  the  individual  states 
undoubtedly  plays  an  all  important  role  as  to  the 
overall  medical  care  and  health  conditions  in  the 
state.  For  on  the  wealth  of  the  population  depends 
its  mode  of  transportation,  its  ability  to  support 
good  medical  care  and  medical  facilities,  and  last 
but  not  least  its  standard  of  sanitation. 


Nebraska,  of  course,  is  considered  in  the  heart 
of  the  farm  country,  and  in  this  respect  it  is  inter- 
esting to  note  that  in  the  last  eight  years  (1940  to 
1948)  Nebraska  has  been  one  of  the  seven  states 
where  farai  income  increased  the  most.  Our  state 
ranks  10th  in  gross  farm  income. 

Another  noteworthy  fact  is  that  for  the  entire 
United  States  retail  sales  per  family  were  highest 
in  fann  states  and  the  District  of  Columbia.  Ne- 
braska sales  were  $3,322  which  was  equal  with 
Illinois,  higher  than  New  York,  and  higher  than  all 
the  surrounding  states.  Nebraska  family  average 
income  is  $4,100  to  $4,799. 

The  total  effective  buying  power  of  the  entire 
state  is  better  than  $2,075,000,000. 

The  per  capita  wealth  of  the  state  is  $1,067.  The 
U.  S.  average  per  capita  wealth  is  $1,041. 

The  variations  in  per  capita  wealth  in  the  93 
counties,  range  from  poor  to  very  good. 

1.  Estimates  of  the  American  Academy  of  Pediatrics,  Study 
of  Child  Health  Services. 

2.  Copyright,  Sales  Management  Incorporated.  Further  re- 
production not  licensed. 


Viewing  the  per  capita  wealth  of  the  various 
counties  on  a percentage  basis,  we  find: 

11  Counties  or  11.9% $525  to  $799 

56  Counties  or  60.2% $800  to  $1199 

26  Counties  or  27.9% $1200  to  $1587 

The  counties  in  the  lowest  bracket  may  be  de- 
scribed as  dry  farming  areas  and  some  with  an 
amount  of  marginal  or  submarginal  land. 

An  important  factor  in  the  availability  of  medical 
facilities  or  centers  and  the  distribution  of  medical 
care  is  distance. 

Since  this  sui-vey,  new  hospitals  have  been  estab- 
lished at  Bridgeport,  Chappell,  Hebron,  and  Rush- 
ville.  Bridgeport  in  Morrill  County,  Chappell,  Deuel 
County;  Hebron,  Thayer  County;  Rushville,  Sheri- 
dan County,  and  the  Children’s  Memorial  Hospital, 
Douglas  County. 

The  counties  are  subdivided  into  lesser  metropoli- 
tan if  they  include  metropolitan  districts  of  cities 
of  50,000  or  more  population. 

Counties  which  are  geographically  contiguous  to 
any  of, the  metropolitan  counties  are  classified  as 
adjacent. 

Counties  that  do  not  touch  any  part  of  a metro- 
politan county,  have  been  termed  isolated.  These 
are  further  subdivided  into  those  with  an  incorpor- 
ated place  of  2,500  or  more  population  as  isolated 
semi-rural,  and  those  without  such  a place  as  iso- 
lated iniral. 

In  Nebraska,  there  are  two  lesser  metropolitan 
areas,  both  in  the  Eastern  part  of  the  state.  The 
remaining  areas  in  the  state  are  classified  as  iso- 
lated semi-niral  or  isolated  rural. 

There  are  76,907  square  miles  of  area  within 
the  boundaries  of  the  state  and  population  of 
1,315,834  in  1946  distributed  as  follows: 

Area — Square  Miles  Population 

Lesser  Metropolitan  Area 1.190  1.54%  348.147  26.44% 


Adjacent  6.363  8.27%  190.459  14.47% 

Isolated  Semi-Rural 22,783  29.62%  402,574  30.59% 

Isolated  Rural  46,571  60.55%  374,654  28.47% 


76.907  99.98%  1,315,834  99.97% 

RETAIL  SALES  FOR  NEBRASKA 


Counties : 

Douglas  in  excess  to  $100  million 

Lancaster  $50  million  to  99.9  million 

Scotts  Bluff  $25  million  to  49.9  million 

Richardson  $10  million  to  24.9  million 


Gage  ” 

Otoe  ” 

Dodge  ” 

Madison  ” 

Platte  

Adams  ” 

Hall  

Buffalo  ” 

Dawson  ” 

Custer  ” 

Red  Willow  

Lincoln  ” 

The  distribution  of  hospital  and  medical  facili- 
ties are  dependent  on  adequate  transportation.  Dis- 
tances between  towns  are  sometimes  great,  espe- 
cially in  the  northwest  portion  of  the  state.  Map 
No.  3 shows  the  geographical  location  of  these  fa- 
cilities. 

Based  on  tabulations  compiled  by  the  National 
Office  of  Vital  Statistics,  U.S.P.H.S.,  for  the  year 
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1945,  the  death  rate  (age  adjusted)  per  one  thou- 
sand population  in  Nebraska  was  10.4;  South  Da- 
kota was  the  lowest  in  the  nation  with  a rate  of 
8.2,  Wyoming  was  10th  with  a rate  of  9.8. 

There  were  24,316  live  births  in  Nebraska  for  the 
year  1945,  South  Dakota  12,460  and  Wyoming  5,481. 
Of  these  babies  23,229  or  95.5%  (South  Dakota 
86.4  %,  and  Wyoming  91.5%)  were  bom  in  hos- 
pitals. Of  the  babies  born  in  hospitals  11,010  were 
born  in  lesser  metropolitan  or  adjacent  counties 
or  41.4%  and  12,219  were  born  in  isolated  com- 
munities or  52.6%  of  the  total  live  birth  rate.  The 
remainder  of  the  births  were  at  home.  2,454  with 
medical  attendant,  2 with  midwife,  and  the  rest  un- 
specified. 

Deaths  in  the  first  year  of  life  during  1946  were 
30.2  per  1,000  live  births  (South  Dakota  31.1  and 
for  the  United  States  38.3  for  1945).  There  were 
846  infant  deaths  in  all.  Of  these  deaths  434  oc- 
curred in  urban  areas  and  412  in  the  mral  areas. 

Comparison  with  1941  shows  that  in  that  year 
759  infant  deaths  occurred  or  34.6  per  1,000  live 
births. 

The  trend  in  percent  of  live  births  in  hospitals  as 
reported  by  the  office  of  Vital  Statistics  from  1935 
to  1945  shows  a very  encouraging  improvement. 
The  average  over  a period  of  ten  years  for  the 
United  States  has  increased  from  36.9%  to  78.8%. 
The  improvement  in  Nebraska  is  as  follows: 

1935  1937  1939  1941  1943  1945 

32.9%  40.0%  47.7%  61.2%  78.8%  87.7% 

The  improvement  in  Nebraska  was  348.3%,  com- 
pared with  113%  for  the  nation  as  a whole,  and 
183%  for  South  Dakota,  and  563%  for  Wyoming. 
See  Chart  No. 2. 

The  following  infomiation  is  taken  from  a survey 
by  Hirschfeld  and  Stow,  “Comparative  Health  Fac- 
tors Among  the  States.”* 

SANITATION 

Nebraska  stood  28th  in  Sanitation.  This  is  based 
on  the  percentage  of  dwelling  units  without  sewer- 
age connections  and  dwelling  units  in  need  of  major 
repairs. 

(South  Dakota  39th  and  Wyoming  31st). 

MEDICAL  FACILITIES 

Nebraska  per  capita  Public  Health  Expenditures 
was  lowest  in  the  Union  ($0.58).  The  highest  ex- 
penditure was  $2.35.  30  states  reported  an  amount 

higher  than  $1.00.  In  Health  and  Accident  insur- 
ance premiums  paid  per  capita  Nebraska  was  3rd 
in  the  United  States. 

Prepaid  medical  care  coverage  per  1,000  popula- 
tion was  6th  and  tie  with  1.  The  percent  of  popula- 
tion enrolled  in  Blue  Cross  Hospital  Plans  as  of 
July  1,  1945  was  4.2% — i.e.  26th  in  the  nation  with 
one  tie  (Washington). 

IN  DRAFT  REJECTIONS 

Nebraska’s  rate  was  8th  with  24.1  (South  Da- 
kota 18th  and  Wyoming  11th). 

Economic  Cultural  rank  of  Nebraska  is  reported 
in  part  as  follows: 

Illiteracy  1.2%  is  4th  in  rank  in  the  nation  and 
tie  with  3 states  (Kansas,  South  Dakota,  and  Utah). 

School  expenditures  were  29th. 

Recreation  expenditures  were  28th  and  in  tie 
with  1 state  (Tennessee). 

* American  Sociological  Review — Vol.  11,  p.  42-54,  Febr.,  1946. 


SOCIAL  AND  CLIMATIC  FACTORS 

The  overall  picture  of  the  general  health  in  the 
state  may  be  estimated  in  the  favorable  comparison 
of  Nebraska  with  the  U.  S.  in  such  specific  in- 
stances as  infant  and  child  mortality,  maternal 
mortality,  tuberculosis  mortality,  gastro-enteric 
morbidity  and  mortality  and  the  high  percentage  of 
immunizations  especially  against  small  pox  that  are 
presented  in  the  limited  number  of  areas  that  re- 
ported on  these  specific  activities. 

Meteorological  medical  statistics  have  not  been 
developed  in  Nebraska.  Such  data,  meteorologic 
and  climatologic  as  may  influence  health  are  herein 
presented  viz.  sunshine,  mean  and  high  tempera- 
ture range,  precipitation,  fog,  smoke  and  smog, 
wind  velocity  and  direction,  frost  dates,  topography 
and  altitude. 

Nebraska  is  a large  state  in  the  agricultural  belt, 
approximately  421  miles  long — east  to  west  and  302 
miles  wide  north  to  south.  The  estimated  popula- 
tion in  1946  was  1,315,834.  The  area  is  76,907 
square  miles.  The  eastern  three-fifths  of  the  state 
is  largely  given  over  to  fanning;  the  western  two- 
fifths  to  ranching  and  stock  raising  and  some 
areas  of  dry  farming  and  irrigated  land  farming. 
The  industrial  activities  are  largely  concentrated 
in  the  eastern  portion  with  food  processing  a major 
item.  There  are  also  other  manufactories,  railroad 
center  activities,  smelters,  and  jobbing.  Lancaster 
and  Scottsbluff  Counties  have  enjoyed  an  active  in- 
dustrial growth  in  recent  years. 

The  population  is  stable  with  perhaps  the  one 
exception  of  itinerant  workers  in  the  sugar  beet 
fields  of  the  panhandle  area. 

There  is  one  Indian  Agency  in  the  state  — Winne- 
bago Agency  at  Winnebago. 


According  to  the  census  of  Indians  living  under 
this  jurisdiction  made  January  1,  1944,  the  follow- 
ing is  in  summary: 


Winne- 

Omaha 

Ponca 

Santee 

bago 

Tribe 

Tribe 

Sioux 

Tribe 

Total 

Living  at 

Jurisdiction 

1,542 

169 

601 

986 

3,298 

On  Other 

Reservations  _ 

41 

35 

209 

142 

427 

In  White 

Communities  _ 

241 

197 

438 

219 

1,095 

1,824 

401 

1,248 

1,349 

4,820 

This  agency  has  jurisdiction  over  the 

Omaha 

and 

Winnebago  tribes  in  Thurston  County  and  the  Ponca 
and  Santee  Sioux  tribes  in  Knox  County.  There  are 
quite  a few  Indians  working  in  Western  Nebraska 
who  are  from  the  Rosebud  and  Pine  Ridge  reserva- 
tions in  South  Dakota. 

The  colored  population  is  largely  concentrated 
in  Omaha,  to  the  number  of  5.4%  of  that  city’s 
1940  census.  The  total  number  of  non-white  popu- 
lation does  not  appreciably  alter  the  percentage 
estimation  in  various  categories. 

The  altitude  rises  from  950  feet  in  the  Omaha  area 
to  4,800  feet  at  the  Western  border.*  The  topog- 
raphy of  the  state  may  be  best  described  as  rolling 
prairie.  There  are  many  trees  throughout  the  state 
— many  have  been  planted  and  have  changed  the 
prairies  from  the  way  they  were  when  first  seen 
by  the  early  settlers.  There  is  one  planted  national 
pine  forest  at  Halsey.  This  is  a monument  to 
Professor  Bessey.  Nebraska  is  also  the  home  of 
Arbor  Day,  which  was  the  brain  child  of  J.  Sterling 
Morton.  Most  of  the  terrain  is  irregular  but  with- 
out mountains.  There  is  a wide  range  of  tempera- 
tures throughout  the  year,  from  subzero  to  the 

* The  highest  point  in  Nebraska  is  a peak  of  5,300  feet 
elevation  in  Banner  County. 
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nineties.  The  altitudes  and  temperature  are  stim- 
ulating. 

The  specific  meteoi’ological  data  presented  from 
here  on  has  been  obtained  from  the  Omaha  office  of 
the  U.  S.  Department  of  Commerce  Weather  Bu- 
reau and  additional  data  on  smoke  and  smog  has 
been  given  by  the  chief  smoke  regulation  engineer, 
Herbert  Ulrich  at  Omaha.  The  reader  is  referred 
to  the  charts!  showing  graphs  of  the  mean  tem- 
perature for  every  month  for  the  six  years  1944 
to  1949.  The  days  of  temperature  of  ninety  degrees 
or  over  for  three  years,  and  days  of  minimum  and 
maximum  temperature  for  the  same  three  years 
follow  the  chart  of  mean  temperature  range. 

The  average  date  of  last  killing  frost  in  the  spring 
is  April  16th  and  the  first  in  autumn  is  October 
17th.  The  latter  date  looms  large  on  the  Hay  Fever 
subject’s  calendar. 

MINIMUM  TEMPERATURE  IN 

1947 —  January  4 13°  below  zero 

1948 —  January  23  17°  below  zero 

1949 —  February  2 12°  below  zero 

MAXIMUM  TEMPERATURE  IN 

1947 —  July  29  and  Au?rust  2 102° 

1948—  August  23  100° 

1949—  July  3 96° 

The  sunshine  chart  of  course  includes  the  factor 
of  sky  cover,  clouds,  fog  and  smoke.  The  sunshine 
percentage  compares  favorably  with  other  temper- 
ate zone  areas. 

The  sun  is  above  35°  altitude  in  Omaha  (Lati- 
tude 41°  18'  N Ground  elevation  978  feet  above 
sea  level)  from  Febmary  8 to  November  7.  At 
this  elevation  the  sun  has  an  effective  anti-rachitic 
value. 

The  sunshine  factor  or  atmospheric  conditions 
may  affect  the  people — i.e.  carbon,  soot  fall,  dust 
fall,  fog,  may  exclude  some  sunlight,  may  affect 
deliveiy  of  ultra  violet  rays  and  affect  public 
morale.  On  the  one  hand  sky  shine,  that  is  not  di- 
rect sunshine,  may  possess  anti  rachitic  properties 
but  in  a less  percentage  than  direct  sunshine.  On 
the  other  hand  clouds  and  fog  if  thick,  may  cut  off 
sky  shine  as  well  as  direct  shine.  Dust  and  smoke 
of  cities  may  cut  off  great  quantities  of  anti- 
rachitic radiations. 

Occurrence  of  fog  in  Omaha  is  noted  on  chart  as 
dense  i.e.  restricting  visibility  to  a distance  of  ^/4 
mile  or  less.  There  were  many  days  on  which  mod- 
erate or  light  fog  was  noted,  66  days  in  1947  and 
102  in  1948.  There  was  no  accurate  basis  to 
evaluate  possible  smoke  or  carbon  particles  or 
other  matter  in  the  air  or  as  component  of  fog 
that  could  be  interpreted  accurately  as  smog.  Occa- 
sional observations  however,  would  suggest  the  pres- 

t To  appear*  in  reprints. 


ence  of  smoke  as  a component  of  the  fog.  The  days 
of  occurrence  of  fog  were  progressively  fewer  in 
stations  located  westward  across  the  state,  from 
Omaha  i.e.  at  Grand  Island,  North  Platte,  Sidney 
and  Big  Springs.  There  were  however,  different 
conditions  of  altitude,  moisture,  humidity  and  smoke 
at  these  stations  and  comparisons  are  not  accurate, 
especially  with  reference  to  smoke  as  a factor. 

The  wind  velocity  and  direction  are  necessary  ob- 
servations in  the  study  of  smoke  and  smog.  In 
Omaha  the  direction  and  velocity  changes  are  for- 
tuitious,  and  seem  to  militate  against  a serious 
smog  menace. 

The  smoke  and  smog  situation  at  Omaha  has 
been  discussed  with  Mr.  Ulrich,  Smoke  Regulation 
Engineer. 

Air  sample  analysis  is  impractical  at  this  time  and 
also  rendered  inaccurate  in  the  Omaha  area  in  view 
of  the  usually  more  or  less  rapid  air  movement. 

The  measurements  of  stack  emissions  have  been 
made.  These  can  be  made  accurately.  Relatively 
accurate  calculations  of  the  stack  gases  emitted 
in  a unit  of  time  can  be  made  for  the  designated 
area.  Dust  fall  and  soot  fall  estimations  are  to  be 
made  shortly. 

Inversion  has  occurred  here.  It  is  local  and  not 
high — i.e.  300  to  600  feet  altitude.  This  may  hold 
the  stack  gases,  which  are  always  dangerous,  and 
a potential  hazard  if  retained  four  days.  Mr.  Ul- 
rich was  reported  on  March  15,  1950  in  Omaha 
World  Herald.  “A  dead  calm  over  Omaha  for  a 
period  of  four  days — something  that  has  never  hap- 
pened— would  bring  the  same  conditions  that  re- 
sulted in  poison  gas  deaths  in  Donora,  Pennsylvania 
two  years  ago.  Of  course  we  have  a wind  every 
so  often  to  carry  the  gases  away.  I can  remember 
only  one  time  in  recent  years  where  we’ve  had  a 
dead  calm  for  even  24  hours.”  Dr.  Sing  said  at 
Birmingham,  Alabama,  that  “various  concentrations 
of  toxic  materials  released  from  industrial  sources 
have  been  set  up  as  limits  of  tolerance.  We  know 
the  safe  limits.  But  who  of  us  would  care  to  be 
continually  exposed  to  one  or  two  mixtures  of 
them?” 

The  influence  of  climate  on  health  of  plant  and 
man  is  recognized.  Meteorological  conditions  may 
not  be  alterable — only  our  methods  of  meeting  them. 
Smoke,  smog,  man  made  polution  of  air  or  water 
may  influence  normal  biologic  adjustment.  These 
may  be  altered  by  engineering  and  sanitary  skill. 
The  engineer  approaches  the  smoke  pi’oblem  by  con- 
trolling combustion  and  minimizing  the  nuisance 
element.  An  inventory  of  our  waste  disposal  is  an 
essential  contribution  of  a health  survey — an  aware- 
ness of  it  is  a wise  precaution. 


❖ * 


The  Upjohn  librarv  staff  was  host  to  the  Midwest 
Regional  Group  of  the  Medical  Library  Association 
on  Saturday,  October  7th.  The  all-day  session  in- 
cluded visits  to  The  Upjohn  Company’s  library  and 
both  the  Medical  and  Nursing  School  libraries  at 
Borgess  Hospital.  Sixty-seven  people  were  regis- 
tered. Miss  Alberta  Brown,  Upjohn  Librarian  and 
chairman  of  the  Midwest  Group,  was  in  charge  of 
the  meeting. 

The  Medical  Library  Association  was  organized 
about  fifty  years  ago  for  the  purpose  of  fostering 


medical  and  allied  scientific  libraries  and  for  the  ex- 
change of  medical  literature  among  its  members. 
It  includes  libraries  from  schools  of  medicine,  phar- 
macy, dentistry  and  nursing,  as  well  as  pharmaceu- 
tical companies.  The  Midwest  Group,  which  was 
organized  in  January  of  this  year,  includes  repre- 
sentatives from  the  states  of  Illinois,  Minnesota, 
Iowa,  Indiana,  Michigan  and  Ohio,  libraries  such  as 
those  of  the  Mayo  Clinic,  the  American  Medical 
Association,  The  Ameidcan  College  of  Surgeons, 
University  of  Michigan  Medical  School,  and  the 
large  midwestem  pharmaceutical  companies. 


360 


ORGANIZATION  SECTION 


Nebr.  S.  M.  Jour. 
November,  1950 


The  Nebraska  State 
Medical  Journal 

Sharp  Building.  Lincoln,  Nebraska 
Federal  Securities  Building,  Lincoln,  Nebraska 


HERMAN  M.  JAHR,  M.D.,  Editor Omaha 

No.  3.  Mezzanine,  Medical  Arts  Building 

M.  C.  SMITH,  Business  Manager Lincoln 

1315  Sharp  Building,  Tel.  2-7585 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 

W.  H.  Heine,  Chairman : Fremont 

F.  W.  Niehaus Omaha 

Paul  Bancroft Lincoln 

R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles 
published  in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer.  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 

Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


Vol.  35  November  No.  11 


THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
triburion  of  medical  care. 


DIABETES  DETECTION  DRIVE 

The  planning  for  Nebraska’s  participation 
in  National  Diabetes  Week  has  been  under- 
taken by  the  Diabetes  Committee  of  the  Ne- 
braska State  Medical  Association.  Your 
committee  has  outlined  a broad  program 
which,  with  the  support  of  every  Nebraska 
doctor,  will  help  to  discover  many  unknown, 
untreated  diabetic  patients  in  the  state. 

That  is  the  sole  purpose  of  National  Dia- 
betes Week  — to  bring  medical  care  to  un- 
known diabetics,  thereby  avoiding  serious 
complications  resulting  from  lack  of  treat- 
ment. This  objective  can  be  easily  obtained 
if  every  member  of  the  association  will  par- 
ticipate to  the  fullest  extent  in  the  Diabetes 
Committee’s  program. 

The  real  impetus  behind  the  program  was 
given  by  the  House  of  Delegates  at  the  An- 
nual Session  of  the  state  association  last 
May.  At  that  time,  the  House  approved  a 
report  from  the  Diabetes  Committee  request- 
ing that  all  doctors  give  free  urine  tests  dur- 
ing Diabetes  Week,  November  12-18. 

It’s  worth  stressing  that  the  committee’s 
request  and  the  subsequent  approval  by  the 
House  does  not  obligate  the  individual  mem- 
bers to  give  the  free  examinations.  It  mere- 
ly indicates  the  state  association’s  support 
of  the  plan.  Each  member  is  free  to  co- 
operate in  the  program  as  he  sees  fit. 

Your  committee  also  asks  that  every  doc- 
tor routinely  give  the  simple  diabetes  test 
to  each  patient  that  comes  into  his  office 
during  the  week.  In  this  way,  a larger  per- 
cent of  the  undiagnosed,  untreated  diabetics 
can  be  found. 

Immediately  preceding  and  during  Nation- 
al Diabetes  Week,  the  committee  will  sponsor 
a state-wide  public  information  program. 
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using  both  press  and  radio  facilities.  This 
publicity  will  outline  the  purpose  of  the  na- 
tional drive  and  urge  every  Nebraskan  to 
visit  his  doctor  for  a diabetes  check-up. 

In  addition  to  this,  the  student  health  di- 
rector of  every  college  and  university  in  the 
state  has  been  asked  to  include  a diabetes 
test  in  the  student  physical  examination  if 
it  is  not  already  being  done.  The  Speakers 
Bureau  has  also  cooperated  by  arranging  for 
papers  before  both  professional  and  lay 
groups. 

That,  briefly,  is  the  Diabetes  Committee’s 
plan  for  finding  the  unknown  diabetic  in  Ne- 
braska. But  it  doesn’t  mean  a thing  without 
your  full  support  and  cooperation. 

EMERGENCY  MEDICAL  SERVICE 

The  Emergency  Medical  Service  Commit- 
tee of  the  Nebraska  State  Medical  Associa- 
tion is  systematically  organizing  its  plans, 
which  when  completed,  will  outline  in  detail 
the  part  to  be  played  by  the  Nebraska  Medi- 
cal Profession  in  the  event  of  a war-inflicted 
emergency. 

On  July  20,  1950,  Dr.  J.  J.  Freymann, 
Chairman  of  the  committee.  Dr.  Roy  Whit- 
ham,  committee  member,  and  Mr.  M.  C. 
Smith,  Executive  Secretary,  submitted  to 
Governor  Peterson  an  outline  for  a state  civil 
defense  organization.  This  plan  was  based 
primarily  on  recommendations  from  the  Na- 
tional Security  Resources  Board  and  the 
Council  on  Emergency  Medical  Service  of  the 
AMA. 

In  order  that  the  proper  responsibility 
falls  to  the  medical  profession,  the  commit- 
tee recommended  that  the  Governor  appoint 
a State  Director  of  Emergency  Medical  Serv- 
ice. The  group  further  urged  that  this  di- 
rector should  represent  the  Nebraska  State 
Medical  Association;  that  he  be  nominated 
by  the  President  of  the  association ; and  that 
he  be  a member  of  the  Emergency  Medical 
Service  Committee  of  the  state  medical  as- 
sociation. 

The  committee  has  already  drawn  up  a 
comprehensive  preliminary  draft  of  a state- 
wide disaster  medical  relief  plan.  In  the 
near  future,  when  the  committee  is  ready 
for  detailed  planning,  it  will  hold  a special 
meeting  which  will  be  devoted  entirely  to 
perfecting  this  preliminary  draft. 

AMA  FILM 

As  previously  reported  to  you,  your  head- 
quarters office  has  an  excellent  16  mm.  film 


on  the  AMA  convention  in  San  Francisco 
last  June.  It  has  already  been  shown  at  sev- 
eral county  society  meetings,  each  time  be- 
ing accepted  as  one  of  the  finest  medical 
films  ever  made. 

A large  portion  of  the  30-minute  film  is 
devoted  to  the  inaugural  address  of  Dr. 
Elmer  L.  Henderson,  1950-51  President  of 
the  AMA.  The  address  is  typical  of  the 
fighting  leadership  Nebraska  doctors  can  ex- 
pect from  Dr.  Henderson  during  his  term  of 
office. 

It  cannot  be  stressed  too  strongly  that  the 
film  is  adaptable  to  lay  groups  as  it  is  to 
the  medical  profession.  If  you  would  like  to 
have  it  for  showing  before  either  type  of 
group,  the  headquarters  office  will  be  happy 
to  send  it  to  you. 


EMERGENCY  MEDICAL  SERVICE  COMMITTEE 

A meeting  of  the  Emergency  Medical  Service 
Committee  was  held  Sunday,  September  17,  1950,  at 
2 p.m.,  in  the  headquarters  office,  1315  Sharp  Build- 
ing, Lincoln.  Present  were  committee  members 
Drs.  J.  J.  Freymann,  Chairman,  Omaha;  J.  P.  Redg- 
wick,  Omaha;  Neil  J.  Everitt,  Omaha;  Roy  Whit- 
ham,  Lincoln;  Donald  Watson,  Grand  Island.  Also 
present  were  Dr.  D.  B.  Steenburg,  President-Elect, 
Aurora;  Dr.  R.  B.  Adams,  Secretary-Treasurer;  Dr. 
George  Underwood,  Chairman,  Public  Health  Com- 
mittee; Mr.  M.  C.  Smith,  Executive  Secretary;  Sid- 
ney Bradley,  Executive  Assistant,  all  of  Lincoln. 

READING  OF  THE  MINUTES 

The  minutes  of  the  meeting  held  June  19,  1950, 
were  approved  without  reading  since  each  member 
had  previously  received  a copy  of  them. 

NEBRASKA  ADVISORY  DEFENSE 
COMMITTEE 

Dr.  Freymann  stated  that  Dr.  Whitham,  Mr. 
Smith  and  he  had  on  July  20  submitted  to  Govemor 
Peterson  an  outline  for  a state  civil  defense  or- 
ganization based  on  the  following  points: 

1.  Nebraska  Advisory  Defense  Committee  Act  of  May  14, 
1949. 

2.  Recommendations  contained  in  a letter  to  the  governor 
from  the  National  Security  Resources  Board. 

3.  Policy  defined  by  the  Council  on  Emergency  Medical 
Service  of  the  A.M.A. 

The  group  recommended  that  the  governor  ap- 
point a State  Director  of  Emergency  Medical  Serv- 
ice and  that  this  director  should  represent  the  Ne- 
braska State  Medical  Association;  that  he  be  nom- 
inated by  the  president  of  the  association;  and  that 
he  be  a member  of  the  Emergency  Medical  Service 
Committee  of  the  Nebraska  State  Medical  Associa- 
tion. Dr.  Freymann  related  that  following  this 
conference  the  governor  appointed  Mr.  Edward 
Gillette,  present  State  Treasurer,  to  direct  civil  de- 
fense planning. 

PRELIMINARY  DRAFT  OF  STATE  CIVIL 
DEFENSE  PLAN 

It  was  noted  that  Dr.  Everitt’s  preliminary  draft 
of  a plan  for  state-wide  organization  for  disaster 
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relief  had  been  sent  to  all  committee  members.  The 
chairman  suggested  that  an  entire  meeting  be  de- 
voted to  consideration  of  the  plan  when  the  com- 
mittee is  ready  for  detailed  planning.  This  sug- 
gestion was  accepted  by  the  committee. 

APPOINTMENT  OF  EXTENDED  COMMITTEE 
MEMBERS 

Dr.  Freymann  read  a proposed  letter  which  would 
go  out  over  the  signature  of  Dr.  Sheets  to  all 
county  society  presidents  requesting  that  they  ap- 
point an  extended  Emergency  Medical  Service  Com- 
mittee from  their  societies.  The  committee  ap- 
proved the  letter  with  minor  modifications.  It  was 
further  agreed  that  the  letter  should  not  be  sent  out 
until  Dr.  Whitham  and  Mr.  Smith  had  visited  with 
Mr.  Gillette  to  detei-mine  whether  or  not  any  of  its 
provisions  conflicted  with  Mr.  Gillette’s  plans. 

STATE  DIRECTOR  OF  EMERGENCY 
MEDICAL  SERVICE 

Dr.  Redgwick  moved  that  Dr.  Sheets  be  asked  to 
recommend  to  the  governor  the  appointment  of  Dr. 
Roy  Whitham  as  State  Director  of  Emergency 
Medical  Service  and  as  a member  of  the  Governor’s 
Advisory  Committee  on  Civil  Defense  Planning. 
Dr.  Everett  seconded  the  motion  and  it  was  carried. 

SUB-COMMITEE  ON  ATOMIC  INJURIES 

Dr.  Freymann  suggested  that  Dr.  Sheets  appoint 
an  educational  committee  which  would  be  charged 
with  the  responsibility  of  educating  the  doctors  in 
the  medical  aspects  of  atomic  warfare  and  with 
the  dissemination  to  the  public  of  knowledge  con- 
cerning the  medical  aspects  of  the  newer  agents 
of  warfare. 

Committee  members  adopted  this  suggestion  with 
the  additional  recommendation  that  the  committee 
be  known  as  the  Sub-Committee  on  Atomic  Injuries 
and  that  it  be  comprised  of  Dr.  Howard  Hunt,  Chair- 
man, Omaha;  Dr.  George  Underwood  and  Dr.  Mar- 
shall Neely  of  Lincoln. 

Dr.  Whitham  thought  that  the  officers  of  all 
sizeable  medical  programs;  i.e..  Mid- West  Clinical 
Society,  etc.,  should  be  contacted  relative  to  hav- 
ing one  of  the  committee  members  on  their  pro- 
grams. Mr.  Smith  also  noted  that  the  Speakers 
Bureau  Committee  will  sponsor  two  one-day  medical 
meetings  this  winter.  He  thought  one  of  the 
speakers  could  appear  on  these  programs.  The 
medical  schools’  refresher  courses  were  listed  by 
Dr.  Redgwick  as  other  approaches  to  the  education 
of  doctors  on  atomic  injuries.  Dr.  Freymann  agreed 
to  write  the  letter  for  the  appointment  of  the  sub- 
committee and  then  send  it  to  the  headquarters 
office. 

NEXT  PROPOSED  PROJECT 

The  committee  decided  that  its  next  project 
should  be  directed  toward  the  guidance  of  extended 
Emergency  Medical  Service  Committees.  To  ac- 
complish this  the  state  committee  will  define  the 
position  of  the  medical  profession  in  local  and  state- 
wide defense  planning  and  compile  instructions  for 
the  guidance  of  local  committees  in  organizing  for 
the  emergency  care  of  the  sick  and  injured  in  the 
event  of  a disaster. 

Adjourned. 


ANNOUNCiMENTS 


The  Annual  Postgraduate  Conference  in  Otolaiyn- 
gology  at  the  State  University  of  Iowa,  will  be 
conducted  on  November  27  to  December  2,  1950,  at 
the  University  Hospitals,  Iowa  City,  Iowa.  Fur- 
ther information  may  be  obtained  from  the  Direc- 
tor of  Medical  Postgraduate  Studies,  Medical  Lab- 
oratory Building,  Iowa  City,  Iowa. 

The  Institute  of  Industrial  Health  of  the  Uni- 
versity of  Cincinnati  will  accept  applications  for  a 
limited  number  of  Fellowships  which  are  being 
offered  to  qualified  candidates  who  wish  to  pursue 
a graduate  course  of  instruction  which  will  qualify 
them  for  the  practice  of  Industrial  Medicine.  Can- 
didates who  complete  satisfactorily  the  course  of 
study  will  be  awarded  the  degree  Doctor  of  In- 
dustrial Medicine.  Any  registered  physician,  who 
is  a graduate  of  a Class  A medical  school  and  who 
has  completed  satisfactorily  two  years  of  residency 
(including  internship)  in  a hospital  accredited  by 
the  American  Medical  Association  may  apply  for 
a Fellowship  in  the  Institute  of  Industrial  Health. 
The  course  of  instruction  consists  of  a two-year 
period  of  intense  preliminary  training  in  the  basic 
phases  of  Industrial  Medicine  followed  by  one  year 
of  practical  experience  under  adequate  supervision 
in  industry.  During  the  first  two  years,  the  stip- 
ends for  the  Fellowships  vary  from  $2,100  to  $3,000. 
In  the  third  year  the  candidate  will  be  compensated 
for  his  service  by  the  industry  in  which  he  is  com- 
pleting his  training.  Requests  for  additional  in- 
formation should  be  addressed  to  the  Institute  of 
Industrial  Medicine,  College  of  Medicine,  Cincin- 
nati 19,  Ohio. 


The  following  information  is  forwarded  so  that 
physicians  may  become  familiar  with  our  policy  in 
admitting  patients: 

The  following  items  should  be  sent  to  the  Medi- 
cal Director  before  an  admittance  date  can  be  given 
to  the  patient:  (1)  County  bond — to  be  complete 

must  be  signed  by  the  County  Assistance  Director 
and  a County  Commissioner.  (2)  Physical  examina- 
tion blank — completed  and  signed  by  the  attending 
physician.  (3)  Recent  chest  x-ray. 

Your  County  Assistance  Director  should  have  the 
necessary  forms  in  his  or  her  office  and  will  co- 
operate in  facilitating  the  necessary  procedures. 

Your  cooperation  in  following  the  outlined  pro- 
cedures will  result  in  an  early  admittance  if  bed 
space  will  allow. 

WM.  E.  NUTZMAN,  M.D., 

Medical  Director. 


Life  insurance  purchases  in  the  United  States  in 
April  increased  17  per  cent  over  purchases  in  the 
corresponding  month  of  last  year,  the  Life  In- 
surance Agency  Management  Association  reports. 
Total  purchases  in  April  were  $2,171,000,000,  an  in- 
crease of  $319,000,000  over  purchases  in  April  last 
year.  In  the  first  four  months  of  this  year,  life 
insurance  purchases  have  been  a billion  dollars 
greater  than  in  the  corresponding  period  of  last 
year. 
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Friends  and  admirers  of  the  late  Dr.  Lu- 
cien  Stark  of  Norfolk  have  furnished  a room 
in  his  memory  in  Our  Lady  of  Lourdes  Hos- 
pital in  Norfolk.  The  room  was  dedicated 
August  27th. 


The  Nebraska  Chapter  of  the  American 
Academy  of  General  Practice  held  a one-day 
annual  session  in  Lincoln,  September  20th. 
The  session  was  well  attended,  the  program 
having  been  arranged  to  suit  the  tastes  and 
needs  of  the  General  Practitioner. 


The  number  of  licensed  medical  doctors  in  Ne- 
braska has  risen  to  a record  high  of  2,361,  the  bu- 
reau of  examining  boards  reported  recently. 

Ninety-six  names  were  added  to  the  roster  as  the 
result  of  examinations  given  in  June. 

Those  who  passed  the  June  examination  now  are 
taking  their  interneship,  some  in  other  states,  but 
many  of  them  eventually  will  enter  practice  in 
Nebraska. 

And  many  of  them  will  head  for  locations  in 
small  towns.  Director  Oscar  Humble  of  the  bureau 
of  examiners  believes. 

Not  all  of  the  doctors  licensed  in  Nebraska  now 
are  practicing  in  this  state,  however.  Some  are  in 
the  armed  services,  and  some  have  moved  else- 
where but  maintain  their  Nebraska  licenses.  The 
group  totalled  669  at  the  last  count,  in  June. 


The  Nebraska  State  Radiological  Society  has  in- 
corporated as  a non-profit  organization. 

Dr.  Ralph  C.  Moore,  radiologist  at  Methodist  Hos- 
pital in  Omaha  is  president.  It  meets  monthly  for 
scientific  and  business  purposes. 

According  to  Dr.  Moore  the  group  decided  to  in- 
corporate in  order  to  take  a more  active  part  in 
tuberculosis  and  cancer  research  and  fund  drives. 

Dr.  John  E.  Downing  of  Omaha  is  secretary. 


Dr.  Roy  W.  Fouts,  Omaha  physician,  has 
been  reappointed  to  the  Nebraska  Advisory 
Hospital  Council  by  Gov.  Val  Peterson.  His 
three-year  term  will  end  September  16,  1953. 


The  Nebraska  Medical  Foundation  has  giv- 
en a second  five-hundred-dollar  research 
grant  to  Dr.  Charles  M.  Wilhelmj,  Director 
of  Research  at  Creighton  University,  for 
work  on  high  blood  pressure.  Dr.  Wilhelmj 
received  a similar  grant  last  year. 


A.M.A.  MEETS  IN  CLEVELAND 
DECEMBER  5-8 

What  does  a good  family  doctor  do  when 
he  takes  a holiday? 

He  heads  for  a medical  meeting,  of  course, 
and  goes  right  on  talking  about  cardiac  ar- 
rhythmias and  gastrointestinal  upsets  and 
all  the  rest  of  the  diseases  that  are  plaguing 
mankind. 

Better  start  now.  Doctor,  plotting  a 
scheme  for  a colleague  to  take  your  OB  calls 
for  a week  so  that  you  can  get  out  of  the 
office  for  a holiday  and  that  “clinical  re- 
fresher” awaiting  you  at  the  A.M.A.  Cleve- 
land Session  for  General  Practitioners,  De- 
cember 5-8. 

Cleveland  won’t  offer  the  abalone  steaks 
and  cable  cars  of  San  Francisco  or  the  board- 
walk and  beach  of  Atlantic  City — but  it  will 
offer  you,  besides  the  four  days  of  demon- 
strations and  lectures,  ample  opportunity  to 
take  care  of  the  inner  man  at  fine  restau- 
rants with  evenings  of  relaxing  entertain- 
ment at  its  most  modern  theatres. 


Terming  the  county  “the  key  area  in  which  the 
main  public  relations  job  of  the  medical  profession 
must  be  done,”  Dr.  George  F.  Lull,  Secretary  and 
General  Manager  of  the  American  Medical  Asso- 
ciation, unveiled  plans  for  the  Third  Annual  Medical 
Public  Relations  Conference. 

The  1950  Conference  is  set  for  December  3 and 
4 in  Cleveland  — just  prior  to  the  Clinical  Session 
of  the  American  Medical  Association.  It  will  con- 
centrate on  county  society  programs  aimed  at  in- 
creasing community  goodwill  toward  the  medical 
profession. 

In  attendance  at  the  two-day  session  will  be  some 
300  M.D.  chairmen  of  state  and  county  medical  so- 
ciety public  relations  committees,  society  executive 
secretaries  and  public  relations  directors,  officers 
of  the  American  Medical  Association  Woman’s 
Auxiliary  and  key  representatives  of  allied  health 
organizations. 

The  program  schedule  calls  for  four  work  ses- 
sions, two  noon  sessions  and  an  evening  session. 
All  activities  will  be  at  the  Hotel  Statler. 


A.M.A.  WASHINGTON  OFFICE 
Who  is  in  the  Reserves?  Surgeons  General  Give 
Definitions.  Inquiries  to  the  Washington  Office  of 
AMA  indicate  uncertainty  on  the  part  of  some 
physicians  as  to  whether  they  actually  are  in  the 
military  reseiwes  at  this  time,  and  therefore  sub- 
ject to  call. 

Because  of  the  many  laws,  rules  and  regulations 
involved,  only  the  proper  military  authorities  can 
give  a final  answer  in  any  particular  case.  The 
best  advice  this  office  can  give  is  this:  If  the  man 

served  in  the  Army,  and  has  (or  thinks  he  might 
possibly  have  had)  a reseiwe  commission,  he  should 
contact  the  commander  of  the  militai-y  district  in 
which  he  resides  for  official  determination  of  his 
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status.  If  he  sei-ved  in  the  Navy,  and  is  concerned 
about  his  status,  he  should  contact  the  commandant 
of  his  Naval  district. 

At  our  request,  the  Army  Surgeon  General’s  Of- 
fice and  the  Bureau  of  Naval  Personnel  have  sup- 
plied the  following  information,  which  should  be 
considered  only  for  guidance,  not  for  determination 
of  status: 

ARMY : “Reserve  officer  appointments  or  reap- 

pointments in  force  at  the  outbreak  of  World  War 
II  (or  made  subsequently)  remain  in  force  until 
six  months  after  termination  of  the  war  or  termin- 
ation of  the  five-year  appointment  period,  which- 
ever is  the  later,  unless  specific  action  to  terminate 
the  appointment  has  been  taken  by  the  Department 
of  the  Army.  Under  current  law  in  this  instance. 
World  War  II  has  not  been  declared  terminated.” 

NAVY:  “A  man  is  still  in  the  Naval  Reserves 

unless:  1.  He  has  resigned  his  reserve  commission, 

or  2.  He  has  been  discharged  from  the  reserves. 
The  mere  release  to  inactive  duty  of  an  officer  in 
the  Naval  Reseiwes  does  not  sever  his  connection 
with  the  Navy.” 

Air  Force  had  no  separate  medical  seiwice  dur- 
ing World  War  II.  The  Air  Surgeon’s  office  said 
that  its  situation  would  be  covered  by  the  above 
Army  statement. 

We  repeat,  the  proper  course  is  for  every  man 
uncertain  of  his  reseiwe  status  to  contact  his  Mili- 
tary District  commanding  officer  or  Naval  District 
commandant. 


DEPARTMENT  OF  DEFENSE 
OFFICE  OF  PUBLIC  INFORMATION 
Washington  25,  D.C. 

The  following  is  a statement  released  September 
26,  1950  by  Dr.  Richard  L.  Meiling,  Director  of  Medi- 
cal Services,  Office  of  the  Secretary  of  Defense: 

“In  response  to  inquiries  from  the  press,  the  fol- 
lowing information  regarding  the  adequacy  of  hos- 
pital facilities  in  the  Armed  Forces,  particularly 
for  the  casualties  returning  from  Korea,  is  fur- 
nished. 

On  July  1,  1950,  the  Armed  Forces  had  37,300 
operating  beds  (staffed  and  equipped  for  use)  in 
continental  United  States.  This  was  increased  to 
38,067  on  August  1;  to  43,639  on  September  1;  and 
to  49,408  as  of  October  1,  1950. 

In  short,  as  of  October  1 the  operating  beds  in 
military  hospitals  in  this  countiy  will  have  been 
increased  12,416  since  July  1,  1950. 

To  meet  the  needs  of  the  Korean  action  and  the 
military  expansion  program,  2,545  beds  formerly 
allocated  in  military  hospitals  for  use  by  Veterans 
Administration  beneficaries  were  or  will  be  returned 
to  military  use  in  August  and  September  and  Octo- 
ber, 1950.  Combined  with  the  above  increase  of 
12,416  beds,  the  Armed  Forces  now  have  provided 
an  additional  14,961  operating  beds  over  July  1 to 
care  for  Korean  casualties  and  other  militaiy  per- 
sonnel. 

The  total  mobilization  capacity  of  military  hos- 
pitals now  activated  in  this  country  is  over  112,000. 
The  mobilization  beds  include  the  49,408  now 
staffed,  plus  62,592  which  can  be  staffed  and  placed 
in  use  as  the  need  arises  and  personnel  to  staff 
them  becomes  available. 


During  the  second  week  of  September,  1950,  there 
were  approximately  28,500  patients,  including  sol- 
diers, sailors,  marines,  airmen,  dependents,  retired 
personnel,  veterans,  and  civilians,  in  military  medi- 
cal treatment  facilities  in  this  country. 

Briefly,  then,  the  facts  concerning  availability  of 
and  requirements  for  hospitalization  in  military  fa- 
cilities in  continental  United  States  are  as  follows: 


Operating:  beds,  October  1 49,408 

Mobilization  b^s,  October  1 112,000 

Patients  hospitalized, 

(2nd  week  of  September) 28,600 

Vacant  operating  beds 20,908 

Vacant  mobilization  beds 83,735 


Approximately  3,000  military  patients  from  the 
Far  East  Command  have  been  returned  to  hospitals 
in  this  country  between  July  24  and  September  21, 
1950.  This  includes  casualties  from  the  Korean 
theater  plus  other  patients  from  that  command. 

The  Department  of  the  Army  has  retained  mili- 
tary control  over  three  closed  hospitals  located  at 
Valley  Forge,  Pennsylvania;  Waltham,  Massachu- 
setts; and  Battle  Creek,  Michigan,  as  a reserve 
against  future  emergencies.  In  July,  the  Depart- 
ment of  the  Army  was  instructed  to  keep  these 
hospitals  in  readiness  for  immediate  reopening. 
Similarly,  the  Department  of  the  Navy  has  retained 
control  over  the  closed  hospital  at  San  Leandro, 
California. 

With  the  increased  flow  of  patients  being  re- 
turned from  Japan  and  the  concurrent  expansion 
of  the  Armed  Forces,  need  for  additional  medical 
care  facilities  has  developed.  In  accordance  with 
the  standard  procedure  within  the  Department  of 
Defense,  the  Department  of  the  Ai-rny  on  Septem- 
ber 25  requested  authority  from  the  Department 
of  Defense  to  open  the  hospital  at  Valley  Forge, 
Pennsylvania  on  October  1,  the  hospital  at  Wal- 
tham, Mass.,  on  November  1,  and  the  hospital  at 
Battle  Creek,  Mich.,  on  December  1 and  expand  the 
operating  beds  in  nine  other  hospitals.  This  au- 
thority was  granted. 

The  Veterans  Administration  has  offered  to  make 
available  to  the  Departments  of  the  Army,  Navy  and 
Air  Force  beds  in  specialized  treatment  facilities 
for  the  care  of  blind,  deaf,  amputee  and  other  types 
of  patients  requiring  special  treatment  measures. 
To  date,  the  three  military  departments  have  not 
submitted  requirements  for  use  of  these  Veterans 
Administration  facilities. 

A basic  policy  in  the  military  hospital  program 
is  the  joint  use  of  military  hospitals,  by  which 
members  of  the  three  military  services  may  be 
cared  for  in  the  nearest  hospital,  regardless  of  the 
seiwice  which  operates  it.  In  accordance  with  this 
policy,  the  Department  of  the  Navy,  which  on  July 
1 was  providing  500  heds  for  Army  and  Air  Force 
patients,  offered  to  provide  3,880  additional  beds 
to  accommodate  overseas  casualties  while  the  Army 
was  re-opening  and  staffing  13  new  hospitals  at 
military  posts  in  continental  United  States.  This 
was  authorized  by  the  Secretary  of  Defense  Sep- 
tember 1.  Currently,  some  1,700  Army  patients  are 
under  care  in  Navy  hospitals. 
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WOMAN'S  AUmiARV 


MEMBERS- AT-LARGE 

Have  I an  audience?  — or  does  the  doc- 
tor’s wife  know  she  can  be  classified  thus? 

It  is  expedient  that  every  potential  mem- 
ber be  identified  before  “Deadline  for  Dues” 
and  State  Convention  time  this  year.  We 
are  useful  as  an  auxiliary  only  when  each 
member  is  convinced  of  her  own  usefulness. 
Primarily,  we  enjoy  a state  of  distinction 
because  we  are  married  to  doctors.  That 
state  immediately  obligates  us  to  a type  of 
service  to  the  community  in  which  we  live 
on  the  same  ethical  principles  practiced  by 
our  husbands. 

We  are  accepted  company  in  many  circles ; 
we  are  active  members  in  many  civic  and 
philanthropic  groups;  we  are  leaders  in  edu- 
cational projects.  WE  ARE  HEARD.  Are 
we  saying  wise,  fair,  and  true  things?  Are 
we  following  our  words  up  with  action  ? Are 
we  loyal  to  the  professional  societies  which 
give  us  a right  to  exist? 

The  Woman’s  Auxiliary  to  the  Nebraska 
State  Medical  Association  has  this  year,  as 
always,  set  forth  admirable  objectives:  aid 
the  parent  society  to  fight  socialized  medi- 
cine; study  legislation  affecting  our  profes- 
sion* study  and  distribute  worthwhile  litera- 
ture; gain  favorable  publicity  through  our 
public  relations  by  first  living  good  human 
relations  in  our  everyday  contacts. 

We  encourage  the  cooperation  of  every 
doctor’s  wife  in  Nebraska  to  realize  these 
objectives.  Through  fine  organizational 
work  we  will  reach  many  of  you  through 
county  auxiliaries  but  there  are  many  mem- 
bers-at-large.  We  have  no  mailing  list;  we 
have  no  contact  with  you;  we  can’t  advise 
you  of  your  nearest  auxiliary.  If  your  hus- 
band is  a member  of  the  Nebraska  State 
Medical  Association,  will  you,  by  mailing 
your  name  and  address  and  your  check  for 
state  (75c)  and  national  dues  ($1.00)  to: 
Mrs.  H.  0.  Bell,  State  Treasurer,  316  West 
11th  Street,  York,  Nebraska,  become  an  ac- 
tive, recognized  member- at -large  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association? 

Please  do  it  NOW  while  dues  and  member- 
ships are  being  taken  in  the  local  auxiliaries. 
You  will  be  one  of  us  all  through  the  year  in- 
stead of  just  being  eligible  for  registration 
at  convention  in  May.  james  p.  donelan, 

2703  North  65th  St.,  Omaha. 

Chairman,  Members-at-Large. 


Mrs.  Glenn  D.  Whitcomb,  president  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  addressed  wives  of  Ne- 
braska doctors,  who  were  attending  the  an- 
nual scientific  session  of  the  Academy  of 
General  Practice  in  Lincoln  Wednesday, 
Sept.  22nd.  She  was  also  guest  speaker 
Monday  evening.  Sept.  27  at  a joint  meeting 
of  the  Tri-County  Medical  Society  and  the 
Woman’s  Auxiliary,  held  at  the  Fremont, 
Nebr.,  Country  Club. 

Other  speakers  were  M.  C.  Smith,  execu- 
tive secretary  of  the  Nebraska  State  Medical 
Asscoiation,  and  Dr.  George  Underwood, 


The  Dawson  County  Medical  Society  and 
its  auxiliary  met  for  a dinner  meeting  Mon- 
day evening,  October  2nd,  at  the  Dixie  Inn 
in  Cozad.  Dr.  M.  J.  Ayres  presided.  Dr. 
George  Underwood,  chairman  of  public 
health  of  the  Nebraska  Medical  Association, 
and  T.  A.  Filipi,  sanitary  engineer  for  the 
Nebraska  State  Health  Department,  both  of 
Lincoln,  were  the  speakers. 

The  Auxiliary  then  held  their  meeting  at 
the  home  of  Mrs.  Charles  Sheets.  Mrs.  P. 
B.  Olsson  of  Lexington,  president,  presided. 
Mrs.  Charles  Hranac  of  Cozad  was  chosen 
program  chairman.  Those  attending  from 
Gothenburg  were:  Dr.  and  Mrs.  B.  W.  Pyle, 
Dr.  and  Mrs.  M.  J.  Ayres,  Dr.  and  Mrs.  H. 
M.  Harvey  and  Dr.  and  Mrs.  S.  H.  Perry. 


Members  of  the  Scottsbluff  County  Medi- 
cal association  and  the  Auxiliary  held  a joint 
dinner  meeting  Thursday,  Sept.  14th  at  the 
Country  Club.  Mrs.  Paul  Baker,  program 
chairman,  arranged  for  the  showing  of  a 
film  on  cancer  control.  It  was  designed  espe- 
cially for  women  and  showed  how  by  self 
examination  an  early  detection  of  cancer 
was  possible.  Dr.  Ted  Riddell  showed  the 
picture  for  the  combined  groups.  This  film 
is  available  to  other  groups,  it  is  announced, 
and  may  be  shown  by  them  if  they  wish  to 
contact  the  Auxiliary.  A separate  business 
meeting  was  held  by  the  Auxiliary  after  the 
program. 


Life  insurance  policyholders  and  beneficiaries  in 
the  United  States  set  aside  nearly  $660,000,000 
of  their  1949  benefits  for  income  use,  rather  than 
drawing  it  out  as  lump  sum  settlement,  the  Insti- 
tute of  Life  Insurance  reports. 
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NEBRASKA  STATE  DEPARTMENT 
OF  HEALTH 

FEDERAL  EVALUATION  OF  STATE  HEALTH 
DEPARTMENT  LABORATORIES  IN 
SEROLOGY  OF  SYPHILIS 

L.  O.  VOSE,  Director  of  Laboratories 
State  of  Nebraska  Department  of  Health 
Lincoln,  Nebraska 

Since  about  1936  the  United  States  Public  Health 
Service  has  annually  conducted  a specimen-type 
evaluation  of  State  Laboratories’  performance  of 
tests  for  syphilis.  Following  is  a statement  of  the 
standing  of  the  State  Health  Department’s  Labora- 
tory at  Lincoln  in  the  1950  evaluation.  Included 
also  is  a condensed  summary  of  the  evaluation  re- 
sults of  all  test  performances  from  48  State  Labora- 
tories and  control  laboratories,  accompanied  by  a 
brief  discussion.  The  degree  of  proficiency  of  lab- 
oratories in  this  field  is  considered  of  probable  in- 
terest to  physicians  who  have  occasion  to  diagnose 
or  treat  syphilis. 

TABLE  I 

NEBRASKA  HEALTH  DEPARTMENT  LABORATORY 
Test  Sensitivity  Specificity 

Nebraska  Flocculation  78.7%  100% 

Nebraska  Complement  Fixation 78.4%  100% 

VDRL  Tube  Flocculation 75.0%  100% 

In  this  table  are  quoted  the  results  obtained  by 
the  Department’s  Laboratory.  The  first  two  test 
performances  listed  are  those  routinely  used  by  the 
Department.  The  VDRL  Tube  Test  is  one  tried 
out  on  evaluation  specimens  for  experimental  pur- 
poses and  is  not  routinely  employed  by  the  lab- 
oratory. 

Sensitivity  percentage  is  the  percentage  of  posi- 
tive results  secured  on  approximately  200  speci- 
mens from  diagnosed  cases  of  syphilis  of  various 
types.  In  order  to  have  evaluation  specimensi  from 
syphilitics  representative  of  what  might  be  antici- 
pated in  practice,  some  early  primary  cases  and 
also  treated  cases  known  or  believed  to  be  sero- 
negative are  usually  included  among  the  donors 
in  this  group.  The  number  of  such  sero-negative 
cases  of  syphilis  among  evaluation  donors  limits  the 
percentage  sensitivity  a laboratory  is  able  to  ob- 
tain in  evaluation. 

Specificity  percentage  is  a statement  of  the  per- 
centage of  negative  results  secured  on  approximate- 
ly 150  specimens  from  donors  classed  as  non-syphil- 
itic by  those  conducting  the  evaluation.  A good  lab- 
oratory should  ordinarily  show  not  less  than  99% 
specificity.  Many  laboratories  achieve  100%  on 
specimens  from  the  type  of  individuals  chosen  as 
non-syphilitic  evaluation  donors. 

TABLE  II 

SUMMARY  OF  TOTAL  EVALUATION  RESULTS 
Number  of  Average 


Performances 

Sensitivity 

Average 

Tests  j 

Evaluated 

Percent 

Specificity 

Kline  Flocculation  Tests 

18 

79.18 

99.51 

Mazzini  Test 

. - 17 

77.26 

99.23 

VDRL  Flocculation  Tests 

42 

77.02 

99.58 

Miscellaneous  Flocculation  Tests-  21 

74.67 

99.13 

Kahn  Flocculation  Tests 

37 

71.99 

99.56 

Kolmer  Complement  Fixation 

Te«ts 

. . 37 

71.62 

99.31 

Other  Complement  Fixation 

Tests  

11 

66.47 

99.36 

Average  and  Totals 

183 

74.03 

99.38 

In  Table  II  are  listed 

the  average  overall  results 

of  the  evaluation.  In 

the  first 

column 

are  tests 

classed  largely  by  authorship.  For  instance,  both 
Kahn  tests  are  grouped  together  and  three  Kline 
technics  are  listed  as  “Kline  Flocculation  Tests.” 


In  the  second  column  are  listed  the  number  of 
test  performances  of  the  particular  classification 
evaluated.  There  were,  for  instance,  18  laboratories 
which  performed  and  reported  the  results  of  Kline 
tests,  and  42  which  did  likewise  with  VDRL  tests. 
In  the  other  columns  are  listed  average  results  of 
sensitivity  and  of  specificity  for  types  of  tests  as 
classified  in  the  first  column. 

As  may  be  noted  in  this  evaluation,  Kline  tests 
showed  the  highest  average  sensitivity  and  the 
group  of  miscellaneous  Complement  Fixation  tests 
the  lowest  average  sensitivity. 

The  individual  test  performance  evaluated  and 
showing  highest  sensitivity  was  a VDRL  slide  test 
which  showed  86.5%.  At  the  other  extreme  was  a 
Kahn  test  having  50.7%  sensitivity,  and  a Kolmer 
Complement  Fixation  test  next  to  low  with  50.8%. 

In  specificity  and,  not  shown  by  the  above  tables 
because  only  averages  were  stated,  101  test  per- 
formances (55.2%  had  100%  specificity  and  an  ad- 
ditional 54  (29.95%)  showed  over  99%,  but  under 
100%  in  this  respect.  Only  28  (15.3%)  of  the  test 
performances  showed  under  99%. 

TABLE  III 

DEGREE  OF  VARIATION  OF  RESULTS  OF  INDIVIDUAL 
NAMED  TESTS  AS  PERFORMED  IN 
DIFFERENT  LABORATORIES 


Variation 

Number  of 

from 

Name  of  Test 

Performances 

Average 

Mazzini 

17 

2.7 

Kline  Standard 

12 

3.1 

VDRL  Slide 

38 

4.1 

Kahn  Standard 

31 

4.3 

Kolmer  Simplified 

33 

4.9 

In  Table  III,  the  degree  which  individual  test 
performances  varied  from  the  average  performance 
for  the  specific  test  has  been  computed  and  is 
shown.  This,  of  course,  applies  only  to  results  in 
the  class  of  syphilitics.  This  table  was  prepared 
in  an  attempt  to  show  the  degree  of  constancy  or 
reproducibility  of  certain  tests  when  performed  in 
various  laboratories.  Only  tests  are  included  in 
this  table  in  which  an  appreciable  number  of  test 
performances  were  available.  As  may  be  noted, 
Mazzini  test  results  showed  the  greatest  degree  of 
reproducibility,  and  the  Kolmer  Complement  Fixa- 
tion test  the  greatest  variation. 

Another  item  worthy  of  note  and  shown  by  this 
evaluation  is  that  tests  using  cardiolypin  antigens 
show  well,  but  not  markedly  different  either  in 
regard  to  sensitivity  or  specificity,  from  tests  in 
which  older  types  of  antigens  were  employed. 

Overall  results  of  the  evaluation  are  considered 
proof  that  State  Laboratories  are  doing  a good  job 
in  the  serology  of  syphilis. 


Gamma  globulin  compares  favorably  with  anti- 
toxin as  a treatment  for  scarlet  fever.  Dr.  F.  F. 
Silver  of  Western  Reserve  University,  Cleveland, 
treated  106  patients  with  gamma  globulin  and  108 
with  scarlet  fever  antitoxin.  He  reported  that  the 
blood  fraction  and  the  antitoxin  “affected  the  tem- 
perature and  accelerated  the  fading  of  the  rash  in 
like  manner.”  There  were  fewer  complications  with 
human  immune  globulin.  — From  Current  Medical 
Digest. 
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KNOW  YOUR 
BLUE  SHIELD  PLAN 


A new  Blue  Shield  medical  report  form  has  been 
devised  to  serve  a two-fold  purpose.  It  will  sim- 
plify the  physicians’  work  or  reporting  cases  and 
expedite  the  handling  of  cases  in  the  Blue  Shield 
office.  Distribution  of  the  new  forms  is  being 
made  gradually,  on  a replacement  basis. 


Greatly  increased  utilization  was  the  major  factor 
which  necessitated  the  rate  increase  which  will  go 
into  effect  December  1 for  Direct  Pay  and  Com- 
munity Group  members  of  Blue  Cross  and  Blue 
Shield.  For  more  than  a year,  payments  for  hos- 
pital and  medical  services  and  administration  costs 
for  members  of  the  Direct  Pay  category  have  ex- 
ceeded income.  The  rate  adjustment  for  Blue  Cross 
will  enable  the  Plan  to  meet  the  expense  of  increased 
utilization  and  higher  hospital  charges,  while  the 
Blue  Shield  rate  adjustment  is  scaled  to  meet  the 
costs  of  increased  utilization  and  increases  in  bene- 
fit payments  which  are  included  in  the  new  mem- 
bership agreement. 


Reminder:  The  new  Blue  Shield  benefits  which 

will  go  into  effect  on  December  1 for  Direct  Pay 
members  include:  In-Hospital  medical  care  pay- 

ments of  $4  per  day  for  70  days  per  admission; 
increases  from  $150  to  $200  in  benefit  payments  for 
numerous  major  surgical  procedures;  and  the  ad- 
dition of  a number  of  sei-vices  not  formerly  listed 
in  the  schedule  of  benefits. 


The  question,  “Do  Blue  Cross-Blue  Shield  bene- 
fits apply  to  polio?”  is  frequently  asked.  Physi- 
cians can  help  in  answering  this  question  by  ex- 
plaining that  Blue  Cross-Blue  Shield  membership 
does  provide  the  same  benefits  for  polio  as  for  any 
other  condition.  Regular  contract  benefits  apply, 
and  the  Plans  process  numerous  cases  of  polio  each 
month.  This  important  information  should  be 
brought  to  the  attention  of  present  members  as 
well  as  potential  members. 


NEBRASKA  MEDICAL  SERVICE 


BALANCE  SHEET 
NEBRASKA  MEDICAL  SERVICE 
September  30,  1950 


Assets : 

Cash  in  banks  $134,685.58 

Premiums  in  process  of  collection 14,238.50 

U.  S.  Bonds  (cost  plus  accrued 

interest)  351,273.12 

Total  Assets  

Liabilities,  Reserves  and  Surplus: 

Accounts  payable.  Blue  Cross $ 10,510,66 

Accounts  payable,  monthly  invoices 291,69 

Accrued  payroll  taxes 174,00 

Claims  reported  but  unpaid 2,998,00 

Unearned  premiums  106,438,46 

Total  Liabilities  

Reserves  for: 

Unreported  claims  $117,533.62 

Maternity  care  122.816.70 

Bonuses  1,928.57 

Collection  losses  1,500.00 

Total  Reserves  

Surplus : 


$500,197.20 


$120,412.81 


$243,778.89 

.$136,005.50 


$500,197.20 


Bank  Balances,  September  30,  1950 : 


Packers  National  Bank,  Omaha $133,538.42 

First  National  Bank,  Omaha 1,147.16 


$134,685.58 


INCOME  AND  EXPENSE 


September,  1950 


Income : 

Month  of 
September 

$19.0,1R7  19. 

9 Months 
to  Date 

$968,856.08 

17,471.00 

1,604.18 

126.00 

1,268. no 

fi9s.no 

Miscelalneous  _ - - - 

$122,050.12 

$988,057.26 

Expenses : 

Claims  

Administrative  Expense: 


-$100,250.32* 


$846,433.82 


Regular  9,834.16 

Advertising  (50-50)  676.50 

Bonuses  333.33 

Secretarial  fees 416.67 

Medical  Director  250.00 

Advertising  13.25 

Auditing  

Printing  182.14 

Stationery  

Conferences  and  meetings 150.60 

Collection  expenses  36.50 

Reserve  for  collection  losses 

Taxes  and  licenses 

Dues  137.77 

Actuarial  survey 

Miscellaneous  


85,353.50 

7,111.36 

2,999.99 

3.750.03 

2.250.00 
1.067.05 

840.00 
2,940.43 

44.80 

2.972.03 
416.30 

1.500.00 

110.00 
1,001.71 
1,031.73 

144.72 


$112,281.24  $959,967.47 


Net  Gain  or  Less $ 9,768.88  $ 28,089.79 

* Includes  amount  for  unreported  claims  as  recommended 
by  the  Pennsylvania  Blue  Shield  Plan. 


ENROLLMENT  SUMMARY 


September» 

1950 

Groups  enrolled  during  September - . 

Groups  cancelled  during  September 
Number  of  active  groups,  October  1,  1950  . 

Sub- 

scribers 

Membership,  September  1,  1950 56,695 

De- 

pendents 

78,806 

83 
_ 17 

-2,832 
Partici- 
pants 
135,501 

Less  Terminations 
Net  Gain  - _ 

Membership,  October  1,  1950 

727 

1,073 

57,768 

80,298 

138,066 

CASE  REPORT 

September, 

1950 

Number  of  Services  Rendered 

Females 

Males 

Subscribers 

Dependents  - _ 

. 3,030 

1,767 
1,263 
- _ 1,103 
1,927 

DEATHS 

James  Frederick  Premer,  M.D.,  Benkelman.  Bom 
in  Indiana  in  1881.  Graduated  from  Nebraska  Medi- 
cal College  in  1908.  In  1909  he  located  in  Haigler. 
In  1919  he  moved  to  Benkelman  to  form  a partner- 
ship with  Dr.  Royal  Woods.  Dr.  Woods  moved  to 
Lincoln  in  1924  and  Dr.  Premer  remained  in  the 
community.  He  built  the  first  hospital  in  Benkel- 
man and  maintained  it  until  1948  when  he  retired 
from  practice  on  account  of  poor  health.  Dr. 
Premer  was  a charter  member  of  the  Southwest 
Nebraska  Medical  Association,  and  was  a past 
president  of  this  association.  He  was  a member  of 
the  Nebraska  State  Medical  Association,  and  the 
Dundy  County  Medical  Society.  Died  September 
14,  1950.  Surviving  are  three  sons  and  two  daugh- 
ters. 


Herman  E.  Kiilly,  M.D.,  Omaha.  Born  in  Omaha 
in  1904.  Graduated  from  Creighton  University  School 
of  Medicine  in  1929.  Following  an  internship  and 
residency  in  Cincinnati,  he  returned  to  Omaha  in 
1933  to  join  his  brother  Dr.  Barney  Kully  in  the 
practice  of  Ear,  Nose  and  Throat.  He  joined  the 
teaching  staff  of  his  alma  mater  and  attained  the 
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rank  of  assistant  professor  in  Otolaryngology.  He 
was  active  chairman  of  the  department  until  last 
year.  Dr.  Kully  was  a member  of  the  local  and  state 
society  and  the  American  Medical  Association.  He 
also  had  membership  in  the  Sioux  Valley  Eye,  Ear, 
Nose  and  Throat  Association  and  American 
Academy  of  Ophthalmology  and  Ehino-otolaryn- 
gology,  and  the  Omaha  Mid- West  Clinical  Society.  He 
was  on  the  staff  of  the  Union  Pacific  Railroad  Em- 
ployes Hospital  Association.  Death  came  sudden- 
ly September  19,  1950.  Surviving  are  his  wife, 
three  sons,  four  sisters  and  a brother.  Dr.  Barney 
Kully,  now  practicing  in  Los  Angeles. 


Dr.  Charles  Huston  Ziegler,  Vesta.  Bom  in  Ohio 
in  1871.  Graduated  from  Starling  Medical  College 
in  1893.  He  located  in  Crab  Orchard  in  1894.  In 
1899  he  moved  to  Vesta  where  he  remained  in  prac- 
tice until  the  time  of  his  death,  September  16.  Dr. 
Ziegler  was  a member  of  the  Johnson  County  Medi- 
cal society,  and  a past  president  of  the  Nebraska 
State  Medical  association.  Surviving  are  his  wife 
and  two  sons. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th,  Omaha. 


Dr.  Lunetta  Memming  has  become  associated  with 
Drs.  Lathrop  and  French  in  Wahoo. 

Dr.  Edwin  Loeffel,  formerly  of  Mitchell,  has  be- 
come associated  with  Dr.  S.  P.  Wiley  of  Gering. 

Dr.  Adolph  Sachs  was  recently  appointed  chair- 
man of  the  Creighton  University  Board  of  Regents. 

The  sympathy  of  The  Journal  goes  to  Dr.  F. 
Lowell  Dunn  of  Omaha  on  the  recent  death  of  his 
wife. 

Dr.  H.  D.  Runty  of  DeWitt  attended  the  meet- 
ing of  railroad  surgeons  in  Kansas  City  in  Sep- 
tember. 

Associated  with  Dr.  Ray  S.  Wycoff  of  Lexing- 
ton is  Dr.  B.  A.  Ruggieri,  a New  York  University 
graduate. 

Dr.  George  Salter  of  Norfolk  succeeded  Dr.  A. 
J.  Schwedhelm  as  president  of  Our  Lady  of  Lourdes 
hospital  staff  in  Norfolk  recently. 

Dr.  Harold  C.  Lueth  of  Omaha  represented  Ne- 
braska at  the  convention  of  the  House  of  Dele- 
gates of  the  American  Hospital  Association  held 
in  Atlantic  City  in  September. 

We  are  informed  that  a portrait  of  Dr.  George 
L.  Pinney  of  Hastings  will  be  hung  in  the  Army 
Medical  Library  in  Washington,  D.C.  Dr.  Pinney 
will  be  so  honored  in  appreciation  of  his  work  on 
arthritis  in  1944. 

Dr.  J.  E.  M.  Thomson  of  Lincoln  delivered  the 
Sarah  Mellon  Scaife  Foundation  Fellowship  Address 
on  “Rehabilitation  and  Training”  at  a joint  meet- 
ing of  the  Third  Symposium  on  Orthopaedic  Ap- 
pliances and  the  Allegheny  County  Medical  So- 
ciety at  the  Mellon  Institute  in  Pittsburgh  on  Sep- 
tember 19,  1950. 


Tuberculosis  Abstracts 

Fate  has  challenged  physicians  in  a peculiar  way 
with  respect  to  primary  cancer  of  the  lung.  Of  all 
internal  cancers,  those  originating  in  the  lung 
should  be  the  most  readily  discovered  while  still 
locally  confined.  Not  only  can  the  lesions  be  found 
but  they  can  be  properly  labeled.  Excision  of  the 
cancer-bearing  lung  has  been  shown  to  be  feasible, 
relatively  safe  and  effective.  Physicians,  there- 
fore, have  the  tools  with  which  to  find,  label,  and 
successfully  treat  cancer  in  this  location. 

SILENT  PHASE  OF  CANCER  OF  THE  LUNG 

Cure  of  cancer  of  the  lung  was  never  seriously 
considered  prior  to  1933,  when  total  excision  of  the 
lung  was  shown  to  be  possible.  During  subsequent 
years,  correlated  studies  of  symptoms,  roentgeno- 
graphic  shadows,  bronchoscopic  observations,  cellu- 
lar elements  of  sputum  and  surgically  detected 
pathologic  conditions  have  been  made.  Much  is  now 
known  as  to  the  life  history,  direction  of  spread 
and  variabilities  of  the  several  histologic  types  of 
cancer  of  the  lung.  Sufficient  time  has  elapsed  to 
find  from  the  literature  a mounting  list  of  recorded 
five  years  cures.  It  has  been  shown  that  cure  rates 
are  high  if  the  patients  submit  to  pneumonectomy  at 
a time  when  there  is  no  demonstrable  growth  out- 
side the  lung.  Those  patients  who  were  saved  by 
pneumonectomy  have  been  able  to  enjoy  life  and 
have  taken  a productive  position  in  society. 

Since  cancers  are  growths,  all  extensive  lesions 
were  at  one  time  small  and  localized.  To  eliminate 
all  delay  in  the  discovery  of  any  cancer  is,  of  course, 
essential.  The  average  patient  waits  three  months 
after  the  onset  of  symptoms  before  seeking  advice. 
The  record  then  shows  that,  by  the  orthodox  meth- 
ods physicians  use  to  sort  out  patients  with  cancer 
of  the  lung  from  those  with  other  conditions,  there 
is  another  seven-months’  delay. 

Why  has  the  time  schedule  been  so  prolonged? 
There  are  four  principal  reasons: 

1.  The  first  and  only  symptom  is  usually  nothing 
more  than  cough. 

2.  The  stethoscope  is  unreliable  because  abnor- 
mal physical  signs  are  either  nonexistent  or  the 
same  as  those  encountered  with  any  common  chest 
ailment. 

3.  Secondary  infection  is  frequent  during  the 
symptoms  phase  and  becomes  a “red  herring”  lead- 
ing to  misdiagnosis  and  misdirected  treatment, 
usually  for  recurring  colds,  chronic  bronchitis,  or 
virus  pneumonia. 

4.  Abnormal  areas  of  density  in  the  conventional 
roentgenogram  of  the  chest  are  extremely  variable 
because  of  bronchial  occlusion  of  the  segmental  or 
subsegmental  bronchi.  The  anatomic  arrangement  of 
the  pulmonary  segments  permits  a wide  range  of 
possible  shadows,  depending  on  the  relative  position 
and  superimposition  of  the  aerated  to  unaerated 
segments. 

Since  the  orthodox  method  of  case  finding  de- 
pends on  a lesion  extensive  enough  to  produce  symp- 
toms, and  since  the  signs  are  so  variable  and  con- 
fusing, it  is  obvious  that  delays  in  definite  treatment 
are  bound  to  occur.  The  same  situation  developed 
in  regard  to  case  findings  in  tuberculosis.  By  de- 
pending on  a warning  symptom,  visits  to  the  physi- 
( Continued  on  page  xxvi) 
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PREGNANCY 

DIAGNOSIS 

THE  Q-TEST 

1.  This  article  is  to  further  acquaint  you  in  the  technique  and  interpretation  of 
the  Q-Test.  From  Doctors  who  are  using  the  Q-Teet,  we  are  getting  reports 
and  are  passing  the  important  points  of  technique,  developed  by  this  field 
use,  along  to  you.  The  Q-Test  is  not  100%  but  it  is  97.789%  accurate,  based 
on  the  experience  of  33  Doctors  and  7 Hospitals  who  have  used  over  200 
Q-Tests  in  clinical  tests  during  the  past  six  weeks. 

2.  The  Q-Test  is  based  on  the  skin  test  for  pregnancy  as  developed  by  Doctors 
Falls,  Freda  and  Cohen  and  described  in  the  American  Journal  of  Obstetrics 
and  Gynecology,  Vol.  41,  January-June,  1941,  00  431-438. 

THE  OGLE  MICRO  DISPENSER 

Until  the  development  of  the  Q-Test  with  its  special,  patent  Ogle  Micro 
Dispenser,  it  was  difficult  to  accurately  inject  intradermally  1/50  cc.  primi- 
parous  colostrum  solution  as  required  by  the  Falls,  et  al  clinical  observations. 
Used  according  to  directions,  the  Ogle  Micro  Dispenser  injects  the  exact 
amount  of  the  solution  as  stated  on  the  label. 

ACCURACY 

The  Q-Test  may  be  performed  from  one  to  three  weeks  following  a missed 
menstrual  period.  The  Q-Test  is  more  accurate  when  performed  three  to 
five  weeks  after  a missed  menstrual  period. 

PRECAUTIONS 

The  dispenser  is  packaged  in  a sterile  condition.  It  is  important  to  keep 
it  sterile.  Always  hold  the  dispenser  by  its  handle.  Never  touch  or  press 
bulb  until  you  are  set  to  use  it.  Do  not  remove  tip  protector  until  you  are 
ready  to  use  the  dispenser. 

Product  is  dated  with  a two  months  expiration  dating.  Out  dated  units  may 
be  returned  for  credit. 

PRICE  $3.00 

IMMEDIATE  DELIVERY  FROM  STOCK 

Donley-Stahl  Company,  Ltd. 

"'The  Hospital  and  Physicians  Supply  House^^ 

1331  "N"  Street  — Lincoln,  Nebraska 
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TUBERCULOSIS  ABSTRACTS 
(Continued  from  page  368) 

cian,  therapeutic  trials  and  eventually  the  true  diag- 
nosis, the  disease  in  about  85  per  cent  of  all  persons 
with  tuberculosis  had  progressed  to  advanced  stages. 
-Case  finding  of  the  presymptomatic  or  silent  lesion 
by  the  mass  survey  method  has  reversed  the  ratio 
of  minimal  to  advanced  cases,  and  a yield  of  85  per 
cent  of  minimal  cases  are  discovered. 

DETECTABILITY  OF  CANCER  OF  THE  LUNG 

Cancer  of  the  lung  has  a silent  phase  and  is  de- 
tectable. The  air  within  the  expanded  lung  provides 
a natural  contrast  medium  for  the  detection  of 
changes  in  density.  Small  tumors  growing  in  the 
periphey  will  cast  a direct  shadow.  Smaller  tumors 
centrally  located  cause  a subsegmental  or  segmental 
bronchial  obstruction,  which  will  cast  a shadow  of 
the  corresponding  atelectatic  segment.  An  airless 
segment  will  cast  a shadow  many  times  the  size  of 
the  shadow  of  the  tumor  itself;  thus  there  is  actual 
magnification  of  centrally  placed  lesions  which  rep- 
resent the  great  majority  of  all  pulmonary  cancer. 
This  is  fortunate,  as  small  tumors  within  the  pul- 
monary hilus  might  otherwise  escape  detection  be- 
cause of  the  growing  of  normal  bronchial  and  vascu- 
lar shadows  in  this  area. 

The  case-finding  program  in  tuberculosis  is  al- 
ready performing  a double  service  as  the  incidental 
finding  of  silent  cancer  has  shown.  Patients  with 
suspicious  abnormal  areas  of  density  apparent  in  a 
survey  film  have  been  observed;  on  exploratory 
operation  these  densities  sometimes  prove  to  be  can- 
cer. Although  the  discovery  of  cancer  in  tubercu- 


losis survey  programs  has  not  produced  startling 
figures,  the  follow-up  of  all  suspect  cases  has  been 
incomplete. 

THE  LENGTH  OF  THE  SILENT  PHASE 
Rates  of  cancer  growth  vary,  but  there  are  iso- 
lated instances  in  which  abnormal  shadows  existed 
for  several  years  and  yet  on  surgical  exploration 
the  lesion  was  found  to  be  apparently  localized.  Ex- 
ploratory operations  also  have  been  known  to  re- 
veal extensive  metastases.  This  in  no  way  mitigates 
the  value  of  screening  unless  recent  roentgenograms 
were  normal.  If  the  survey  roentgenogram  repre- 
sents the  first  and  only  roentgenogram  the  patient 
ever  had  taken,  who  will  deny  that,  if  the  person 
had  been  having  annual  examinations  previously, 
cancer  in  an  operable  stage  probably  could  have 
been  discovered.  It  is  impossible  to  say  how  often 
patients  should  be  screened  in  order  to  give  reason- 
able protection  from  cancer  of  the  lung.  As  fur- 
ther experience  develops,  this  point  can  be  deter- 
mined. For  the  present,  selective  screening  on  an 
annual  basis  would  seem  to  be  wise.  The  highest 
yield  will  be  among  men  over  45  years  of  age. 

NEED  FOR  PROPER  LABELING 
Screening  the  whole  population  and  spotting  ab- 
normal pulmonary  densities  is  the  first  step.  Prompt 
and  adequate  investigation  of  suspects  is  equally 
important.  Additional  information  can  be  obtained 
by:  positional,  stereoscopic,  tomographic  roentgeno- 
logic studies,  cytologic  examination  of  sputum, 
bronchoscopy,  and  exploratory  thoracotomy.  Nega- 
tive sputum  or  negative  bronchoscopic  examination 
does  not  prove  the  nonexistence  of  cancer.  If  the 
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An  Observation  on  the  Accuracy  of  Digitalis  Doses 


Withering  made  this  penetrating  observation  in 
his  classic  monograph  on  digitalis:  "The  more  I 
saw  of  the  great  powers  of  this  plant,  the  more  it 
seemed  necessary  to  bring  the  doses  of  it  to  the 
greatest  possible  accuracy.”^ 

To  achieve  the  greatest  accuracy  in  dosage  and  at 
the  same  time  to  preserve  the  full  activity  of  the 
leaf,  the  total  cardioactive  principles  must  be  iso- 
lated from  the  plant  in  pure  crystalline  form  so 
that  doses  can  be  based  on  the  actual  weight  of  the 
active  constituents.  This  is,  in  fact,  the  method  by 
which  Digilanid®  is  made. 


CTmical  investigation  has  proved  that  Digilanid  is 
"an  effective  cardioactive  preparation,  which  has 
the  advantages  of  purity,  stability  and  accuracy  as 
to  dosage  and  therapeutic  effect.”^ 

Average  dose  for  initiating  treatment:  2 to  4 tab- 
lets of  Digilanid  daily  until  the  desired  therapeutic 
level  is  reached. 

Average  maintenance  dose:  1 tablet  daily. 

Also  available:  Drops,  Ampuls  and  Suppositories. 

1.  Withering,  W.:  An  account  of  the  Foxglove,  London,  1785. 

2.  Rimmerman,  A.  B.:  Digilanid  and  the  Therapy  of  Congestive 
Heart  Disease,  Am.  J.  M.  Sc.  209:  33-41  (Jan.)  1945. 

Literature  giving  further  details  about  Digilanid  and  Physician's  Trial 
Supply  are  available  on  request. 


Digilanid  contains  all  the  initial  glycosides  from 
Digitalis  lanata  in  crystalline  form.  It  thus  truly 
represents  "the  great  powers  of  the  plant’’  and 
brings  "the  doses  of  it  to  the  greatest  possible 
accuracy”. 


Sandoz 

J^harmaceuticals 


DIVISION  OF  SANDOZ  CHEMICAL  WORKS.  INC. 

68  CHARLTON  STREET.  NEW  YORK  14.  NEW  YORK 


abnormal  roentgenologic  density  cannot  be  explained 
with  reasonable  certainty  on  any  other  basis,  sui- 
gical  exploration  should  be  advised.  Fortunately, 
today  this  can  be  done  with  safety.  With  the  chest 
open  and  the  lung  under  direct  inspection  and  pal- 
pation, the  lesion  which  caused  the  abnormal  sha- 
dow can  be  readily  located.  Lesions  near  the  sur- 
face and  many  in  the  hilar  area  can  be  directly 
biopsied.  If  the  lesion  is  located  centrally,  within 
a segment  or  subsegment,  and  direct  biopsy  is  con- 
sidered not  to  be  technically  easy,  then  the  segment 
or  subsegment,  bearing  the  mass  should  be  re- 
moved. The  best  cancer  operation,  here  as  else- 
where is  one  which  follows  the  principle  of  the 
widest  possible  excision  of  the  cancer-bearing  organ 
with  all  the  regional  lymphatic  vessels. 

CONCLUSIONS 

(a)  Orthodox  methods  of  case  finding  based  on 
symptoms  have  produced  a low  yield  of  localized 
pulmonary  cancers,  (b)  A silent  phase  of  cancer 
of  the  lung  exists  and  is  detectable  by  periodic  ra- 
diologic screening.  Suiwey  methods  developed  for 
tuberculosis  case-finding  may  do  a double  seiwice. 
The  highest  yield  of  silent  cancer  will  be  found  in 
the  male  population  of  45  years  and  over,  (c)  The 
labeling  of  survey-found  abnormalities  must  be 
prompt  and  exact.  Although  time  lags  in  tubercu- 
losis follow-up  may  not  prove  to  be  fatal,  time  lags 
may  cost  patients  their  lives  if  cancer  occurs,  (d) 
Surgical  exploration  in  cases  in  which  cancer  is  sus- 
pected will  establish  the  exact  diagnosis  and  will 
permit  immediate  excisional  therapy,  which  for  most 
will  be  curative. 

— Silent  Phase  of  Cancer  of  the  Lung.  Richard  H.  Overholt. 

M.D.  and  Ivan  C.  Schmidt.  M.D.,  J.A.M.A.,  Nov.  19,  1949. 


COOK  COUNTY 
GRADUATE  SCHOOL  OF  MEDICINE 

Announces  Continuous  Courses 

SURGERY — Intensive  Course  in  Surgical  Technic,  2 
Weeks,  starting  Nov.  27,  Jan.  22. 

. Surgical  Technic.  Surgical  Anatomy  and  Clinical 
Surgery,  4 Weeks,  starting  Nov.  6,  Febr.  5. 
Surgical  Anatomy  and  Clinical  Surgery,  2 Weeks, 
starting  Nov.  20,  Febr.  19. 

Surgery  of  Colon  and  Rectum,  1 Week,  starting 
Nov.  27. 

Gallbladder  Surgery,  10  Houi-s,  starting  April  23. 

GYNECOLOGY — Intensive  Course,  2 Weeks,  starting 
Febr.  19. 

Vaginal  Approach  to  Pelvic  Surgery,  1 Week,  start- 
ing March  5. 

OBSTETRICS  — Intensive  Course,  2 Weeks,  starting 
March  5. 

RADIATION  PHYSICS  — Intensive  Review  Course,  4 
Days,  starting  Nov.  29. 

ROENTGENOLOGY  — Diagnostic  and  Lecture  Course 
first  Monday  of  every  month. 

Clinical  Course  third  Monday  of  every  month. 
X-Ray  Therapy  every  2 weeks. 

DERMATOLOGY  — Informal  Clinical  Course  every  2 
weeks. 

CYSTOSCOPY — Ten  Day  Practical  Course  every  2 weeks. 
PEDIATRICS — Informal  Clinical  Course  every  2 weeks. 

GENERAL.  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE.  SURGERY 
AND  THE  SPECIALTIES 
TEACHING  FACULTY— ATTENDING  STAFF 
OF  COOK  COUNTY  HOSPITAL 

Address : 

Registrar.  427  South  Honore  Street,  Chicago  12,  Illinois 
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Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

☆ 

A.  S.  RUBNITZ,  M.  D.,  Director 

☆ 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 


ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 


FOR  PHYSICIANS,  SURGEONS,  DENTISTS  EXCLUSIVELY 


85c  out  of  each  $1.00  gross  income  used 
for  members’  benefits 

$3,700,000.00  $16,000,000.00 

INVESTED  ASSETS  PAID  FOR  CLAIMS 


$200,000.00  deposited  with  State  of  Nebraska  for  protection 
of  our  members. 

Disability  need  not  be  incurred  in  line  of  duty — benefits 
from  the  beginning  day  of  disability 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

48  years  under  the  same  management 
400  FIRST  NATIONAL  BANK  BLDG.  OMAHA  2,  NEBR. 


SCHIZOPHRENIA  ATTRIBUTED  TO 
OVERWHELMING  FRUSTRATION 

The  view  that  schizophrenia,  one  of  the  major 
mental  illnesses,  is  produced  by  overwhelming  frus- 
trating situations  in  life  was  advanced  today  by  Dr. 
Richard  L.  Jenkins,  chief  of  the  research  section  of 
the  Veterans  Administration  Psychiatry  and  Neur- 
ology Division,  Washington,  D.  C. 

Dr.  Jenkins  also  outlined  an  approach  to  more 
effective  treatment  of  the  condition  which  fills 
roughly  a quarter  of  all  hospital  beds  in  the  nation. 

“There  is  widespread  evidence  that  the  schizo- 
phrenic person  is  one  who  has  passed  his  threshold 
of  tolerance  for  frustration  and  has  as  a result  be- 
gun to  react  in  nonadaptable  ways,”  Dr.  Jenkins 
said  in  the  August  Archives  of  Neurology  and  Psy- 
chiatry, published  by  the  American  Medical  Asso- 
ciation. 

“Schizophrenic  patients  as  a group  have  exper- 
ienced relatively  little  success  in  school,”  he  pointed 
out.  “Poor  performance  in  school  with  attendant 
frustration  is  only  one  piece  in  a broad  mosaic  of 
poor  performance  and  frustration  in  the  early  back- 
ground of  schizophrenic  patients.  We  see  one  ave- 
nue of  satisfaction  after  another  closed  by  personal 
sensitiveness,  crippling  experiences  and  memories. 
They  fail  to  achieve  satisfaction  either  in  their 
more  personal-familial  relations,  or  later  in  their 
broader  group,  school,  social  or  sexual  adjustment. 

“The  trait  of  seclusiveness,  the  ‘shut-in’  person- 
ality and  related  behavior  as  a precursor  of  schiz- 
ophrenia has  been  widely  remarked. 

“Stereotyped  unadaptive  behavior,  resulting  from 
continued  frustration,  has  been  demonstrated  in 


animals  and  is  demonstrably  reversible.  Schizo- 
phrenia is  not  a disease  with  a specific  organ  ab- 
normality or  a specific  casual  agent.  It  is  a special 
type  of  maladaptation  commonly  showing  a tend- 
ency to  be  progressive. 

“With  this  hypothesis,  the  objective  of  therapy 
is  easily  defined.  It  is  to  reverse  the  maladapative 
process.  It  is  to  relieve  frustration  and  simplify 
the  situation  to  a point  where  the  patient  can 
achieve  success  and  satisfaction  in  his  efforts  and 
replace  ‘frustration  behavior’  with  flexible  adapta- 
tion to  the  realities  of  his  environment. 

“The  first  step  is  to  seek  to  diminish  the  patient’s 
frustration.  If  the  symptoms  have  developed  under 
conditions  of  unusual  and  relievable  external  strain, 
this  is  easily  done.  If  the  symptoms  have  developed 
insidiously  with  no  unusual  or  relievable  external 
strain,  this  may  be  extremely  difficult  to  achieve. 
A beginning  reestablishment  of  flexible  adaptive 
motivation  behavior  might  utilize  simple  techniques 
developed  in  learning  studies  with  animals. 

“Frustration  is  a universal  human  experience, 
and  everyone  must  handle  some  degree  of  frustra- 
tion in  his  daily  life.  A common  source  of  frustra- 
tion is  a disproportion  between  aspiration  and 
achievement.  In  our  society  the  area  of  greatest 
human  fnistration  is  typically  that  of  interpei'sonal 
relationships. 

“It  is  of  interest  that  incidence  of  schizophrenia 
in  our  cities  follows  a diminishing  gradient  as  one 
moves  away  from  the  center  of  the  city.  The  rela- 
tively chaotic  high  stress,  poverty-stricken  slum 
areas  of  our  cities  have  several  times  as  many  hos- 
pitalized schizophrenic  patients  for  their  population 
as  have  the  better  residential  areas.” 
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EDITORIAL 


WE  SHALL  KEEP  THE  FAITH 

If  the  results  of  last  month’s  elections 
carry  any  significance  they  may  be  indica- 
tive of  a feeling  throughout  the  country 
that  the  federal  government  has  gone  far 
enough,  if  not  too  far,  in  its  efforts  toward 
socialization  of  medicine.  We  make  this 
statement  advisedly.  It  is  not  submitted  as 
an  analytical  commentary  on  the  public  pulse 
socially  or  politically.  We  readily  admit  that 
we  know  little  about  politics  and  nothing 
about  the  art  of  forecasting.  The  only  thing 
we  feel  justified  in  stating  factually  is  that 
the  people  of  the  United  States  as  of  No- 
vember 1950  have  repudiated  the  philosophy 
of  what  the  political  opportunists  call  “free” 
medical  care.  We  believe  it  reasonable  to 
interpret  this  national  phenomenon  as  a 
manifestation  of  confidence  in  the  medical 
profession. 

That  we  welcome  this  public  attitude  goes 
without  saying.  Indeed  we  are  as  proud  of 
it  as  we  are  of  anything  connected  with  the 
art  and  science  of  medicine.  Many  physi- 
cians as  citizens  have  taken  an  active  part  in 
civic  activities  of  their  respective  communi- 
ties explaining  the  dangers  of  attempted  so- 
cialization. We  commend  them  for  their 
arduous  and  sincere  efforts  as  well  as  for  the 
dignified  way  they  carried  their  message  to 
the  people.  Rightly  they  ignored  party 
lines.  The  issue  was  not  the  person  who 
competed  for  office  or  his  party  affiliation, 
but  his  philosophy  on  private  enterprise 
with  particular  reference  to  medical  social- 
ization. 

Far  from  considering  this  public  faith  as 
a sign  that  we  may  now  relax  our  vigilance, 
it  actually  increases  our  responsibility.  To 


earn  continued  confidence  our  efforts  must 
remain  two-fold:  To  maintain  and  improve 

constantly  the  quality  of  medical  care  and 
making  this  care  available  to  all  insofar  as 
it  is  within  our  power  to  do  so;  and  to  keep 
a watchful  eye  on  the  pressure  groups  and 
individual  opportunists  who  would  utilize 
socialized  medicine  as  a wedge  toward  gen- 
eral nationalization  of  other  professions  and 
of  industry. 

This  responsibility  we  recognize.  We  shall 
try  with  all  that  is  in  us  to  keep  public 
faith. 


DR.  CHARLES  POINTER 

The  death  of  Dr.  Charles  William  Mc- 
Corkle  Poynter  on  October  8 has  removed 
from  our  ranks  one  of  the  greatest  figures. 
We  would  not  attempt  even  a rough  guess 
on  how  many  physicians  had  come  under  his 
influence  as  a teacher  or  as  their  Dean.  It 
is  not  likely  that  Dr.  Poynter  himself  was 
aware  of  their  numbers.  Few  of  us  ever 
attended  a national  meeting  without  running 
into  a dozen  or  more  of  his  former  students, 
for  indeed  they  are  to  be  found  in  the  east, 
in  the  west,  in  the  north  and  in  the  south; 
in  metropolitan  cities  as  well  as  in  villages 
throughout  the  United  States.  Few  missed 
the  traditional  first  question:  “How  is  Dr. 
Poynter?”  Nebraska  and  Dr.  Poynter  ap- 
peared synonymous. 

What  was  there  about  the  man  which  so 
deeply  impressed  his  students?  He  was  not 
particularly  “easy”  as  anyone  who  recalls  the 
star  chamber  quizzes  in  anatomy  will  testify. 
Also  every  student  knew  that  in  the  event 
of  scholastic  or  personal  misconduct  there 
was  no  compromise  in  the  Dean’s  office.  His 
boys  did  not  face  him  with  fear;  rather 
they  stood  before  him  in  awe  and  respect 
for  his  counsel  always  tactfully  concealed  by 
his  authority.  The  culprit  knew  that  the 
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“appeal”  to  mend  his  ways  was  in  reality  an 
ultimatum  that  a repetition  of  offense  meant 
the  termination  of  a medical  career. 

To  Dr.  Poynter  every  one  of  his  boys  was 
in  possession  of  some  unusual  quality  which 
made  him  a most  interesting  individual.  An 
inquiry  about  sophomore  John  Jones  or 
senior  James  Brown  would  elicit  an  enthusi- 
astic response.  “John  has  a very  interest- 
ing background.”  Or,  “Jim  is  really  the  salt 
of  the  earth.”  There  would  follow  a com- 
prehensive account  of  the  student’s  personal 
history  almost  from  birth  as  it  relates  to  the 
problem  of  the  moment.  In  spite  of  his  own 
personal  and  administrative  problems  with 
pernicious  anemia  of  some  15  years  duration, 
running  a medical  school  short  of  funds  and 
even  shorter  of  personnel  during  the  war 
years,  he  was  never  too  distracted  or  too 
preoccupied  to  interest  himself  in  the  wel- 
fare of  others.  He  was  a humanitarian  in 
the  true  sense  of  the  word. 

His  contributions  to  medicine  through  his 
researches  in  anatomy,  his  archeological 
studies  in  the  history  of  Nebraska  will  re- 
main as  monuments  to  his  scientific  and 
cultural  achievements.  Even  greater  than 
these  however,  will  be  his  influence  in  the 
sphere  of  medical  education.  And  nowhere 
will  this  influence  find  better  expression 
than  in  his  home  state  by  his  own  students 
and  those  of  us  generally  whose  privilege 
it  was  to  know  him.  To  all  of  us  his  memory 
will  serve  as  an  incentive  to  the  best  in  medi- 
cal science  and  medical  practice. 


CONGRATULATIONS,  EARLE  JOHNSON 

The  Journal  congratulates  Dr.  Earle  John- 
son of  Grand  Island  on  his  recent  election 
to  the  Board  of  Regents  of  the  University 
of  Nebraska.  It  is  gratifying  to  the  medical 
profession  to  again  have  a physician  on  the 
Board  of  Regents.  The  last  physician  to 
serve  in  this  capacity  was  the  late  Dr.  A.  C. 
Stokes,  of  Omaha. 

Dr.  Johnson,  we  are  certain  will  prove  a 
valuable  member  of  the  Board  particularly 
when  it  comes  to  a consideration  of  prob- 
lems pertaining  to  the  College  of  Medicine. 
He  brings  not  only  technical  knowledge  on 
specific  needs  of  medical  education,  having 
taught  in  medical  school,  but  what  is  par- 
ticularly important  Dr.  Johnson  has  an 
equally  good  concept  of  the  philosophy  of 
medical  practice  by  virtue  of  his  long  ex- 


perience in  this  field.  If  to  these  qualifica- 
tions we  add  his  years  of  arduous  work  in 
our  Association  where  he  served  in  many 
official  capacities  including  the  presidency 
in  1946,  we  arrive  at  the  logical  conclusion 
that  it  would  be  difficult  indeed,  for  the  peo- 
ple of  Nebraska  to  have  made  a better  se- 
lection. 

We  appreciate  that  the  task  for  which  Dr. 
Johnson  has  been  chosen  requires  much  ef- 
fort and  personal  sacrifice,  but  knowing  Dr. 
Johnson’s  love  for  work  and  public  service 
we  are  fully  confident  that  he  will  make 
good  and  enjoy  doing  it. 

He  has  our  best  wishes  in  his  new  under- 
taking. 
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The  Practical  Application  of  Psychology 
in  Gynecic  Practice" 

WILLARD  R.  COOKE,  M.D. 

Professor  and  Chairman,  Department  of  Obstetrics  and  Gynecology, 
The  University  of  Texas  Medical  Branch 
Galveston,  Texas 


The  tremendous  part  played  by  the  men- 
tal concepts  and  reactions  of  the  patient  in 
determining  the  causation  and  relief  of 
symptoms  and  in  overall  satisfactory  recov- 
ery has  been  increasingly  recognized  during 
recent  years.  Under  the  older  systems  of 
the  practice  of  medicine  the  doctor  uncon- 
sciously. exercised  a very  powerful  psycho- 
therapy. The  public,  to  whom  medical  mat- 
ters were  profoundly  mysterious,  accepted 
the  doctor’s  pronouncements  as  oracular,  not 
to  be  questioned.  As  a corollary,  the  family 
physician  became  to  his  patients  the  trusted 
confidant,  the  epitome  of  wisdom,  and  the 
unquestioned  counselor.  Whatever  his 
knowledge  of  medicine,  the  old-time  doctor 
was  most  certainly  an  extremely  successful 
psychotherapist.  Curiously,  most  of  these 
men  considered  deliberate  psychotherapy  as 
unethical. 

HANDICAPS  TO  PSYCHOTHERAPY 

Many  factors  have  arisen  to  destroy  this  peculiar 
relationship  of  doctor  and  patient:  chief  among 

which  have  been  the  “education  of  the  public”  in 
medical  matters,  and  the  trend  toward  the  imper- 
sonal assembly-line  dogmatism  and  manner  which 
can  develop  so  easily  when  the  case  is  worked  up  by 
a junior  assistant  and  in  the  laboratory  and  pre- 
sented to  the  great  man  at  the  time  of  his  first 
contact  with  the  patient. 

The  “education  of  the  public,”  one  of  the  favorite 
slogans  of  the  educational  theorist,  has  had  a very 
bad  psychological  effect  in  many  directions.  The 
planned  education  of  the  public  consists  largely  of  a 
recitation  of  the  symptoms  which  may  be  associated 
with  the  disease  under  discussion.  No  mention  is 
made  of  the  fact  that  these  symptoms  may  be  asso- 
ciated with  many  other  disease  processes  or  may  be 
entirely  innocuous.  As  a natural  corollary,  the  lay- 
man who  has  heard  or  read  one  of  these  discussions 
makes  his  own  diagnosis.  A similar  mental  process 
results  from  reading  the  innumerable  books  and 
magazine  articles  on  medical  matters  which  have 
been  written  in  recent  years  as  a sequel  to  the  lift- 
ing of  the  ban  upon  such  writing  and  the  realization 
by  the  writers  of  the  gold  mine  offered  by  the  avid- 
ity of  the  public — especially  women- — -for  such  books 
and  articles.  These  books  and  articles  are  always 
either  spectacular  or  couched  in  convincing  lan- 
guage, and  are  almost  invariably  incomplete  and 
full  of  mis-statements  and  incorrect  intei'pretations. 
Self-diagnosis  is  becoming  increasingly  common: 
and  the  adverse  psychological  reaction  of  the  pa- 
tient when  she  encounters  a denial  of  her  concepts 
of  her  case  sets  up  an  immediate  barrier  to  the 
establishment  of  confidence.  “The  doctor  must  be 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1949. 


wrong,  because  the  magazine  article  described  my 
case  exactly  and  said  it  was  something  else.”  A 
great  amount  of  tact,  of  explanation,  and  of  time  is 
required  for  the  elimination  of  this  barrier.  Simi- 
larly, the  concepts  of  the  patient  in  regard  to  treat- 
ment makes  psychotherapy  almost  impossible  in 
that  she  feels  that  she  is  getting  the  wrong  treat- 
ment. (Even  worse  is  the  situation  created  by 
sloppy  diagnosis  and  recommendations  of  illogical 
treatment  by  careless  doctors.  One  rarely  encoun- 
ters a woman  past  40  who  at  one  time  or  another 
has  not  had  some  irrational  pelvic  operation  sug- 
gested or  performed:  hysterectomy  for  lumbosacral 
arthritis,  left  oophorectomy  for  spastic  .colon,  sal- 
pingectomy for  trichomonal  vaginitis  are  common 
examples.)  The  rapidly  spreading  increase  in  self- 
diagnosis  and  concepts  of  treatment,  based  upon  the 
almost  always  erroneous  articles  which  crow'd  the 
pages  of  lay  publications,  has  created  what  may  be 
called  patient-demand.  This  patient-demand  often 
forces  the  physician  into  senseless  or  even  repre- 
hensible forms  of  treatment.  As  an  example:  Three 
of  our  ex-residents,  practicing  in  a city  where 
patient-demand  is  an  unbelievably  powerful  factor, 
have  come  to  me  with  aching  consciences  from  hav- 
ing been  forced  into  unnecessary  operations  because, 
as  one  of  them  put  it  “if  I didn’t  do  the  operation 
the  patient  demanded,  it  wouldn’t  be  a matter  of 
losing  that  patient,  but  every  future  patient  who 
could  be  reached  by  her,  her  friends,  and  their 
friends.”  Less  serious,  but  equally  wrong  in  the 
moral  sense,  is  the  giving  of  senseless  treatments 
for  the  same  reason.  The  great  emphasis  upon  can- 
cer in  the  education  of  the  public  has  had,  as  a 
result  of  what  someone  has  called  the  “scare-the- 
daylights-out-of-’em”  technic  of  presentation,  two 
serious  repercussions.  During  the  past  two  or  three 
years  many  gynecologists  have  noted  an  increasing 
number  of  patients  who  have  delayed  consulting  a 
doctor  for  the  early  symptoms  of  ceiwical  or  endo- 
metrial cancer  because  “I  knew  it  might  be  cancer, 
but  I couldn’t  bear  to  be  told  I had  one  of  those 
things  so  horribly  described  in  (the  propaganda).” 
A psychiatrist  has  told  me  that  during  the  past  few 
years  the  admissions  of  psychoneurotics  to  his  hos- 
pital on  a specific  cancerphobia  basis  have  risen  to 
459^  of  the  total  female  patients. 

For  a time  it  was  gratefully  noted  that  the  handi- 
caps to  the  establishment  of  the  confidence  of  the 
patient  arising  from  patent-medicine  advertise- 
ments, from  the  old  woman  down  the  street,  and 
from  incompetent  doctors,  was  steadily  decreasing; 
but  this  improvement  has  in  the  past  few  years  been 
more  than  offset  by  the  lay  writers,  the  do-gooders, 
and  (to  some  extent)  the  attitude  of  the  doctors 
themselves. 

THE  GENERAL  APPLICATION 
OF  PSYCHOTHERAPY 

The  initial  reception  of  the  patient  is  a 
very  important  foundation  upon  which  to 
build  the  later  superstructure  of  confidence 
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and  psychotherapy.  No  pattern  can  be  set 
for  the  diverse  personalities  of  individual 
doctors.  So  far  as  it  is  possible  to  general- 
ize, the  initial  greeting  should  be  friendly 
but  not  familiar;  cordial  but  not  effusive; 
pleasant  but  not  facetious;  dignified  but  not 
stilted ; and  above  all,  natural  and  not  affect- 
ed or  theatric.  The  patient  is  quick  to  sense 
artificiality,  and  artificiality  immediately 
breeds  distrust.  It  is  true  that  there  must 
be  some  adaptation  to  the  personality  of  the 
patient,  and  to  her  immediate  mental  atti- 
tude; one  does  not  receive  a crabbed  im- 
perious dowager  as  one  receives  a 19-year- 
old,  bursting  with  happiness  over  her  first 
pregnancy,  or  a patient  in  deadly  terror  or 
obvious  grief  and  distress. 

The  personality  of  the  doctor  himself,  of 
course,  must  govern  his  manifestation  of  the 
basic  principles  of  psychologic  management 
— especially  since  he  must,  of  all  things,  be 
natural.  It  would  be  the  height  of  absurdity 
for  the  austere,  grave  and  withdrawn  physi- 
cian to  try  to  adopt  the  manner  of  the  jolly, 
noisy  extrovert.  Moreover,  no  one  doctor 
can  hope  to  be  congenial  with  all  of  the 
varied  types  of  female  personality.  A cer- 
ain  type  of  woman  is  revolted  by  any  except 
the  strictly  Victorian  management  of  her 
case.  At  the  other  extreme  there  is  the  type 
who  is  thoroughly  dissatisfied  unless  she  is 
“kidded  along”  with  a touch  of  vulgarity 
and  dismissed  with  an  arm  around  her  waist 
and  a farewell  pat  on  the  derriere.  For- 
tunately, like  seeks  like,  and  each  of  these 
extreme,  and  of  the  intermediate,  types 
gravitates  toward  the  physician  who  best 
can  create  a sense  of  congeniality.  A home- 
ly, simple  phrase  often  serves  best  to  break 
the  ice  and  make  it  easier  for  the  patient; 
“What’s  on  your  mind?”  “Now,  what’s  it 
all  about,”  Tiresome,  uninformative,  and 
time  consuming  as  it  is,  letting  the  patient 
tell  her  own  story  as  the  first  item  in  the 
history  puts  the  patient  at  ease  and  creates 
the  impression  that  the  doctor  is  really  in- 
terested in  her  as  an  individual.  Further, 
one  obtains  in  this  way  the  best  general  con- 
cept of  the  most  salient  features  of  sympto- 
matology. The  reception  of  this  story  must 
be  attentive — and  at  this  point  it  is  really 
necessary  for  the  doctor  to  become  an  actor 
for  a time,  concealing  his  boredom  under  an 
air  of  friendly  interest.  Almost  always  the 
patient  tries  to  include  the  diagnosis  made 
by  another  doctor  or  by  her  mother  or 
friends.  This  can  be  headed  off  by  saying, 
“No,  let’s  don’t  go  into  what  other  people 


thought — I want  to  know  just  what  made 
you  think  you  needed  medical  attention,  so 
I can  form  my  own  unbiased  conclusions. 
Later,  I’ll  ask  you  what  other  doctors  have 
told  you,  and  compare  opinions.”  When  the 
patient’s  statement  becomes  rambling  and 
repetitive,  the  direct  sequential  questions  of 
the  real  history  may  be  introduced.  From 
this  point  on  irrelevancies  can  be  headed  off 
by  saying,  “No,  let’s  stick  to  this  matter  of 
(pain),  so  I can  get  a real  idea  of  what  it  is 
like,  which  is  very  important.”  Simple,  col- 
loquial language  fitted  to  the  patient’s  in- 
tellectual level  puts  the  patient  at  ease,  elim- 
inates her  fear  of  being  considered  ignorant, 
and  on  the  whole  obtains  more  accurate  an- 
swers. In  the  use  of  colloquial  language, 
every  suggestion  of  vulgarity  must  of  course 
be  carefully  excluded.  The  most  ignorant 
patient  knows  some  middle-ground  word  for 
the  indelicate  subjects.  There  is  no  worse 
way  of  obtaining  an  informative  history,  and 
no  better  way  of  creating  an  antagonistic 
mental  attitude,  than  the  abrupt  firing  of  a 
series  of  questions  couched  in  language  the 
patient  can’t  understand,  coupled  with  a con- 
temptuous attitude  toward  what  the  patient 
wants  to  tell  the  doctor  and  the  impatient 
interruption  of  anything  except  a direct  cate- 
gorical answer  to  the  question — which  the 
patient  is  often  incapable  of  making.  What 
is  a poor  girl  to  say  to  “Do  you  ever  show 
any  evidence  of  the  estrus  syndrome?”  I 
once  overheard  a junior  student  confronted 
by  his  first  ward  patient  say,  after  some 
minutes  of  apprehensive  and  silent  wariness 
on  both  sides,  “Well,  commence!”  . . . which 
after  all  was  not  too  bad  an  approach  if  it 
had  not  been  so  long  delayed. 

The  history  should  be  completed  before 
the  patient  is  examined.  Apprehensive  as 
the  average  patient  is  about  the  examina- 
tion, and  anxious  to  get  it  over  with,  gentle 
persistence  in  regard  to  accuracy  and  com- 
pleteness of  the  history  has  an  excellent  psy- 
chological effect,  especially  when  coupled 
with  a simple  explanation  of  why  such  exact- 
ness is  necessary.  The  patient  frequently 
expresses  her  reaction  as  “Why,  you’re  the 
only  doctor  I ever  saw  who  really  seemed  to 
want  to  know  all  about  my  case.” 

All  of  this  would  seem  to  be  impracticably 
time-consuming,  yet  real  competence  in  the 
neglected  art  of  history-taking  can  make  the 
procedure  surprisingly  brief.  It  is  certainly 
worth  while,  from  the  standpoint  of  both  ac- 
curacy in  diagnosis  and  the  creation  of  an 
optimum  psychologic  status. 
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While  the  pelvic  examination  is  no  longer 
a violation  of  sanctity,  the  patient  appre- 
ciates a realization  of  her  distaste.  The  sim- 
ple introductory  statement  that  ‘T  hate  to 
bother  you  with  an  examination,  but  it’s  got 
to  be  done,  so  let’s  get  it  over  with,”  almost 
always  evokes  a smile  and  a ready  acquies- 
cence and  relaxation.  A matter-of-fact  man- 
ner is  essential.  The  unctuous  over-expres- 
sion of  reluctance  and  sympathy  immediately 
introduces  the  sexual  aspect.  Facetiousness 
is  still  worse,  with  most  patients.  It  goes 
without  saying  that  the  examination  should 
be  wholly  impersonal  and  gentle,  reserving 
the  most  painful  procedures  for  the  last. 
Relaxation  can  be  secured  in  some  patients 
by  carrying  on  a conversation  about  some 
point  in  her  history  as  first  one  finger  and 
then  the  other  is  gently  introduced  and  the 
perineal  body  slowly  depressed.  To  the  nor- 
mal, anxious  question  “What  did  you  find?” 
immediate  assurance,  when  appropriate, 
should  be  given.  When  the  answer  consti- 
tutes bad  news,  it  is  very  effective  to  say 
“I’d  like  to  have  a little  time  to  correlate 
what  I found  with  your  history.  I can  give 
you  a better  answer  when  you  are  dressed 
and  back  in  the  other  room.” 

The  breaking  of  bad  news  is  a difficult 
problem,  inasmuch  as  the  method  must  be 
suited  to  the  individual  patient.  If  one  is 
uncertain  as  to  the  patient’s  reaction,  or  if 
she  has  said  (as  many  do)  “If  I have  cancer, 
please  don’t  tell  me  about  it,”  it  is  usually 
best  to  invent  some  laboratory  test  which 
must  be  done  before  a decision  can  be 
reached.  This  affords  opportunity  to  discuss 
the  matter  with  the  husband  or  other  rela- 
tive, and  to  decide  just  how  the  situation  is 
to  be  handled  with  the  least  psychic  trauma. 
Evasion  and  circumlocution  are  almost  al- 
ways detected  immediately  by  the  patient. 
One  must  always  bear  in  mind  that  what  is 
commonplace  and  of  negligible  concern  to  the 
doctor  may  represent  a catastrophe  to  the 
patient- — the  mere  taking  of  an  anesthetic 
may  be  to  her  as  frightful  to  contemplate  as 
would  be  a total  gastrectomy  to  a doctor  in 
his  own  case. 

In  regard  to  impairing  information  to  the 
patient,  doctors  are  quite  generally  remiss. 
The  patient  or  her  responsible  relative  has  a 
right  to,  and  should  be  given,  an  accurate 
statement  of  diagnosis,  and  in  case  of  treat- 
ment or  operation,  of  what  was  done.  Pref- 
erably, this  statement  should  be  in  written 
form.  The  number  of  women  who  have  been 
condemned  to  permanent  psychoneurosis  by 


the  careless  statements  of  doctors  is  appal- 
ling. It  is  an  everyday  matter  to  encounter 
such  cases  as  the  woman  who,  when  suffer- 
ing from  the  normal  results  of  defloration 
or  from  a mild  endocervicitis  or  trichomoni- 
asis, has  been  told  that  she  had  gonorrhea; 
the  woman  who  has  been  told  that  she  could 
never  get  pregnant  or  that  if  she  did,  she 
would  inevitably  abort ; the  Rh  negative 
woman  who  has  been  told  that  she  could 
never  have  a living  child;  etc.  It  must  be 
admitted  that  impressing  the  patient  with 
an  accurate  concept  is  difficult  and  time- 
consuming  — the  written  statement  elimi- 
nates this  difficulty.  Many  doctors  evade 
this  responsibility  by  “telling  ’em  nothing;” 
more  take  refuge  in  some  idiotic  statement 
which  will  satisfy  the  patient,  such  as  the 
menopause  as  an  explanation  for  any  and  all 
kinds  of  gynecic  ailments.  The  first  of  these 
methods  has  a bad  effect  upon  the  patient: 
she  is  afraid  she  has  something  terrible 
which  the  doctor  won’t  tell  her  about,  and 
builds  up  a terrific  psychoneurosis  from 
this  fear.  The  second  method  has  a bad  ef- 
fect on  .the  doctor:  almost  invariably  he 

ceases  to  bother  about  making  any  real  diag- 
nosis and  treats  all  of  his  patients  by  his  pet 
method  of  managing  the  “change  of  life.” 
Parenthetically,  the  effect  on  the  doctor  who 
subsequently  has  to  take  care  of  the  patient 
is  more  than  bad.  He  not  only  has  to  make  a 
real  diagnosis,  but  he  has  to  cope  with  previ- 
ous unknown  or  idiotic  diagnosis,  operations, 
and  other  forms  of  treatment.  Worst  of  all 
he  has  to  devise  some  tactful  means  of  per- 
suading the  patient  that  he  is  correct  in  his 
diagnosis  and  his  suggested  treatment,  and 
of  eliminating  the  psychologic  status  created 
in  the  patient  by  conflicting  opinion  of  her 
case. 

The  difficulty  of  getting  the  patient’s 
mind  straight  in  regard  to  what  other  wom- 
en have  told  her  about  her  case,  is  tremen- 
dous. In  all  seriousness,  the  greatest  ob- 
stacle to  the  successful  management  and  to 
the  satisfactory  outcome  of  the  case  is  the 
patient’s  female  friends  and  relatives.  A 
great  many  brilliant  diagnoses  and  ideally 
successful  operations  are  completely  nulli- 
fied because  the  doctor  will  not  take  the  time 
and  trouble  to  convince  the  patient  that 
what  she  has  been  told,  and  will  continually 
be  told,  is  based  upon  ignorance  and  is 
wholly  false.  The  great  majority  of  women 
are  eager  to  give  vent  to  the  innate  primi- 
tive hatred  of  every  female  for  every  other 
female,  and  pounce  delightedly  upon  every 
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available  woman  who  is  going  to  have  a 
baby,  an  operation,  or  any  other  medical  at- 
tention. The  practice  of  gynecics  would  be 
truly  utopian  if  women  would  keep  their 
noses  out  of  every  other  woman’s  uterus.  It 
is  amazing  to  the  male  mind  that  women, 
with  many  bitter  past  experiences,  almost 
always  rush  to  do  the  worst  thing  possible 
by  telling  their  “friends”  about  every  ail- 
ment— especially  “female  trouble.” 

SPECIFIC  APPLICATIONS  OF 

PSYCHOTHERAPY  DYSMENORRHEA 

While  it  cannot  be  questioned  that  a very 
large  part  of  the  severity  of  pain  in  dysmen- 
orrhea is  due  to  psychoneurotic  magnifica- 
tion; that  a great  deal  of  dysmenorrhea  is 
partly  or  wholly  engendered  by  a certain 
rather  common  type  of  mother;  and  that 
certain  cases  of  dysmenorrhea  are  wholly 
psychoneurotic,  psychotherapy  has  met  its 
worst  defeat  in  this  disorder.  Pain  is  pain, 
and  is  the  most  difficult  of  all  symptoms  of 
psychoneurosis  to  eliminate  or  to  reduce  to 
its  real  importance  and  proportions.  In  our 
school  we  subjected  our  dysmenorrheic 
nurses  to  an  intensive  attack  by  a group  of 
highly  competent  psychiatrists,  with  negligi- 
ble results.  On  the  other  hand,  when  the  dys- 
menorrhea is  wholly  psychic  in  origin,  and 
the  cause  can  be  determined  and  eliminated, 
the  results  are  brilliant. 

An  excellent  example  is  the  case  of  a girl  of  21 
who  was  referred  after  three  dilatations  of  the  cer- 
vix and  every  known  form  of  medical  treatment  had 
failed  completely.  The  history  should  have  warned 
us;  yet  the  case  was  so  ineluctably  one  of  the  myo- 
metrial  hypercontraction  type  that  presacral  sympa- 
thectomy was  performed.  Later,  the  patient  re- 
ported that  the  pain  was  as  bad  as  ever,  in  spite  of 
the  fact  that  examination  showed  total  anesthesia 
of  the  uterus.  At  the  end  of  the  examination  the 
patient  said,  “But  the  pain  isn’t  there  any  more;  it’s 
here” — indicating  the  axillae.  Proper  questioning 
then  discovered  that  the  patient’s  mother  and  two 
older  sisters  had  had  disastrous  marriages;  that  the 
mother,  in  her  determination  to  shield  the  youngest 
daughter,  had  prohibited  even  casual  association 
with  boys;  and  that  the  patient  and  a boy  in  her 
class  in  high  school  had  fallen  deeply  and  sincerely 
in  love.  Elopement  and  marriage  eliminated  the 
dysmenorrhea  entirely. 

MINOR  MENSTRUAL  DISTURBANCES 

These  conditions  are  extremely  common,  pai'ticu- 
larly  in  the  early  teens,  in  the  late  20’s,  and  after 
35  years  of  age.  Unless  they  are  symptoms  of  a 
serious  causative  lesion  in  an  endocrine  gland  or 
elsewhere,  or  unless  the  bleeding  is  excessive  in 
amount,  duration,  or  frequency,  they  are  usually 
self-limiting  and  of  no  physical  importance.  The 
effect  on  the  patient’s  mind,  however,  may  be  tre- 
mendous, and  may  be  reflected  by  any  type  and 
degree  of  psychoneurosis.  Such  psychoneuroses  can 


be  treated  effectively  only  by  psychotherapy.  In  the 
average  case  this  can  be  accomplished  in  less  than 
half  an  hour  after  the  true  diagnosis  has  been  es- 
tablished. The  simple  statement  that  nearly  every 
woman  is  apt  to  have  such  disturbances,  especially 
at  certain  ages,  plus  the  reassurance  that  the  devia- 
tion from  normal  is  of  no  importance  whatever, 
very  often  solves  the  problem  completely.  While 
hormonal  therapy — usually  on  a totally  irrational 
basis — is  defended  as  a form  of  psychotherapy  and 
justified  by  the  spontaneous  recovery  which  com- 
monly occurs,  hormonal  therapy  may  have  a boom- 
erang effect  on  both  patient  and  doctor.  A very 
familiar  type  is  the  woman  who  says  “I  went  to  the 
doctor  3 months  ago  because  of  (some  minor  dis- 
turbance such  as  being  three  days  late  in  menstru- 
ating) and  have  had  a shot  every  other  day  for 
three  months.  Now  I have  been  bleeding  every  day 
for  three  weeks.”  Getting  progressively  worse 
while  under  treatment  convinces  the  patient  that 
she  has  some  terrible  disease — usually  cancer — and 
the  psychic  effect  can  well  be  imagined.  The  doc- 
tor is  injured  by  the  loss  of  confidence  of  the  pa- 
tient and  her  friends,  especially  when  she  returns 
to  normal  more  or  less  promptly  after  the  cessation 
of  treatment. 

FRIGIDITY  AND  DYSPAREUNIA 

It  should  be  realized  that  frigidity  is  of  psycho- 
logic origin,  being  based  upon  conscious  or  uncon- 
scious pregnophobia  or  upon  some  other  psychic 
factor.  Apparently,  the  only  part  played  by  the 
endocrine  system  is  that  of  a conditioning  agent: 
i.e.,  that  essential  maleness  or  femaleness  must 
exist  before  libido  can  develop.  Fluctuations  in 
endocrine  outputs  are  not  often  associated  with 
shifts  in  libido.  Further,  the  elimination  of  pregno- 
phobia by  sterilization,  casti'ation,  or  the  climacteric 
very  commonly  results  in  an  upsurge  of  uninhibited 
libido  which  is  a serious  tax  on  the  husband’s  capa- 
city. It  is  not  unusual  for  women  to  experience 
noiTnal  sexual  appetite  and  satisfaction  for  the  first 
time  following  sterilization.  Patients  with  primary 
frigidity  derive  much  comfort  from  the  assurance 
that  they  are  not  abnormal,  as  evidenced  by  the  fact 
that  fully  60%  of  all  women  are  equally  frigid,  that 
only  about  3%  are  capable  of  sexual  enjoyment  at 
will,  and  that  the  remainder  have  occasional  waves 
of  the  ability  to  enjoy  coitus.  A simple  explanation 
of  the  difference  between  the  biologic  functions  of 
male  and  female  animals,  and  of  the  basic  nature 
of  instinctive  pregnophobia  in  the  female  animal,  as 
evidenced  by  the  fact  that  the  female  animal  never 
submits  without  a preliminary  battle  or  attempt  to 
escape,  makes  the  whole  matter  clear  and  under- 
standable. 

The  case  of  secondary  frigidity — the  loss  of  a 
previously  satisfactory  libido — is  more  difficult.  It 
is  perhaps  best  to  start  out  with  the  reassurances 
and  explanations  appropriate  to  primary  frigidity, 
and  then  to  point  out  that  all  pleasures  diminish  in 
intensity  with  repetition  and  habituation.  The  pa- 
tient can  be  very  effectively  convinced  that  the  doc- 
tor knows  what  he  is  talking  about  by  a simple  re- 
citation of  the  inevitable  sequence  of  events:  “It 

was  a new  and  thrilling  experience  at  first;  after 
a while  the  novelty  wore  off  and  you  couldn’t  un- 
derstand why  your  husband  made  so  many  demands; 
then  it  became  tiresome;  then,  a nuisance;  then,  re- 
volting; and  now  you  can’t  bring  yourself  to  sub- 
mit because  of  disgust  or  pain  or  fear  of  becoming 
pregnant.”  One  should  always  explain  the  inevit- 
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able  effect  upon  the  husband  of  constant  reluctance 
and  refusal.  “It  isn’t  your  husband’s  fault,  because 
it  is  the  nature  of  the  male  to  react  in  that  way  to 
contact  with  the  woman  he  loves — he  simply  can’t 
help  it,  and  if  he  is  not  relieved,  the  physical  dis- 
comfort and  nervous  tension  increases  every  time  he 
is  denied  until  it  becomes  unbearable.  You  don’t 
have  to  be  told  what  a bad  husband  will  do.  A 
good  husband,  out  of  consideration  for  you,  will  suf- 
fer greatly  until  his  nerves  give  way  under  the 
strain,  and  then  the  happiness  of  the  whole  family 
will  be  wrecked.  Most  of  the  unhappiness,  the  quar- 
reling, and  the  loss  of  affection  in  the  home  is  the 
result  of  reluctance  and  denial  on  the  part  of  the 
wife.  You  would  cheerfully  put  in  many  hours  of 
hard  work  merely  to  have  a new  dress  or  hat.  Isn’t 
ten  minutes  once  or  twice  a week  a very  small 
price  to  pay  for  your  happiness  and  the  happiness 
of  your  husband,  your  children,  and  everyone  else 
who  is  closely  associated  with  you?”  In  multi- 
gravidae  who  have  completed  their  families,  and  in 
whom  pregnophobia  is  the  major  or  sole  factor, 
sterilization  is  justifiable  as  a form  of  psychother- 
apy. 

PREGNOPHOBIA  AND  TOKOPHOBIA 

The  relationship  of  pregnophobia  to  frigidity  and 
dyspareunia  is  obvious.  Less  well  recognized  is  the 
effect  of  pregnophobia  upon  pregnancy  and  of  to- 
kophobia  upon  labor.  While  there  are  certain  dis- 
comforts of  physical  origin  connected  with  preg- 
nancy, these  are  likely  to  be  no  more  than  annoying 
except  when  magnified  by  the  psychologic  attitude 
of  the  patient.  In  addition,  many  discomforts  and 
physical  manifestations  are  purely  psychoneurotic 
in  origin.  It  is  very  effective  to  tell  the  patient  at 
the  first  visit — especially  the  primigravida — that  not 
believing  what  the  other  women  will  tell  her  is  next 
in  importance  to  adequate  prenatal  observation.  A 
careful  explanation  of  the  value  of  prenatal  care  in 
reducing  risk,  and  of  ignoring  the  senseless,  false, 
and  conflicting  advice  and  prophecies  of  other  wo- 
men eliminates  a great  deal  of  discomfort  and  anx- 
iety, does  not  take  up  much  time  and  the  beneficial 
effects  are  incalculable.  Reciting  and  explaining  the 
fallacy  of  a few  examples  of  the  things  the  women 
will  tell  her  convinces  the  patient  that  the  doctor 
knows  what  he  is  talking  about,  nullifies  the  things 
the  patient  has  already  heard,  protects  her  from  at- 
taching any  importance  to  the  other  things  she 
will  hear,  and  establishes  the  all-important  factor  of 
confidence.  Telling  the  patient  to  report  by  tele- 
phone anything  of  this  sort  which  she  cannot  help 
wondering  about  actually  reduces  the  number  of 
such  telephone  calls  and  saves  many  days  of  anx- 
iety pending  the  next  prenatal  visit. 

From  a totally  different  angle,  a great  deal  of 
anxiety  and  fear  is  very  often  engendered  by  doc- 
tors themselves  in  conscientiously  trying  to  practice 
modem  medicine.  The  patient  is  very  often  con- 
fronted without  explanation  by  a rigid  list  of  the 
things  she  must  not  do  and  of  the  things  she  may 
or  may  not  eat;  by  a stem  and  foreboding  order 
that  she  must  not  gain  weight  except  as  decreed  by 
the  doctor;  and  by  a dozen  sorts  of  pills  and  medi- 
cines; under  such  circumstances  she  is  apt  to  come 
to  the  conclusion  that  she  has  some  terribly  dan- 
gerous condition  which  the  doctor  won’t  tell  her 
about,  and  to  develop  a serious  anxiety  state.  It 
is  a very  gratifying  experience  to  have  a husband 
make  a special  trip  to  the  office  to  thank  the  doc- 
tor “not  for  your  obstetric  care,  which  I took  for 


granted,  but  for  the  fact  that  from  her  first  visit 
to  your  office  my  wife  has  been  entirely  free  from 
fear  and  apprehension — in  direct  contrast  to  so  many 
of  our  friends  who  have  gone  to  other  doctors.” 

While  we  know  literally  nothing  as  to  the  cause 
of  the  onset  of  labor  or  the  factors  which  modi- 
fy the  efficiency  of  the  uterine  contractions,  it  is 
certain  that  tokophobia  may  play  a very  important 
part.  Tokophobia  may,  in  fact,  be  so  extreme  as 
sometimes  to  prevent,  and  frequently  to  delay,  the 
onset  of  labor.  Psychotherapy,  short  of  hypnotism, 
is  rarely  effective  in  overcoming  such  an  over- 
whelming fear-reaction.  On  the  other  hand,  if  a 
greater  fear  exists  and  can  be  substituted,  the 
inhibition  of  labor  may  be  overcome.  It  is  not  un- 
usual, in  patients  who  fear  an  operation  more  than 
they  do  labor,  to  have  labor,  ensue  promptly  upon 
the  announcement  of  the  decision  to  perform  ce- 
sarean section.  Unfortunately,  in  most  women  of 
this  general  type,  the  fear  of  operation  is  less 
than  the  deeply  rooted  instinctive  fear  of  labor. 
Once  labor  is  established,  psychologic  factors  very 
commonly  exert  a powerful  inhibitory  influence. 
Personally,  I have  become  convinced  that  the  only 
real  difference  between  a primigravida  and  a mul- 
tigravida is  psychologic — especially  since  restora- 
tion to  anatomic  normality  has  become  almost  uni- 
versal. A study  conducted  some  years  ago  showed 
quite  clearly  that  the  labor  of  the  primigravida 
accompanied  by  her  mother  required  on  the  average 
between  2%  and  3 hours  more  time  than  the  labor 
of  the  primigravida  who  went  through  labor  “on 
her  own.”  There  were  of  course  many  exceptions 
in  both  directions:  but  careful  study  showed  an 
absence  of  tokophobia  in  the  one  group  as  against 
an  exaggerted  tokophobia  in  the  other,  in  most  in- 
stances. Similar  observations  were  made  in  the 
case  of  the  Service  wives  during  the  late  war. 
The  psychologic  is  not,  of  course,  the  only  inhibi- 
tory factor:  everyone  is  familiar  with  the  woman 
who  has  serious  motor  dystocia  in  her  fourth  or 
seventeenth  pregnancy  after  a history  of  eutocia  in 
all  of  her  previous  pregnancies. 

HYPEREMESIS 

It  is  unnecessary  to  dwell  upon  the  fact  that  hy- 
peremesis is  the  result  of  a psychologic  exaggera- 
tion of  a basic  minimal  nausea  of  pregnancy;  and 
that  sedation  and  psychotherapy — coupled  when  nec- 
essary with  artificial  maintenance  of  water  and 
food  balances — is  by  far  the  most  effective  treat- 
ment. The  spectacular  cessation  of  vomiting  and 
even  of  nausea  which  ensues  in  all  but  a few  cases 
immediately  upon  strict  isolation  in  the  hospital 
constitutes  valid  evidence.  Similarly,  with  the 
more  normal  ideation  in  regard  to  pregnancy  and 
the  maintenance  of  a normal  life  in  early  pregnan- 
cy, the  frequency  of  both  the  nausea  and  vomiting 
of  pregnancy  and  of  hypermesis  has  been  greatly 
decreased.  These  conditions  were  almost  universal 
in  the  Victorian  era;  about  twenty  years  ago  the 
incidence  decreased  to  about  80%,  with  a still  great- 
er decrease  in  the  severe  degrees  of  hyperemesis; 
today,  less  than  50%  of  patients  have  even  an  an- 
noying nausea,  and  severe  hyperemesis  has  virtual- 
ly disappeared.  Careful  study  of  the  few  severe 
cases  seen  today  always  shows  a profound  under- 
lying basis  for  psychoneurosis,  which  is  expressed 
by  vomiting.  Psychotherapy  plus  small  regular 
doses  of  phenobarbital  suffices  for  all  but  a few 
cases.  The  few  cases  resistant  to  this  treatment  al- 
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most  always  yield  to  large  doses  of  rectal  sodium 
bromide,  as  suggested  by  Calkins. 

THE  CLIMACTERIC 

Insofar  as  female  tradition  and  female  sadism  is 
conceiTied,  the  “menopause”  is  more  horrible  than 
either  operations  or  child-bearing.  Unfortunately, 
doctors — apparently  the  great  majority  of  them — 
have  taken  advantage  of  this  universal  female  tra- 
dition to  make  the  “menopause”  a diagnostic  carry- 
all  for  any  and  all  forms  of  functional  disturbances 
and  even  unrelated  psychoneuroses.  From  the  ear- 
ly forties  the  “menopause”  has  moved  back  succes- 
sively to  the  late  and  to  the  early  thirties — ^vdth  a 
few  scattered  cases  from  18  to  30  years  of  age! 
It  is  by  no  means  unusual  to  encounter  a woman 
in  her  early  thirties,  who  has  no  other  trouble  than 
obvious  psychoneuroses  based  upon  maladjustment 
to  her  husband  and  to  life  in  general,  who  has  been 
told  that  she  is  “entering  the  menopause”  and  has 
been  treated  with  innumerable  “shots.”  Incidental- 
ly, the  menopause  (the  cessation  of  menstruation) 
is  only  one  symptom  of  the  profound  functional  and 
trophic  alterations  which  constitute  the  climacteric. 


The  use  of  the  tenn  “menopause”  as  synonymous 
with  “climacteric”  is  indicative  either  of  profound 
ignorance  or  of  very  sloppy  thinking.  The  wom- 
an’s name  for  it — “change  of  life” — is  far  better 
than  “menopause”  as  a definitive  term.  It  is  more- 
over a grievous  mistake  to  attribute  all  of  the  symp- 
toms which  may  result  from  or  may  merely  be  coin- 
cident with  the  climacteric  solely  to  a deficiency  of 
estrogen,  and  to  assume  that  all  of  these  symp- 
toms may  be  cured  by  giving  more  or  less  irration- 
al dosages  of  estrogens.  The  effect  of  estrogen 
therapy  seems  to  be  largely  or  wholly  psychother- 
apeutic, based  upon  faith  in  the  doctor  and  the 
treatment  and  upon  the  acceptance  of  “the  meno- 
pause” as  inclusive  of  all  female  ills. 

In  conclusion,  intelligent  psychotherapy  is  a very 
important — often  a major— factor  in  the  adequate 
treatment  of  every  gynecic  case.  To  the  patient, 
the  sum  total  of  her  suffering  constitutes  her  case; 
and  failure  to  relieve  or  reduce  a major  factor  in 
her  case — even  in  such  definitely  physical  condi- 
tions as  cancer — insures  an  unsatisfactory  outcome 
from  the  patient’s  point  of  view. 


^ ^ ^ 

Acute  Poliomyelitis"' 

Epidemiology,  Diagnosis,  Differential  Diagnosis** 

J.  HARRY  MURPHY,  M.D. 

Omaha,  Nebraska 


Acute  poliomyelitis  is  a communicable  dis- 
ease due  to  a neurotrophic  virus  and  is  char- 
acterized by  general  symptoms  of  acute  on- 
set and  may  or  may  not  present  findings  of 
paresis.  The  mode  of  transmission  of  the 
virus  is  not  definitely  established. 

EPIDEMIOLOGY 

The  disease  is  especially  interesting  from 
an  epidemiologic  viewpoint  because  of  the 
apparently  high  incidence  of  subclinical 
cases. 

Our  experience  in  Nebraska  over  the  last 
four  years  1946,  1947,  1948  and  1949  affords 
an  approach  to  the  estimation  of  probable 
incidence  of  subclinical  in  relation  to  clinical 
cases.  The  number  of  cases  every  year  was 
practically  the  same,  averaging  700  (675, 
725,  706,  678),  with  a total  of  2,794  cases. 
The  estimated  population  of  the  state  in  1946 
was  1,315,834.  There  were  no  proved  cases 
of  second  infection.  The  rate  for  a year  was 
54/100,000.  At  the  end  of  1947 — there  had 
been  1,400  cases  or  approximately  one  case 
to  one  thousand  population.  At  the  end  of 
1949,  the  total  case  incidence  for  the  four 
years  was  2,794  or  at  the  rough  estimate  of 

•Presented  before  the  Omaha  Mid-West  Clinical  Society,  Octo- 
ber 27,  1949. 

••A  preliminary  report  was  made  in  "Comparative  Epidemi 
ology  of  Encephalomyelitis  and  Poliomyelitis.”  Nebr.  State 
Med.  Jour.,  Dec.,  1939,  Vol.  24,  No.  12,  p.  453. 


one  case  to  five  hundred  subclinical  cases. 
In  this  short  time,  there  was  practically  a 
stable  population,  with  the  exception  of  new- 
born infants  (about  28,000-30,000  yearly). 

The  age  incidence  of  infection  has  changed 
and  now  involves  an  increased  number  of  pa- 
tients in  adult  brackets. 

In  Omaha  and  Nebraska  our  experience 
has  been  as  follows: 


Ages  1937*  1943  1946  1949 

0-4  (0-6)— 83.0%  15.2%  19.0%  15  7% 

5-9  (6-16)— 15.0  34.7  31.2  26.0 

10  - 14  22.2  20.6  15.8 

15  - 19  13.9  8.3  15.7 

Over  20  13.9  20.6  26.7 

0-14  (0-16)— 97.3  72.2  70.9  57.7 

Over  15 (Over  16)—  2.5  27.7  29  0 42.4 


*Hospital  Admissions 

The  ages  of  patients  in  1949  included  in- 
fants under  6 months  as  well  as  those  in 
adult  brackets.  In  ages  20-29  years  there 
were  17  per  cent  of  total  cases  in  the  state; 
among  ages  30-39  there  were  7.5  per  cent; 
among  ages  40-49  there  were  1.5  per  cent 
and  one  patient  age  50  and  60  respectively. 

The  occurrence  of  infection  was  only 
slightly  higher  among  males,  i.e.  54  per  cent. 
The  mortality  rate  was  much  higher  among 
patients  in  the  adult  group  with  case  fatality 
rate  of  bulbar  involvement  of  60  per  cent 
while  the  case  fatality  rate  of  bulbar  cases 
in  age  group  0-14  was  20  per  cent.  These 
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rates  must  be  distinguished  from  the  crude 
mortality  rate  of  the  grand  total  of  all  cases, 
which  varies  from  approximately  4 per  cent 
to  10  per  cent  in  different  years. 

Multiple  family  clinical  infections  have 
been  frequent,  both  in  parent  and  child  and 
among  siblings.  When  the  occurrence  of 
subclinical  cases  is  considered,  there  is  def- 
inite evidence  of  multiple  infections  in  the 
same  family.  These  may  be  assumed  to  be 
cases  of  poliomyelitis  especially  when  occur- 
ring coincidentally  with  a clinical  case.  An 
example  of  this  was  encountered  in  a family 
of  four  children,  two  of  whom  were  twins. 
All  four  children  were  ill  at  the  same  time 
with  symptoms  of  fever,  headache,  vomiting 
and  mild  diarrhea.  All  improved  spontane- 
ously. Three  remained  well  but  one,  a twin, 
presented  a recurrence  of  fever  with  neck 
rigidity  and  spinal  fluid  changes,  exemplary 
of  the  biphasic  type  of  onset.  She  recovered 
with  residual  foot  drop  and  atrophy. 

The  family  history  of  poliomyelitis  has 
been  obtained  with  such  frequency  as  to  at- 
tract attention.  The  most  spectacular  evi- 
dence of  familial  infection  occurred  in  a girl 
of  thirteen  years.  The  onset  of  symptoms 
appeared  at  the  end  of  a two  month  summer 
vacation  in  the  family  home  in  an  outstate 
town.  Her’s  was  the  third  case  occurring  in 
this  house  in  different  years  in  three  gener- 
ations of  the  same  family.  This  patient’s 
illness  was  apparently  a sporadic  and  only 
case  in  this  town  that  year. 

The  curve  of  epidemic  case  incidence  has 
followed  the  usual  excursion  in  succeeding 
years.  The  peak  of  appearance  of  new  cases 
has  been  in  August  and  approximately  the 
first  three  weeks  of  September,  with  the 
usual  season  from  June  to  October  or  No- 
vember. There  have  been  sporadic  cases  in 
some  years  in  December,  January  and  Feb- 
ruary. This  curve  has  been  similar  regard- 
less of  the  date  of  onset  of  the  epidemic.  In 
1943,  the  first  case  in  Omaha,  occurred  on 
August  1st  and  the  curve  reached  its  maxi- 
mum from  August  29th  to  September  11th 
with  a rapid  increase  of  new  cases  appearing 
from  the  week  of  August  1st  to  7th.  The 
“rate”  during  this  outbreak  was  32/100,000. 

The  incidence  of  bulbar  type  involvement 
was  approximately  28  per  cent  of  total  cases 
in  age  group  0-14  years,  and  40  per  cent  in 
patients  over  14  years  of  age. 

The  appearance  of  cases  of  bulbar  type 
involvement  in  proportion  to  total  cases  in 


the  same  time  intervals  throughout  the  dur- 
ation of  the  epidemic  varied  in  different 
years.  There  was  relatively  greater  fre- 
quency of  bulbar  type  cases  in  the  first  six 
to  nine  weeks  of  the  epidemic  or  during 
June,  July  and  early  August  in  one  year. 
And  in  another  year,  there  would  be  an  in- 
creasing percentage  of  such  cases  during 
these  first  weeks  and  a peak  occurrence  in 
September.  The  case  fatality  rate  of  the 
bulbar  type  involvement  was  not  regularly 
in  direct  proportion  to  the  case  incidence  of 
this  type  during  the  epidemic,  nor  to  the 
stage  of  the  epidemic. 

The  distribution  of  cases  in  Omaha  and 
throughout  the  state  has  been  plotted  on 
topographical  maps  since  1937.*  The  maps 
for  Omaha  are  three  — one  map  showing 
horizontal  data  to  enable  exact  location  of  the 
cases,  and  one  contour  map*  and  one  map 
showing  only  the  topographical  drainage  sys- 
tem. The  Omaha  terrain  is  very  irregular 
and  varies  in  altitude  from  975  to  1,280  feet. 
The  maps  for  the  state  show  the  drainage 
systems  in  addition  to  horizontal  data.  Two 
maps  of  Omaha  have  been  made  by  projecting 
the  census  districts  on  the  horizontal  map. 
One  was  completed  to  show  density  of  popu- 
lation per  block,  and  one  to  show  the  socio- 
economic status  according  to  valuation. 
These  districts  are  described  as  industrial, 
very  poor,  intermediate  zone  and  so  on.  On 
analyzing  these  maps  the  cases  occurred  in 
a pattern  that  did  not  show  influence  of  hu- 
man activities,  i.e.  there  was  no  influencing 
factor  in  socio-economic  status,  crowding  or 
usual  lines  of  communications.  The  spread 
varied  in  different  years.  In  one  year  of 
high  incidence  in  the  city,  the  first  case  ap- 
peared at  the  extreme  southeast  border  of 
the  city  and  spread  north  by  a little  west  to 
the  extreme  north  border  of  the  city.  This 
did  not  follow  a usual  line  of  communication. 

The  cases  in  the  city  and  in  the  state, 
appeared,  in  greatest  numbers,  to  be  influ- 
enced in  their  location  by  drainage  systems 
or  water  courses. 

Tuberculosis  cases  in  the  city  were  plot- 
ted on  similar  maps  and  the  incidence  showed 
the  definite  influence  of  crowding  and  socio- 
economic status. 

There  were  a number  of  instances  of  polio 
patients  who  were  members  of  groups  of  five 
or  more  who  congregated  at  a distance  of 
several  to  100  or  more  miles  from  their  home 
on  a short  visit,  family  reunion,  picnic,  etc. 

•Map  made  by  U.  S.  Geodetic  Survey 
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These  patients  presented  symptoms  at  a 
period  of  8 to  14  days  after  the  excursion 
and  within  24  to  48  hours  of  one  another. 
In  these  instances  there  was  not  a subse- 
quent upsurge  of  cases  in  their  home  com- 
munity. Among  these  groups  there  were 
family  reunions,  picnics  of  unrelated  partici- 
pants and  football  team  with  a cheer  leader 
(five  polio  cases  including  the  cheer  leader) . 
These  instances  contribute  assumptive  evi- 
dence of  incubation  period  and  common  ex- 
posure. Although  it  is  known  that  the  incu- 
bation period  may  vary  much  more  than  8 
to  14  days  duration. 

DISCUSSION 

In  discussing  the  foregoing  observations, 
it  may  well  be  assumed  that  there  was  ex- 
posure of  patient  to  patient.  This  source  of 
infection  could  be  a carrier  or  an  unsuspected 
subclinical  case,  insofar  as  the  clinical  case 
bore  a relation  of  one  to  possibly  five  hun- 
dred subclinical  cases.  And  there  were  def- 
inite instances  of  apparent  exposure  of 
groups  with  subsequent  appearance  of  acute 
clinical  infection.  There  was  no  evidence 
such  as  that  presumably  due  to  dissemina- 
tion of  infection  by  ingestion  of  contami- 
nated food  or  water.  The  appearance  of  bul- 
bar type  cases  and  of  case  fatality  in  differ- 
ent epidemics  do  not  follow  the  likely  course 
of  an  infection  upon  repeated  passages 
through  a host,  i.e.  assuming  transmission 
from  person  to  person.  Of  course  it  is  not  as- 
sumed that  the  bulbar  type  involvement  is 
necessarily  dependent  on  the  virulence  of  the 
infection.  But  there  are  variations  in  the 
case  fatality  rate  and  the  extent  of  paralysis 
encountered  in  different  epidemics  and  this 
is  apparently  due  to  difference  of  virulence 
of  infection.  In  our  experience,  the  case  fa- 
tality rate  of  bulbar  type  cases  has  varied 
from  22.8  per  cent  to  75  percent. 

In  an  extensive  urban  epidemic  in  1937 
with  a rate  of  62/100,000,  there  was  city 
wide  anxiety.  This  apprehension  rose  to 
such  a height  that  public  opinion  set  up 
quarantine  regulations  more  rigid  than  any 
civil  agency  could  effect.  There  were  no 
public  gatherings  for  any  age  and  children 
were  confined  in  their  own  yard.  There  was 
no  intermingling  with  those  outside  of  the 
immediate  vicinity.  The  curve  of  epidemic 
for  that  reason  was  not  affected  and  was 
similar  to  that  of  years  before  and  since. 

This  has  been  observed  in  other  epidemics 
elsewhere.  The  explanation  may  be  a wide- 
spread infection  of  a large  number  of  sus- 


ceptibles  with  both  subclinical  and  clinical 
cases.  But  the  axis  of  spread  of  this  epi- 
demic did  not  follow  the  usual  channels  of 
human  activities  or  lines  of  communications. 
Quarantine  lines  presented  no  barriers.  On 
the  topographical  distribution  of  cases,  there 
appears  to  be  some  influence  of  natural 
phenomena  and/or  influences  outside  of  hu- 
man relations.  There  appears  to  be  a pat- 
tern of  spread  that  does  not  follow  usual  hu- 
man activities. 

The  repetition  of  appearance  of  cases  in 
similar  locale  and  terrain  in  succeeding  years 
appears  to  follow  a pattern  and  not  an  acci- 
dental distribution.  The  irregular  surface  of 
Omaha  presents  a comparable  topography  to 
that  in  surrounding  counties  and  in  many 
sections  of  the  state.  These  maps  show  that 
a preponderant  number  of  cases  appeared  in 
locations,  along  water  courses,  i.e.,  lakes, 
creeks,  rivers,  canals,  drainage  ditches,  or  in 
those  depressions  below  the  crest  of  nearby 
elevations  and  a lesser  number  appearing  on 
a more  exposed  or  less  protected  area.  In 
one  block  in  the  city,  that  could  be  described 
as  a declination  under  the  crest  of  nearby 
elevation,  there  were  six  clinical  cases. 

The  mode  of  transmission  cannot  be  proved 
but  from  the  foregoing  observations  there 
appears  to  be  the  possibility  of  more  than 
one  means  of  transmission,  that  may  include 
person  to  person  contact  and/or  an  inter- 
mediate vector  viz  a mosquito  that  would  be 
influenced  by  natural  phenomena. 

DIAGNOSIS 

The  diagnosis  of  acute  poliomyelitis  must 
be  based  on  clinical  symptoms,  and  on  find- 
ings of  central  nervous  system  (CNS)  in- 
volvement and  usually  significant  concomi- 
tant cerebro  spinal  fluid  (CSF)  changes. 
There  is  no  specific  laboratory  test. 

The  subclinical  case  can  only  be  suspected, 
but  during  an  epidemic  one  should  be  watch- 
ful of  such  potential  cases. 

Symptoms  are  not  pathognomonic.  The 
biphasic  course  of  symptoms  however  is 
strongly  contributory  to  the  diagnosis. 

Findings  of  meningeal  irritation  together 
with  pathologic-physiological  function  of  the 
cranio-vertebral  system  establish  the  basis  of 
a diagnosis.  These  therefore  represent  find- 
ings of  psychic  disturbance  as  well  as  those 
of  muscle  spasm,  weakness  or  total  loss  of 
muscle  power,  and  sympathetic  nervous  sys- 
tem dysfunction.  The  histopathology  of  po- 
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liomyelitis  has  been  shown  to  be  wide-spread 
throughout  the  CNS,  involving  much  more 
than  the  anterior  horn  cells  of  the  cord.^^^ 

The  CSF  changes  were  found  positive  in 
95  per  cent  of  our  cases.  If  repeated  CSF 
specimens  were  examined  undoubtedly  there 
would  be  some  findings  indicating  inflama- 
tory  changes  in  all  fluids.  But  the  diagnosis 
must  be  made  occasionally,  even  in  the  pres- 
ence of  normal  CSF. 

The  CSF  pressure  was  usually  increased 
and  the  cell  count  varied  between  10  and  150 
cells  in  67  per  cent  of  the  cases.  The  total 
protein  content  was  normal  or  slightly  ele- 
vated. The  sugar  and  chloride  estimations 
were  normal.  Blood  counts  and  blood  sedi- 
mentation rate  contribute  much  but  their  evi- 
dence is  rather  of  negative  than  positive  val- 
ue. Hypoproteinemia  has  been  demonstrated 
in  spinal  type  cases  but  more  apparently  in 
cases  of  bulbar  type. 

For  the  sake  of  clarity  the  subclinical  case 
is  described  to  include  the  abortive  case  and 
the  non-paralytic  case,  while  the  clinical  case 
presents  persisting  findings  of  CNS  involve- 
ment. 

The  abortive  type  presents  symptoms  of 
fever,  headache,  and  frequently  gastro-intes- 
tinal  symptoms.  These  may  be  of  sufficient 
severity  to  attract  the  patients  or  parents  at- 
tention, or  of  such  a mild  nature  that  they 
may  be  unnoticed.  There  are  no  findings  of 
CNS  involvement.  There  has  been  evidence 
of  invasion  of  CNS  by  virus  in  abortive  cases 
in  the  Chimpanzee. <2)  The  non-paralytic 

type  presents  a problem  of  interpretation. 
There  are  the  symptoms  and  the  findings  of 
CNS  involvement  but  there  is  no  demonstra- 
ble muscle  weakness  or  only  a transitory 
weakness  in  some  part.  There  may  be  his- 
topathologic changes  in  these  cases.  It  may 
be  assumed  therefore  that  a non-paralytic 
type  diagnosis  may  be  applied  to  those  cases 
that  do  not  present  evidence  of  muscle  weak- 
ness or  of  such  weakness  that  is  transitory 
and  not  demonstrable  two  weeks  after  onset 
of  CNS  findings. 

These  cases  however  present  a challenge 
to  the  physician  to  recommend  caution  to 
such  patients  until  that  time  when  risk  of 
extension  of  findings  will  have  subsided. 

There  are  three  findings  that  are  consis- 
tently valuable  in  the  early  diagnosis  of 
acute  poliomyelitis  viz — neck  rigidity,  back 
tenderness  and  rigidity,  and  the  “head  drop.” 
These  findings  may  be  elicited  in  such  infec- 


tions as  meningitides  and  pneumonias,  but 
if  these  possibilities  be  eliminated,  they  may 
contribute  very  valuable  evidence  in  favor  of 
the  diagnosis  of  acute  poliomyelitis. 

The  importance  of  early  recognition  of  in- 
tracranial involvement  is  seen  in  the  nar- 
row range  between  the  extremes  of  success- 
ful treatment  and  failure.  The  findings  at 
this  early  stage  are  not  striking  and  obvious 
as  a rule.  These  symptoms  or  findings  are: 

1.  Disorientation  (Apprehension,  worry, 
delirum,  coma) 

2.  Dyspnoea 

3.  Dysphonia  or  Dysarthria 

4.  Dysphagia 

The  order  of  their  importance  or  appear- 
ance is  not  necessarily  as  above  enumerated. 

To  these,  may  be  added  the  possible  and 
probable  assistance  that  may  be  offered  by 
blood  pressure  changes  and  alterations  in 
oxygen  tension. 

DIFFERENTIAL  DIAGNOSIS 

The  differential  diagnosis  is  always  impor- 
tant. The  majority  of  cases  may  not  offer 
particular  difficulty  in  diagnosis.  But  one 
should  be  alert  constantly  to  prove  the  accur- 
acy of  the  diagnosis.  There  should  be  con- 
stant awareness  on  the  part  of  the  diagnosti- 
cian of  the  possibility  of  the  presence  of 
more  than  one  clinical  entity  in  the  same  pa- 
tient. There  are  conditions  that  will  simu- 
late acute  poliomyelitis  and  conversely  there 
are  cases  of  poliomyelitis  that  will  simulate 
other  conditions.  An  instance  of  the  former 
was  met  in  the  case  of  an  eight  year  old 
girl  admitted  in  August,  this  year.  This  pa- 
tient’s acute  illness  was  sudden  in  onset  with 
headache  and  backache,  and  vomiting  for  the 
first  time  after  entrance  into  the  hospital. 
The  diagnosis  of  the  admitting  officer  was 
justifiably  that  of  acute  poliomyelitis  based 
on  the  symptoms,  and  the  findings  of  slight 
neck  rigidity,  back  tenderness  and  rigidity 
and  slightly  positive  Kemig  sign.  The  diag- 
nosis was  proved  to  be  that  of  acute  retroce- 
cal appendix  at  operation  on  the  evening  of 
admission.  There  was  subsequent  complete 
recovery. 

The  differential  diagnosis  will  become  in- 
creasingly important  with  the  demonstration 
of  different  strains  of  the  polio  virus. 

The  following  list  enumerates  the  differen- 
tial diagnosis  in  patients  referred  to  our 
wards  with  a diagnosis  of  acute  poliomyeli- 
tis. This  list  does  not  include  all  the  possible 
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confusing  problems  in  which  polio  may  simu 
late  other  conditions  and  vice  versa,  but  rep- 
resents our  own  experience. 

Appendicitis,  Behavior  disorder.  Cervical 
Hemorrhage  (Carcinoma),  Dermatitis  Medi- 
comentosa  with  toxaemia  producing  neurolo- 
gical symptoms.  Follicular  Tonsillitis  and 
Nasopharyngitis,  Hysteria,  Meningitis,  My- 
algia (due  to  upper  respiratory  infection), 
Perthe’s  Disease,  Osteomyelitis  with  bursi- 
tis, Peripheral  Neuritis,  Polyneuritis,  Pete- 
cheal  Hemorrhage  in  Medulla.  (Result  of 
sudden  forceful  strain),  psoas  abscess.  Scur- 
vy, Subarachnoid  Hemorrhage  and  hemor- 
rhage within  cerebellum,  (due  to  two  falls). 
Transverse  Myelitis,  Myasthenia  Gravis, 
Pneumonia,  Lobar. 

IN  SUMMARY  THEN: 

1.  The  incidence  of  the  disease  is  wide 
spread.  Watch  subclinical  cases. 


2.  Mode  of  transmission  is  not  proved. 

3.  Age  incidence  appears  to  affect  those 
in  higher  age  groups  now  more  than  former- 
ly. 

4.  There  is  evidence  of  familial  infec- 
tions. 

5.  Diagnosis  must  be  based  on  clinical 
findings.  Early  diagnosis,  especially  of  bul- 
bar type  cases,  is  imperative. 

6.  Acute  Poliomyelitis  is  an  infection  of 
protean  manifestations.  It  requires  careful 
observation,  diligent  examination  and  prompt 
treatment.  The  hope  of  greatest  success  lies 
in  close  cooperation  of  well  trained  person- 
nel. 
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Menorrhagia  too  often  is  considered  as  a 
syndrome  or  an  entity  rather  than  a symp- 
tom of  either  local  pelvic  pathology  or  con- 
stitutional disease  and  is  mistakenly  treated 
as  a strictly  gynecological  problem.  When 
all  local  causes  palpated  or  visualized  are 
excluded,  dilatation  and  curettage  is  done  in 
the  hope  of  affecting  a cure.  If  treatment 
is  unsuccessful,  uterine  hemorrhage  is  placed 
into  the  exalted  group  of  “endocrinopathic 
or  functional  bleeding.” 

In  recent  years  the  discovery  of  the  Rh 
factor  and  the  increased  use  of  blood  and  its 
derivatives  has  produced  an  impetus  in  the 
study  of  blood  and  blood  dyscrasias  so  that 
hitherto  diseases  classified  as  idiopathic 
seem  to  bear  a closer  association  to  blood  and 
its  dyscrasias. 

That  profuse  and  prolonged  uterine  bleed- 
ing may  be  due  to  various  abnormalities  in 
the  blood  and  even  to  a certain  blood  dys- 
crasia  has  long  been  known,  although  often 
it  is  considered  to  be  due  to  purely  local 
causes  and  numerous  gynecological  pro- 
cedures are  resorted  to  without  any  benefit. 

*Read  before  the  Omaha  Obstetrical  and  Gynecological  So- 
ciety on  September  21.  1949,  Omaha,  Nebraska. 


Dilatation  and  curettage  and  even  hysterec- 
tormy  have  been  performed  in  attempt  to 
allay  this  symptom.  Fortunately,  the  ma- 
jority of  such  cases  are  amenable  to  hor- 
monal and  mechanical  therapy  but  occasion- 
ally we  see  cases  in  which  this  type  of  ther- 
apy is  of  no  benefit.  Among  the  numerous 
causes  that  may  be  attributed  to  the  pro- 
duction of  excessive  flow  is  one  which  be- 
longs in  the  realm  of  internal  medicine  but 
of  which  we  should  be  cognizant  in  cases 
that  do  not  yield  to  prompt  measures. 

Idiopathic  thrombocytopenic  purpura  has 
long  been  known  as  a cause  of  intractable 
uterine  bleeding.  Werholf^^^  first  described 
this  clinical  entity  in  an  adult  girl  in  whom 
the  onset  of  the  hemorrhagic  disorder  ap- 
peared concomitantly  with  the  onset  of 
menses.  Dameshek  and  Rheingold^^)  recent- 
ly reported  four  cases  of  menorrhagia  due 
to  idiopathic  thrombocytopenic  purpura  mis- 
takenly treated  for  local  disease.  One  of 
these  was  subjected  to  a hysterectomy, 
whereas  the  other  three,  virgin  girls,  under- 
went dilatation  and  curettage,  all  without 
any  benefit.  Menorrhagia  may  be  actually 
the  earliest  manifestation  and  at  times  the 
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only  symptom  in  this  blood  dyscrasia.  Simi- 
larly, hemorrhage  or  hemorrhagic  tendencies 
may  be  discernible  as  uncontrollable  post- 
partum bleeding  when  all  factors  of  trauma 
to  the  genital  canal  have  been  excluded. 

Blood  dyscrasias  are  legion  if  we  consider 
the  various  factors  which  may  be  respon- 
sible for  the  abnormal  bleeding.  It  may  oc- 
cur from  a single  disturbance  in  the  coagu- 
lation mechanism,  in  the  platelet  quantity  or 
in  the  integrity  of  the  vascular  wall.  Defi- 
nite clinical  entities  as  certain  well  estab- 
lished blood  dyscrasias,  constitutional  dis- 
eases, nutritional  inadequacies  and  endocrin- 
opathies  may  be  recognizable  following  the 
adequate  study  of  blood  when  abnormal 
bleeding  is  not  amenable  to  therapy  follow- 
ing exclusion  of  local  causes. 

Allen,  et  al(3)  reports  several  cases  of  bleeding, 
three  of  which  are  interesting  since  they  fall  in  the 
realm  of  gynecology:  One  occurring  as  a post- 

partum hemorrhage  in  which  the  clotting  time  was 
unduly  prolonged  but  the  platelet  count  relatively 
normal,  the  other  one  of  pubertal  bleeding  with  a 
prolonged  clotting  time  and  a normal  platelet 
count;  the  third  had  likewise  an  increased  clotting 
time  and  considerably  below  normal  platelet  count. 
The  last  two  patients  gave  histories  of  profuse  and 
prolonged  menstrual  bleeding;  one  for  a year  and  a 
half,  the  other  for  seventeen  years.  Curettage  in 
both  these  cases  revealed  no  endometrial  abnor- 
mality and  treatment  of  the  blood  dyscrasia  result- 
ed in  improvement  and  cure.  The  authors  attribute 
some  significance  to  endocrine  disturbance,  especial- 
ly in  the  estrogens,  since  the  hemorrhagic  episodes 
occurred  at  a time  when  severe  endocrine  disturb- 
ances are  known  to  occur.  Such  significance  is  not 
understood  though  it  may  be  associated  with  men- 
strual bleeding  such  as  that  attending  the  sudden 
withdrawal  of  estrogen. 

Chalmers (4)  in  a recent  report  gives  a brief  re- 
view of  63  reported  cases  of  puipura  hemorrhagica 
as  a complication  of  pregnancy.  Hemorrhage  into 
the  skin  and  mucous  membranes,  hemoptysis,  epis- 
taxis,  hematuria,  and  melena  may  develop  at  vari- 
ous times  throughout  pregnancy.  Pregnancy,  on 
the  other  hand,  may  be  normal  until  completion  of 
the  third  stage  of  labor  when  uncontrollable  bleed- 
ing may  develop  and  tends  to  occur  from  the  uteims. 
Most  authors,  however,  agree  that  no  hemorrhage 
occurs  at  the  time  of  delivery  (Finnd^)).  Oxy- 
tocics  will  not  influence  the  bleeding  in  these  cases 
unless  a concomitant  uterine  relaxation  is  present. 
The  definite  establishment  of  tnie  essential  throm- 
bocytopenic purpura  hemorrhagica  based  on  platelet 
count,  bleeding  time,  capillary  fragility  and  bone 
marrow  studies  warrants  urgent  surgical  interven- 
tion in  the  fonu  of  splenectomy  as  expounded  by 
Polowe(5)  and  Urbanski(<>).  In  Polowe’s  case, 
splenectomy  was  performed  in  the  eighth  month  of 
gestation  with  no  untoward  sequelae  and  the  subse- 
quent delivei-y  of  a live  teim  infant  one  month  later. 
The  case  of  Urbanski  was  treated  conservatively 
with  the  subsequent  delivery  at  term  of  a stillborn 
which  showed  gross  hemorrhage  into  practically 
every  organ.  Approximately  six  weeks  later,  a 


splenectomy  was  performed  with  apparent  clinical 
cure.  Subsequently  she  was  delivered  of  three  liv- 
ing full  term  infants,  the  last  two  normal  in  all 
respects  but  the  first  showing  classical  signs  and 
symptoms  of  purpura  hemorrhagica  similar  to  that 
of  the  mother.  This  latter  case  as  well  as  the 
reports  of  other  authors  emphasize  the  hazards 
attendant  both  to  mother  and  child.  Premature 
delivery  (Mosher (7))  is  known  to  occur  in  the  sixth 
or  seventh  month  of  gestation  with  infection  super- 
imposed. Pre-eclamptic  toxemia  (Chalmersl^) ) is 
particularly  dangerous  due  to  the  risk  of  placenta 
abraptio  and  massive  hemorrhage.  Other  authors 
impress  us  with  the  high  maternal  and  fetal  mor- 
tality relevant  to  this  disease,  maternal  mortality 
being  reported  at  55%  ( Patterson ( 8) ) and  58% 
(RushmoreO) ) and  in  some  instances  almost  100% 
(MosherC^) ),  fetal  mortality  ranging  from  50% 
(Mosher (7))  to  64%  (RushmoreO) ). 

WintrobeOO)  states  that  purpura  hemorrhagica 
associated  with  pregnancy  is  probably  a separate 
entity  unrelated  to  pregnancy.  It  is  a disease  char- 
acterized by  remissions  and  relapses.  Since  the 
disease  tends  to  become  chronic,  pregnancy  may 
well  precipitate  a relapse  due  to  the  extra  load  on 
the  maternal  organism.  On  the  other  hand  purpura 
coinciding  with  pregnancy  may  be  due  to  various 
causes  and  is  usually  classified  as  symptomatic. 
Pui-pura  has  been  observed  to  appear  on  the  face, 
neck,  and  upper  chest  in  severe  pernicious  vomiting 
and  more,  generalized  in  nutritional  inadequacy, 
avitaminosis  C and  drugs  or  chemicals  used  in  ther- 
apy for  an  associated  disease.  The  treatment  of 
simple  purpura  would  evolve  demonstration  of  eti- 
ology with  symptomatic  treatment  and  transfusion 
since  the  platelet  count,  if  deficient,  shows  an  early 
and  sustained  rise  following  delivery. 

When  unexplained  abnormal  bleeding  con- 
tinues to  occur  from  the  female  genital  tract 
with  or  without  pregnancy,  following  the 
exclusion  of  all  possible  local  causes  and  hor- 
monal imbalance,  it  behooves  us  to  delve 
deeper  into  probable  etiology  with  particular 
emphasis  on  adequate  blood  studies.  In- 
creased capillary  fragility  and  thrombocyto- 
penia may  be  frequently  taken  for  granted 
as  representing  diseases  of  the  spleen.  How- 
ever, thrombopenia,  and  even  complete  ab- 
sence of  thrombocytes,  is  not  always  capable 
alone  of  producing  purpura.  (Bedson(ii>) . 
On  the  other  hand,  high  indices  of  capillary 
fragility  may  be  found  in  the  presence  of 
repeatedly  normal  thrombocyte  counts  as 
well  as  normal  capillary  fragility  with  decid- 
ed thrombocyte  depression.  Reduction  in 
thrombocytes  alone  will  not  induce  increased 
fragility.  Injury  to  the  capillary  wall  must 
exist  and  in  itself  may  be  sufficient,  without 
thrombocytopenia,  to  increase  fragility.  Cap- 
illary fragility  depends  on  the  cohesive  re- 
sistance of  the  cells  of  the  capillary  wall  and 
the  intercellular  cement  substance,  to  those 
factors  tending  to  disrupt  the  integrity  of 
the  vessel  wall.  In  some  instances,  notably 
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the  toxemias  and  the  septicemias,  it  has 
been  assumed  that  direct  injury  to  the  endo- 
thelial cells  occur  (Whitesell  and  Snelh^^))^ 
Subsequently,  placenta  abruptio  and  symp- 
tomatic purpura  may  be,  theoretically  at 
least,  explained  on  the  basis  of  some  sub- 
stance being  liberated  in  the  toxemic  patient 
capable  of  producing  capillary  injury.  Per- 


prolonged  periods  of  seven  years  duration  with  in- 
crease in  severity  the  past  two  years.  Recently, 
periods  have  been  occurring  every  21  days,  lasting 
from  five  to  seven  days  and  characterized  by  heavy 
flow.  Intei-menstrual  flow,  from  spotting  to  ex- 
tremely heavy  bleeding,  would  invariably  occur 
characterized  by  bright  red  and  on  occasion,  dark 
blood.  During  the  past  several  months  she  devel- 
oped hemi-cephalgia  on  awakening  and  on  the  de- 
pendant side.  Frontal,  temporal  and  occipital  head- 
aches would  occur  during  excitement  or  an  emotion- 
al upset.  Tarry  stools,  at  times  bright  blood,  were 
observed  on  numerous  occasions  during  the  past  two 
years.  There  is  no  history  of  gingival  bleeding. 
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D.C.  3213-4S  I.L.H. 

haps  routine  blood  studies  including  capil- 
lary fragility  and  platelet  counts  on  such 
patients  may  yield  more  information. 

Capillary  fragility  and  thrombocytopenia 
occur  rather  frequently  in  parenchymal  liver 
disease  and  must  be  differentiated  from  idio- 
pathic thrombocytopenic  purpura  because 
splenectomy  in  these  patients  is  a grave  sur- 
gical hazard  and  a severe  hemorrhagic  risk. 

The  following  case  reports  are  examples 
of  hemorrhagic  disease  occurring  as  a gyne- 
cological diagnostic  problem  and  as  a compli- 
cation of  pregnancy. 

CASE  1 

D.C.,  a thirty-two  year  old  para  1 gravida  1,  was 
admitted  to  the  Immanuel  Lutheran  Hospital  on 
July  19,  1949,  complaining  of  irregular,  profuse  and 


CHAJiT  1 

epistaxis  or  hemoptysis.  Catamenia  at  age  13  oc- 
curring regularly  every  28  days  and  of  four  to  sug 
days  duration.  LMP  July  6-17,  1949  and  PMP  June 
19-30,  1949  both  characterized  by  heavy  flow.  In 
1943  the  right  ovary  was  resected  in  attempt  to  con- 
trol the  meno-metrorrhagia.  In  the  fall  of  1948, 
profuse  bleeding  continued  for  a period  of  three 
weeks  following  a dilatation  and  curettage  for  diag- 
nosis and  treatment  of  the  intractable  flooding.  Pa- 
tient was  advised  that  a hysterectomy  should  be 
performed  to  allay  the  bleeding. 

Further  history  reveals  bruising  readily  with  the 
appearance  of  large  subcutaneous  ecchymoses  and 
persistent  bleeding  following  minor  injuries  in 
childhood.  Lately,  there  occurred  ecchymotic  areas 
without  patient  being  aware  of  injuries. 

Physical  examination  was  essentially  negative, 
except  for  numerous  subcutaneous  ecchymoses  on 
lateral  aspect  of  right  calf  and  both  upper  arms. 
B.P.  110/60  T.  98.6  P.  88  R.  20. 

Test  for  capillary  fragility  yielded  between  50-60 
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petechial  hemorrhages  in  a 2.5  cm  area.  There 
were  numerous  petechiae  over  the  entire  right  fore- 
arm below  pressure  cuff  with  involvement  of  palmar 
surface  of  hand.  Blood  exam  revealed:  Hbg.  14.5 
gm;  Rbc.  4,600,000;  Wbc.  4800  with  normal  dif- 
ferential; Platelets — 96,000;  Coag.  time — 2 min.; 
Clot  retraction — no  beginning  in  % hr.;  begun  in 
45  min.;  complete  in  1 hr. 

Pelvic  exam  prior  to  D.  & C.  revealed  no  abnor- 
malities. Laboratory  report  showed  normal  endo- 
metrium in  the  estrin  phase.  Gastra-intestinal 
examination,  because  of  history  of  bloody  stools, 
were  negative.  BMR  -9%  and  -13%.  Patient  was 
placed  on  100  mgms.  of  Vitamin  C daily.  Platelet 
counts  were  done  every  other  day  to  evaluate  accu- 
racy of  count  and  to  judge  existing  normal  varia- 
tion. Remaining  hospital  stay  was  uneventful  ex- 
cept for  the  persistence  of  ecchymotic  areas  and  the 
appearance  of  new  hemorrhages  on  the  left  calf. 
On  the  day  of  dismissal  July  27,  1949,  a sternal 
bone  marrow  examination  was  performed  with  the 
following  report:  “Sternal  marrow  examination  re- 

veals a normal  erythroid-myeloid  ratio.  These  ele- 
ments show  a normal  progression  and  maturation. 
The  concentrated  smear  shows  an  increase  in  the 
number  of  megakaryocytes  and  many  of  these  show 
hyalinization  of  the  cytoplasm  with  a loss  of  granu- 
larity and  no  evidence  of  platelet  formation.  The 
smear  is  not  diagnostic,  but  compatible  with  the 
diagnosis  of  essential  thrombocytopenic  purpura. 
There  is  no  evidence  of  leukemia  or  any  other  dis- 
ease process  which  might  account  for  reduction  in 
platelets.” 

The  clinical  history  of  menorrhagia,  ec- 
chymoses  and  headache  associated  with  low 
platelet  counts,  capillary  fragility  without 
any  evidence  of  another  disease  process 
which  might  cause  a secondary  purpura 
makes  the  diagnosis  of  primary  purpura 
most  probable. 

Patient  was  re-admitted  July  31,  1949,  for  splen- 
ectomy. Examination  was  essentially  negative  ex- 
cept for  ecchymotic  areas  on  lower  extremities. 
Bleeding,  subsequent  to  the  D.  & C.  on  previous 
admission,  was  minimal  with  gradual  disappearance 
of  flow  on  date  of  second  admission.  Following 
splenectomy  patient’s  course  was  uneventful  with 
gradual  disappearance  of  ecchymotic  areas  at  time 
of  dismissal.  There  was  no  recurrence  of  headaches 
following  the  third  post-operative  day.  Microscopic 
section  of  spleen  showed  “the  splenic  architecture 
generally  preserved.  The  sinusoids  were  moderately 
prominent,  the  pulp  congested  with  blood  and  con- 
tained a number  of  mononuclear  cells  and  polys. 
Megakaryocytes  were  not  conspicuous.”  Platelet 
counts  on  first  and  second  admission  prior  to  and 
after  surgery  are  shown  on  chart  1. 

COMMENT 

Resection  of  ovarian  cyst,  dilatation  and 
curettage  and  a contemplated  hysterectomy 
highlight  the  gynecological  procedures  to 
which  this  patient  was  subjected  in  an  at- 
tempt to  alleviate  the  symptoms  of  meno- 
metrorrhagia.  Vitamin  C was  administered 
to  help  establish  the  cause  of  capillary  fra- 


gility, the  alleviation  of  which  if  on  the  basis 
of  avitaminosis  C should  respond  to  ade- 
quate doses  regardless  of  the  platelet  count. 
The  course  of  the  disease,  however,  was  not 
influenced  by  the  administration  of  Vitamin 
C since  large  subcutaneous  hemorrhages  ap- 
peared on  the  lower  extremities  during  hos- 
pital stay. 

The  platelet  count  may  or  may  not  be 
influenced  by  the  administration  of  Vitamin 
C.  Wright  and  Lilienfeld(^^>  in  their  exten- 
sive work  with  Vitamin  C on  capillary  fra- 
gility attribute  no  value  of  its  use  in  idio- 
pathic thrombocytopenic  purpura.  The  usual 
trend  of  platelet  counts  in  peripheral  smears 
after  splenectomy  follows  a very  typical  pat- 
tern of  a sudden  rise  to  numbers  exceeding 
nonnal  with  a drop  to  or  below  normal  fol- 
lowed within  ten  days  by  a secondary  rise  to 
normal  levels  with  maintenance  at  the  nor- 
mal level.  The  pattern  in  this  case  follows 
somewhat  the  above  course  but  the  initial 
rise  was  not  as  spectacular.  It  is  interest- 
ing to  note  that  the  number  of  petechiae 
were  far  in  excess  of  that  considered  to  be 
normal.  Whitesell  and  Snelh^^^  consider  a 
normal  petechial  index  to  lie  between  8 and 
23  with  most  patients  exhibiting  less  than  6 
petechiae.  Wright  and  Lilienfeld^^'*>  using  a 
modification  of  the  Rumpel-Leed  test,  con- 
sider an  absolute  normal  count  as  rarely 
above  10  and  20  is  abnormal.  The  standard 
time  in  this  modification  is  15  minutes. 
However,  one-half  that  time  may  be  used  if 
discomfort  is  present  or  if  hemorrhage  is 
profuse,  providing  that  all  further  tests  are 
taken  with  the  modified  time.  The  tests  in 
this  case  were  limited  to  six  minutes  because 
of  the  appearance  of  numerous  petechiae  and 
some  discomfort.  The  first  test,  prior  to 
splenectomy,  yielded  50-60  petechiae,  where- 
as that  following  surgery,  on  the  opposite 
arm,  yielded  but  15. 

CASE  2 

M.D.,  22  year  old  negress  para  2 gravida  3 was 
admitted  to  the  University  of  Nebraska  Hospital 
June  18,  1949,  following  her  visit  to  the  obstetrical 
pre-natal  clinic  at  which  time  she  complained  of 
headache,  pedal  edema,  visual  disturbances,  epigas- 
tric pain,  dyspnea,  soreness  of  all  muscles  of  the 
body  and  dark  areas  under  the  finger  nails  “which 
are  getting  larger  day  by  day.”  Due  to  the  natural 
pigmentation  characteristic  of  the  negro  race,  it 
was  difficult  to  determine  the  time  nature  of  pig- 
mented areas.  Since  the  color  was  present  only  on 
three  fingers  of  the  right  hand  and  two  of  the  left, 
appearing  as  splinters  and  projecting  to  nail  tips 
and  gradually  increasing  in  size  with  appearance 
on  other  fingers,  it  was  interpreted  as  hemorrhage. 
On  the  basis  of  above  symptoms  and  a weight  gain 
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of  50  pounds  and  edema  concuri’ent  with  this  preg- 
nancy, it  was  deemed  advisable  to  admit  and  treat 
her  for  clinical  toxemia  and  determine  the  nature  of 
subungual  hemorrhages. 

Past  history  was  essentially  negative  except  for 
two  occasions  of  epistaxis  at  the  age  of  ten  and 
fourteen  when  a blow  to  the  nose  resulted  in  pro- 
longed bleeding  of  several  hours  duration.  Cata- 
menia at  age  eleven  with  periods  occurring  every 
twenty-eight  days  and  of  three  days  duration.  De- 


hemorrhages on  several  fingers  of  each  hand.  B.P. 
was  106/60.  Blood  examination  showed  Hglb  11.9 
grams,  RBC  4,500,000.  WBC  8,000  with  normal  dif- 
ferential. Urine  negative.  It  was  assumed  that  the 
weight  gain,  headache,  epigastric  distress  and  pit- 
ting edema  were  manifestations  of  early  toxemia  in 
spite  of  normal  blood  pressure  and  absence  of  pro- 
teinuria. Platelet  count  was  96,000  on  admission. 
Capillary  fragility  tests  were  negative.  Bleeding, 
coagulation  and  clot  retraction  time  were  normal. 


CHART  2 


M.D.  98900  UHH 

livery  of  a living  term  infant  on  May  22,  1945. 
This  pregnancy  was  complicated  by  a moderately 
severe  anemia  requiring  blood  transfusion.  On  July 
9,  1945,  six  and  one  half  weeks  post-partum,  she 
was  re-admitted  because  of  constant  vaginal  bleed- 
ing. D.  & C.  was  effective  in  controlling  bleeding. 
She  was  again  delivered  of  a term  living  infant  on 
November  28,  1946  with  uneventful  post-partum 
course.  On  February  2,  1948,  she  was  admitted  for 
copious  vaginal  bleeding  due  to  a suspected  threat- 
ened abortion.  She  w’as  placed  on  1%  mgm.  Dien- 
estrol  t.i.d.  which  stopped  vaginal  bleeding.  Fried- 
man test  one  month  later  was  negative.  Subse- 
quently, she  developed  irregular  periods  of  heavy 
bleeding  lasting  for  eight  to  ten  days.  LMP  oc- 
curred September  23,  1948  with  EDC  June  30,  1949. 

Physical  examination  on  admission  was  essen- 
tially negative  except  for  a 2-plus  pitting  edema  of 
dorsum  of  feet  and  ankles  and  subungual  splinter 


Daily  platelet  counts  prior  to  delivery  ranged  from 
96,000  to  18,000  (chart  2).  Further  blood  studies 
of  interest  will  be  discussed  below.  Patient  was 
placed  on  a high  protein,  low  fat,  low  calorie  diet 
plus  ammonium  chloride  with  a resultant  weight 
loss  of  thirteen  pounds  and  disappearance  of  edema. 
Daily  Vitamin  K injections  and  one  blood  transfu- 
sion showed  no  improvement  in  the  patient’s  condi- 
tion. Bone  marrow  biopsy  on  July  1,  1949,  revealed 
a “Myeloid-erythroid  ratio  of  2.4  to  1,  megakaryo- 
cytes are  present  in  normal  numbers  and  their  ap- 
pearance is  not  unusual.  Fonnation  of  platelets  is 
present  within  these  cells  and  numerous  platelets 
are  seen  lying  free  in  the  marrow  preparation.  The 
bone  marrow  examination  and  findings  are  not 
diagnostic.” 

Medical  and  surgical  consultation  deemed  splenec- 
tomy inadvisable.  Patient  went  into  active  labor 
on  July  4,  at  2:00  P.M.  and  had  a sudden  gush  of 
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blood  estimated  at  200  cc.  At  4:24  P.M.  she  was 
delivered  of  a viable  male  infant  from  LOA  posi- 
tion with  low  forceps  application.  Placenta  was 
expelled  four  minutes  later.  Patient  was  left  on 
deliveiy  table  for  35  minutes  with  no  unusual  bleed- 
ing. However,  there  was  moderate  to  large  amount 
of  lochia  nibra  until  11:00  P.M.  July  6,  1949.  Re- 
mainder of  hospital  course  was  uneventful,  with 
nonnal  immediate  puei’perium,  and  she  was  dis- 
missed on  July  14,  1949. 

She  was  re-admitted  on  July  30,  1949,  for  con- 
stant vaginal  bleeding  since  dismissal.  Physical 
examination  showed  no  change  from  that  of  previ- 
ous admission  except  for  the  weight  loss  and  altera- 
tion of  abdominal  contour.  Blood  examination  re- 
vealed Hbg.  14  grams,  Wbc’s  10,700  with  normal 
differential.  Urine  show’ed  one-plus  sugar  and  a 
trace  of  albumin.  Platelet  counts  are  reviewed  on 
chart  2.  Bone  marrow  examination  revealed  an 
alteration  in  the  myeloid-ei’ythroid  ratio  with  a 
lowering  of  the  myeloid  and  increase  in  the  eryth- 
roid  cells  (1.58:1).  The  final  bone  marrow  diag- 
nosis being  “slight  erythroid  hyperplasia  of  bone 
marrow.”  Due  to  inadequate  criteria  for  establish- 
ment of  idiopathic  thrombocytopenic  pui-pura,  pa- 
tient was  dismissed  to  be  followed  in  the  medical 
dispensaiy  in  case  she  suffered  a relapse. 

COMMENT 

Although  this  case  is  not  definitely  estab- 
lished as  thrombocytopenic  purpura,  the 
clinical  findings  of  severe  thrombocytopenia 
and  on  occasions  the  prolonged  bleeding 
time,  the  disease  was  suspected  and  accord- 
ingly measures  were  taken  to  protect  the 
patient  should  a relapse  have  occurred  dur- 
ing the  last  weeks  of  pregnancy  or  a hemor- 
rhage complicate  the  third  stage  of  labor. 
Of  necessity  this  case  must  be  included  in 
the  category  of  symptomatic  purpura  on  a 
basis  of  thrombocytopenia.  Whether  it  is  a 
complication  of  pregnancy  or  simply  a coin- 
cident is  a moot  question.  If  it  is  thrombo- 
cytopenic purpura  associated  or  coincident 
with  pregnancy,  it  must  be  in  a remissive 
state.  On  the  other  hand,  symptomatic  pur- 
pura does  occur  with  septicemias  and  tox- 
emias as  a complication  of  pregnancy  and  is 
due  to  vascular  endothelial  damage.  The 
clinical  history  as  well  as  the  thrombopenic 
support  this  contention.  The  following  blood 
studies  may  bear  some  light  on  its  classifi- 
cations. Total  serum  proteins  on  several 
occasions  ranged  from  6.40  mgm.%  to  5.15 
mgm.%.  The  first  is  a minimum  low  and 
the  latter  is  definitely  lowered.  In  certain 
parenchymal  liver  diseases  associated  with 
thrombopenia,  namely,  severe  subacute  hep- 
atitis, degenerative  cirrhosis,  chronic  atro- 
phy of  the  liver,  chronic  phase  of  viral  hepa- 
titis and  portal  cirrhosis  of  long  standing, 
the  plasma  proteins  are  commonly  lowered 
with  an  increase  in  the  globulin  fraction. 


Liver  biopsies  and  function  tests  would  be 
interesting  in  ruling  in  or  out  the  basis  for 
thrombopenia  in  this  case.  The  blood  non- 
protein nitrogen  was  63  mgm.%  and  creatin- 
ine was  3.2  mgm.%.  Five  days  after  deliv- 
ery the  NPN  returned  to  32  mgm.%.  A 
urea  clearance  test  showed  60%  of  normal. 
In  spite  of  the  absence  of  proteinuria  and 
hyptertension,  these  findings  suggested  def- 
inite, if  only  temporary,  impairment  of  kid- 
ney function  and  a suspicion  of  early  tox- 
emia of  pregnancy  when  taken  together  with 
clinical  history,  edema  and  weight  gain.  The 
subungual  hemorrhages  may  have  been  the 
result  of  either  early  toxemia  and/or  nephri- 
tis, both  of  which  have  been  noted  to  pro- 
duce capillary  endothelial  damage.  The 
thrombopenia  is  not  explained  satisfactorily 
and  can  only  be  assumed  as  a reflection  of 
thrombocytopenic  purpura  in  a stage  of  re- 
mission or  perhaps  on  a basis  of  liver  dam- 

SUMMARY 

The  probability  of  some  defect  in  the  plas- 
ma clotting  mechanism,  quantity  of  plate- 
lets, or  in  the  integrity  of  the  vascular  wall 
may  give  rise,  individually  or  collectively,  to 
abnormal  bleeding.  Reliance  on  adequate 
blood  studies  and  bone  marrow  biopsies  per- 
mits the  pathologist  to  classify  abnormal 
bleeding  as  definite  clinical-pathological  en- 
tities. 

Blood  dyscrasias  may  well  be  the  etiology 
of  abnormal  bleeding  in  gynecology  and  ob- 
stetrics providing  all  other  local  causes  are 
excluded. 

Meno-metrorrhagia,  in  absence  of  local 
pathology,  endocrine  disturbance,  constitu- 
tional diseases  and  nutritional  inadequacy 
may  be  amenable  to  treatment  providing 
adequate  proof  is  obtainable  of  an  existing 
blood  dyscrasia. 

Two  cases  have  been  presented,  one  a 
gynecological  diagnostic  study  in  which  the 
underlying  disease  was  idiopathic  thrombo- 
cytopenic purpura,  cured  by  splenectomy; 
the  other,  a severe  thrombopenia  with  sub- 
ungual hemorrhages  occurring  concomi- 
tantly with  pregnancy  and  classified  as 
symptomatic  purpura,  improved  following 
delivery. 

It  would  behoove  the  gynecologist  and  the 
obstetrician,  in  unexplained  cases  of  abnor- 
mal bleeding,  to  perform  simple  hematologic 
tests  to  establish  blood  disorders,  and  thus 
reduce  unnecessary  gynecological  procedures 
and  avert  serious,  if  not  fatal,  hemorrhages. 

(Bibliography  in  Reprints) 


Massive  Upper  Gastrointestinal  Hemorrhage 
of  Undetermined  Origin* 
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This  case  represents  an  unusual  complica- 
tion of  a surgical  procedure  wherein  severe 
gastrointestinal  bleeding  of  undetermined 
origin  defeated  all  attempts  at  treatment  al- 
though some  30  liters  of  whole  blood  were 
given  in  transfusion. 

REPORT  OF  CASE 

A 59  year  old  white  married  male  was  admitted 
on  the  service  of  Drs.  Maine  C.  Andersen,  and  Her- 
bert H.  Davis  for  the  first  time  on  March  23,  1950. 
Six  days  previous  to  admission  he  developed  a cold 
with  chills,  fever,  malaise  and  poor  appetite.  Three 
days  later  he  developed  abdominal  cramps,  with 
associated  nausea,  but  no  vomiting.  Barium  enema 
on  admission  showed  diverticulosis  of  the  distal  half 
of  the  colon,  and  an  annular  constricting  lesion  of 
the  ascending  colon  just  proximal  to  the  hepatic 
flexure  which  measured  approximately  6.0  cm  in 
length. 

On  March  27,  1950  the  patient  had  a resection  of 
the  right  colon  with  an  ileotransverse  colostomy. 
The  surgery  was  without  incident.  The  pathologic 
diagnosis  was  adenocarcinoma  of  the  ascending  co- 
lon. 

The  patient’s  immediate  postoperative  course  was 
uneventful.  He  was  maintained  on  nasogastric  suc- 
tion for  decompression  of  the  small  bowel;  however, 
on  the  5th  postoperative  day  he  vomited  a small 
amount  of  dark  brown  fluid.  He  was  passing  flatus 
freely  and  could  tolerate  clamping  of  the  nasogastric 
tube  for  short  periods. 

On  the  6th  postoperative  day  the  dressings  be- 
came saturated  with  serosanginous  drainage.  On 
the  7th  postoperative  day,  he  had  an  essentially  nor- 
mal bowel  movement.  His  only  complaint  through 
the  7 day  period  was  singultus  which  was  relieved 
by  nasogastric  suction.  On  the  8th  postoperative 
day  he  developed  a fecal  fistula  at  the  incision  site. 

On  the  10th  postoperative  day  a black  liquid 
stool  was  passed  and  the  dressings  covering  the 
operation  site  and  fecal  fistula  were  stained  with 
black  fecal  material.  He  had  profuse  diaphoresis 
with  associated  air  hunger.  Five  hundred  cc.  of 
whole  blood  were  administered  immediately  and  6 
hours  later  the  drainage  from  the  incision  was 
bright  red  mixed  with  black  fecal  material.  At  that 
time  he  vomited  150  cc.  of  old  blood  and  had  another 
liquid  tarry  stool.  He  improved  somewhat  during 
the  day  after  receiving  1500  cc.  of  whole  blood. 
On  the  following  day,  his  stools  were  tarry  and  he 
had  an  emesis  of  large  clots  of  blood.  His  Hemo- 
globin at  this  time  was  7.5  gm.  (49%);  The  Red 
Blood  Count  2,300,000;  the  bleeding  time  5 minutes; 
the  coagulation  time  6 minutes;  and  the  prothrom- 
bin time  65%  of  normal. 

Over  the  next  several  days  the  stools  remained 
black,  and  the  patient  frequently  vomited  blood. 

♦Presented  to  the  Staff  of  the  Nebraska  Methodist  Hospital, 
June  6,  1950. 
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However,  with  the  administration  of  500  cc.  of  blood 
daily,  his  hemoglobin  was  maintained  at  or  near 
9.09m. 

On  the  22nd  postoperative  day  the  bloody  drain- 
age from  the  wound  increased,  as  did  the  black 
stools  and  vomiting.  Increasing  amounts  of  blood 
were  administered.  The  Hemoglobin  went  as  low  as 
6.09  gms.  and  two  successive  platlet  counts  showed 
70,000  and  190,000.  The  prothrombin  time  during 
this  interval  varied  from  62-68%  of  normal.  Am- 
phojel  was  given  by  Levine  tube  as  was  topical 
thrombin.  The  patient’s  condition  did  not  permit 
further  radiographic  study  or  surgical  exploration 
and  his  course  was  progressively  down  hill  until 
his  death  on  the  35th  postoperative  day  (May  1, 
1950). 

Autopsy  revealed  a 7 cm.  abscess  in  the  right 
lumbar  gutter  just  inferior  to  the  right  lobe  of  the 
liver  which  resulted  from  a breakdown  in  the  an- 
astamosis  of  the  terminal  ileum  with  the  trans- 
verse colon.  There  was  no  evidence  of  hemorrhage 
into  this  area.  The  gastrointestinal  tract  showed  a 
normal  esophagus  with  no  evidence  of  varices  or 
erosion.  There  was  no  evidence  of  hiatus  hernia, 
and  the  mucosa  of  the  stomach  was  normal.  The 
duodenum  contained  a diverticulum  immediately  in- 
ferior to  the  ampula  of  Vater  which  measured  3 cm. 
in  diameter  and  showed  a normal  mucosal  lining. 
The  remainder  of  the  small  and  large  bowel  was 
normal.  The  remainder  of  the  autopsy  showed  no 
other  abnormalities. 

COMMENT 

This  case  represents  one  of  the  types  of 
gastrointestinal  bleeding  that  cannot  be  ade- 
quately explained.  Recent  review  of  the  lit- 
erature has  shown  several  series  of  cases 
with  rather  large  percentages  falling  into 
this  group.  (Table  I) 

TABLE  I 

SEVERE  UNEXPLAINED  GASTRO- 
INTESTINAL HEMMORRHAGE 

% unex- 

Year  No.  of  Cases  plained 


Jones  (5)  1943  51  29.0% 

Stone  (8)  1944  74  41.9% 

Schiff  (7)  1944  324  26.4% 

Jankleson  (4) 1945  685  9.0% 

Eads  (2)  1946  129  6.9% 

Crohn  (1)  1948  102  21.0% 


These  cases  were  investigated  extensively 
by  radiographic  and  gastroscopic  methods 
in  some  instances  by  surgical  exploration 
and  in  a few  instances  by  autopsy.  Death 
from  this  type  of  gastrointestinal  bleeding 
was  rare.  Heuer  reports  one  instance  in 
which  the  patient  suffered  58  massive  hemor- 
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rhages  over  a period  of  25  years.  Extensive 
diagnostic  studies  and  two  surgical  explora- 
tions failed  to  reveal  the  site  of  bleeding. 

The  presence  of  hematemsis  in  addition  to 
the  bloody  drainage  from  the  wound  and  the 
tarry  stools  would  point  to  the  upper  gas- 
trointestinal tract  as  the  site  of  bleeding. 
The  more  common  sites  of  bleeding  have  been 
eliminated  by  the  autopsy  findings.  Liver 
function  and  blood  dyscrasias  have  frequent- 
ly been  incriminated  in  this  type  of  bleeding 
but  here  the  prothrombin  time  remained  well 
above  the  levels  associated  with  bleedings,  as 
did  the  platelet  count. 

Gastritis  has  been  the  cause  of  exsanguin- 
ating hemorrhage  in  some  cases,  but  no  evi- 
dence of  such  lesion  existed  in  this  instance. 
Jones  has  stated  that  capillary  bleeding  may 
occur  over  a large  enough  area  to  provide 
a threat  to  life,  although  as  a rule  it  is  of 
lesser  magnitude.  Heuer  reports  an  interest- 
ing case  in  which  the  pathologist  could  not 
find  even  an  erosion  of  the  mucosa  of  the 
stomach  and  duodenum.  However,  when  the 
gastric  artery  was  injected  with  saline  under 
pressure,  a jet  of  fluid  was  projected  from 
the  mucosa.  Serial  sections  of  this  area 
showed  a small  ruptured  aneurysm  covered 
by  an  intact  mucosa.  Crohn  states  that  al- 
though he  has  no  logical  explanation  for 
these  cases,  he  does  not  think  that  severe 

* 


INDEX  OF  MEDICAL  CARE  PRICES 

Indexes  of  medical  care  prices  were  not  as  high 
as  the  general  cost  of  living  during  1949,  according 
to  a study  made  by  Frank  G.  Dickinson,  Ph.D., 
Chicago,  director  of  the  American  Medical  Associa- 
tion’s Bureau  of  Medical  Economic  Research. 

Dr.  Dickinson’s  study  appears  in  the  July  29 
Journal  of  the  American  Medical  Association. 

The  Consumers’  Price  Index  of  the  United  States 
Bureau  of  Labor  Statistics  measures  changes  since 
1935-1939  in  prices  of  fixed  quantities  of  goods  and 
services  normally  purchased  by  moderate  income 
families  in  large  cities. 

“The  relative  importance  of  the  medical  care 
items  among  all  the  items  in  the  Consumers’  Price 
Index  is  slightly  more  than  3 per  cent,”  Dr.  Dick- 
inson points  out. 

“Thus,  the  index  of  the  price  of  medical  care 
may  be  considered  a small  but  significant  pai’t  of 
the  Consumers’  Price  Index.  With  the  exception  of 
drugs,  the  index  for  physicians’  services  rose  least 
of  all  medical  care  items  between  1948  and  1949.” 

The  1949  index  for  physicians’  fees  was  137.9. 
In  1948  it  was  135.5.  The  1949  index  for  general 
practitioners’  fees  was  137.7,  which  may  be  com- 
pared with  135.2  in  1948.  The  1949  index  for  sur- 


hemorrhage  can  be  explained  from  gastritis 
alone. 

Treatment  in  these  cases  is  difficult  since 
supportive  therapy  alone  will  not  suffice.  In 
all  the  series  of  cases  reported,  the  only  suc- 
cessful treatment  was  total  or  subtotal  gas- 
tric resection.  All  such  reported  cases 
showed  complete  remission  of  symptoms  fol- 
lowing such  a procedure.  The  use  of  pro- 
tamine sulfate  is  presently  being  investigat- 
ed in  cases  of  obscure  bleeding.  In  cases 
with  normal  bleeding  time,  coagulation  time, 
and  prothrombin  time,  where  various  types 
of  obscure  bleeding  were  present  the  admin- 
istration of  the  protamine  gave  dramatic  re- 
sults. 

SUMMARY 

1.  A case  of  severe  unexplained  upper  gas- 
trointestinal hemorrhage  is  reported  in  which 
supportive  treatment  was  to  no  avail,  al- 
though 30  liters  of  whole  blood  were  given  in 
transfusion. 

2.  The  literature  is  reviewed  showing  the 
incidence  of  unexplained  gastrointestinal 
hemorrhage. 
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BELOW  COST  OF  LIVING  FOR  1949 

geons’  and  specialists’  fees  was  138.4,  compared 
with  135.8  in  1948. 

“This  relatively  small  increase  in  the  index  for 
physicians’  services  strongly  suggests  that  the  de- 
mand for  physicians’  services  in  relation  to  the  sup- 
ply was  not  excessive,”  Dr.  Dickinson  says. 

“The  index  for  hospital  room  rates,  again  the 
highest  of  all  the  medical  price  indexes,  was  226.8 
in  1949,  or  17.1  points  higher  than  the  1948  index. 
The  hospital,  a buyer  of  large  quantities  of  goods 
and  seiwices — labor,  food,  fuel — which  have  under- 
gone great  increases  in  price,  is  fully  subject  to  the 
forces  of  inflation.  On  the  average,  however,  pa- 
tients stay  in  the  hospital  fewer  days. 

“The  price  indexes  for  other  medical  care 
items  in  1949  were  considerably  lower  than  the 
Consumers’  Price  Index.  The  index  for  medical 
care  excluding  drugs  was  149.7  (144.4  in  1948); 
the  index  for  drugs  alone  was  123.3.  The  index 
for  dentists’  fees  was  150.6. 

“To  the  extent  that  these  indexes  reflect  nation- 
wide trends,  in  1949  Americans  were  again  for- 
tunate in  that  the  prices  of  medical  care  had  not 
risen  as  rapidly  as  the  general  cost  of  living  since 
1935-1939.” 


HEALTH  SERVICES  FOR  NEBRASKA  CHILDREN 

‘‘Study  of  Child  Health  Services  in  Nebraska” 

Report  of  The  American  Academy  of  Pediatrics 

Chapter  II 


TOTAL  VOLUME  OF  MEDICAL  CARE 
a.  MEDICAL  CARE 


Children  under  medical  care  on  an  average  day 
by  county  group: 


Entire 

Per- 

Metro  & 

Isolated 

state 

cent 

Adjacent  Counties 

Offices  and  Home  Visits — 
Children  Visited : 

By  General  Practitioners, 

—3,445 

83% 

1.158 

2,287 

By  Pediatricians 

209 

5% 

209 

0 

By  Other  Specialists  _ 

473 

12% 

283 

190 

Total  Children  Visited 

4.127 

100% 

1,650 

2,477 

Clinic  Visits — 

Children  Visiting: 

Out  patient  departments 

General  Hospitals  , 

21 

44% 

21 

0 

Special  Hospitals 

0 

0% 

X 

X 

Well-child  Conferences 

— 14 

29% 

14 

X 

Mental  Hygiene  Clinics,, 
Services  for  Physically 

0 

0% 

X 

X 

Handicapped 

— 13 

27% 

X 

X 

Total  Children  Visiting 

48 

100% 

35 

0 

Children  in  Hospitals : 

In  General  Hospitals  , 

937 

90.6% 

484 

453 

In  Special  Hospitals 

97 

9.4% 

X 

X 

Total  Children  in  Hospitals 

—1,034 

100% 

X 

X 

Total  Children  Under 

Medical  Care 

5,209 

100% 

2,169 

2,930 

Expressed  in  relation  to  100,000  child  population, 
the  average  number  of  children  under  medical  care 
throughout  the  state  was  1,621.8;  in  metropolitan 
and  adjacent  counties  1,705.1,  and  in  the  isolated 
counties  1,510.4. 

Comparing  Nebraska  as  to  the  number  of  children 
under  medical  care  per  day  per  100,000  throughout 
the  whole  state;  we  have: 

1,233.1  1,621.8  1,637.2 

South  Dakota  Nebraska  Wyoming 

A comparison  of  Nebraska’s  children  under  medi- 
cal care  on  one  day  with  those  of  8 selected  states: 

Rate  Per  1,000  Children 
Selected  States  Nebraska 

Metro  & Isolated  Metro  & Isolated 
Adjacent  Counties  Adjacent  Counties 

Total  Volume-Number 


of  Children 

.14.1 

10.3 

13.0 

12.8 

General  Practitioner  Visits. 

. 7.8 

7.5 

9.1 

11.8 

Pediatrician  Visits 

. 1.6 

0.4 

1.6 



other  Specialists  Visits  

. 1.3 

0.7 

2.2 

1.0 

Clinic  Visits 

. 0.6 

0.1 

0.3 



Hospital  Days 

. 2.8 

1.6 

-- 

— 

The  one  day  record  in  Nebraska  shows  that  836 
children  other  than  newborn  were  receiving  medi- 
cal service  for  health  supervision  on  an  average 


day.  Of  these  700  were  visited  by  general  practi- 
tioners, 127  by  pediatricians,  and  9 by  other  special- 
ists; and  14  visited  well-child  conferences. 

There  were  4,059  children  under  medical  care, 
20.9%  of  which  was  for  health  supervision. 

These  figures  are  exclusive  of  health  services 
in  schools. 

Nebraska  children  other  than  newborn  receiving 
medical  service  on  an  average  day  for  health  super- 
vision, compared  with  8 selected  states: 

No.  Per  1.000  Children 
8 States  Nebraska 


Total  Children  Exclusive  of  Newborn 2.49  2.60 

Visiting  General  Practitioners  1.57  2.17 

Visiting  Pediatricians  .63  .40 

Visiting  Other  Specialists .04  .02 

Visiting  Child  Health  Conferences .25  .04 


In  Nebraska  on  an  average  day  670  infants  and 
pre-school  children  receive  medical  service  for  health 
supeiwision ; 551  being  visited  by  general  practi- 
tioners, 114  by  pediatricians,  and  5 by  other  special- 
ists; and  14  were  visited  in  well-child  conferences. 
This  total  is  equivalent  to  567.2  per  100,000  children 
under  the  age  of  five  years,  or  5.67  per  one  thou- 
sand children  under  the  age  of  five  years.  Those 
visited  by  general  practitioners  466.5,  by  pediatri- 
cians 96.5,  by  other  specialists  4.2,  and  well-child 
conferences  11.9  per  100,000  children. 

b.  DENTAL  CARE 

Throughout  the  state  on  an  average  day,  1,255 
children  receive  dental  care  in  dentists  offices.  Of 
this  number  615  were  in  lesser  metropolitan  and 
adjacent  areas  and  640  in  the  isolated  counties. 
Based  on  100,000  child  population,  the  total  visits 
were  equivalent  to  390.7  children  patients  per  day. 
Of  this  number  483.5  were  in  lesser  metropolitan 
and  adjacent  counties,  and  329.9  in  the  isolated 
counties. 

Children  visiting  dental  clinics  for  services  other 
than  examinations  were  9,  all  of  which  were  in  the 
lesser  metropolitan  or  adjacent  counties. 

Total  number  of  children  receiving  dental  care 
(offices  and  clinics)  were  1,264  throughout  the 
state.  Of  this  number  624  were  in  the  lesser  metro- 
politan and  adjacent  counties  and  640  in  isolated 
counties.  The  number  of  children  per  day  per 
100,000  was  393.5  for  the  entire  state;  490.6  in  the 
lesser  metropolitan  and  adjacent  counties,  and  329.9 
in  the  isolated  counties. 


Chapter  III 


HEALTH  SUPERVISION 

Health  supervision  for  the  child  consists  of  guid- 
ance as  to  the  child’s  growth,  feeding,  emotional 
and  social  development.  This  also  includes  im- 
munizations and  periodic  examinations.  In  a gen- 
eral sense  it  consists  of  all  factors  that  contribute 
to  the  continuance  of  the  child’s  good  health.  In 
recent  years  the  concept  of  continuing  health  super- 
vision has  become  accepted.  Parents  now  days  look 
to  the  physician  for  advice,  help,  and  guidance  in 
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order  that  the  health  of  their  children  might  be 
preserved. 

Health  supervision  as  it  is  now  practiced  in  the 
State  of  Nebraska  is  for  the  greater  part  in  the 
hands  of  the  general  practitioner. 

Of  the  private  physicians’  visits  for  health  super- 
vision of  children,  87.3%  were  made  by  the  general 
practitioners,  11.6%  by  the  pediatricians,  and  1.1% 
by  other  specialists. 

Of  the  general  practitioners  visits  to  children. 
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20%  are  for  health  supei-vision,*  this  proportion 
for  the  pediatricians  is  60%.  Comparison  of  these 
percentages  with  the  eight  selected  states  and  North 
Carolina  are  as  follows: 


Eight  Selected 


North 

Nebraska  Carolina  Highest  Lowest  Average 


General 

Practitioners  20%  20%  33%  19%  26% 

Pediatricians  60%  36%  61%  33%  54% 

The  following  chart  shows  that  the  number  of 
children  under  health  supervision  on  one  day  in  Ne- 
braska is  about  6 per  1,000  children  under  five  years 
of  age.  Also  from  the  chart  may  be  obseiwed  that 
the  proportion  of  health  supervision  given  in  medical 
well-child  conferences  is  small.  See  Chart  No.  10. 


The  differences  in  the  amount  of  health  supervi- 
sion as  between  county  groups  is  indicated  in  the 
following  figures: 

* Not  including  newborn. 


Number  of 
Children 
Per  1,000 
Under  5 


Metropolitan  Counties  7.6 

And  Adjacent  5.0 

Isolated  Counties  4.7 

Isolated  Semi-Rural  5.5 


» Ratio  to 
Rate  in 
Metropolitan 
Counties 

0"66 

0.62 

0.71 


SUMMARY 

Hea'th  Supervision  presented  in  the  foregoing 
analysis  refers  to  that  practiced  in  the  private 
physicians  office.  Such  supervision  that  is  provided 
in  child  health  services  by  various  agencies  is  de- 
scribed in  Chapter  V.  The  demand  for  Health  su- 
pervision directly  develops  upon  health  education 
programs  and  the  efforts  in  repeatedly  presenting 
them.  The  reader  is  referred  again  to  Chapter  V., 
wherein  the  results  of  pre-school  and  school  exam- 
inations in  Omaha  are  made  very  largely  in  the 
offices  of  private  practitioners. 


Chapter  IV 


PRIVATE  PRACTICE 
a.  PHYSICIANS 

The  data  in  this  chapter  on  professional  men  in 
Nebraska  is  estimated  late  in  the  year  1946.  Physi- 
cians as  of  October,  1946,  and  Dentists  as  of  No- 
vember, 1946.  These  late  dates  for  this  part  of  the 
suiwey  almost  entirely  eliminate  the  possibility  of 
an  inaccurate  report  because  of  doctors  and  den- 
tists being  in  the  armed  service.  Most  had  re-en- 
tered private  practice  by  this  date. 

The  total  number  of  physicians  in  private  prac- 
tice in  Nebraska  during  1946  was  1,177.  A ratio  of 
one  physician  for  every  273  children.  See  compara- 
tive Chart  No.  8.*  In  the  comparison  chart  with 
the  eight  selected  states,  it  will  be  noted  that  with 
respect  to  these  states  Nebraska  ranks  4th  which  is 
above  the  average.  Therefore  with  regard  to 
physician  per  children  Nebraska  is  in  much  better 
shape  than  the  average  for  the  United  States  as  a 
whole. 

The  Map  No.  1 shows  the  number  of  practicing 
physicians  in  each  county.  Of  the  total  number 
of  practicing  physicians  in  all  counties  in  the  state, 
828  are  general  practitioners,  19  are  pediatricians, 
and  330  other  specialists.  The  location  of  these 
physicians  and  dentists  is  also  shown  on  Map  6. 
The  comparison  of  this  map  with  Map  No.  7 
showing  the  child  population  of  each  county  will 
enable  the  reader  to  acquire  a general  concept  as 
to  medical  service  in  the  respective  county  districts. 

In  the  lesser  metropolitan  area  with  a total  child 
population  of  82,159  there  were  500  physicians  in 
all,  of  whom  234  were  general  practitioners,  19 
were  pediatricians,  247  were  other  specialists.  That 
is  to  say  there  was  one  general  practitioner  for 
every  351  children,  one  pediatrician  available  for 
every  4,324  children,  and  one  specialists  for  every 
332  children. 

In  Nebraska’s  adjacent  counties  there  is  a total 
of  136,  of  whom  121  are  general  practitioners,  none 
are  pediatricians,  and  15  other  specialists.  This 
means  that  there  is  one  general  practitioner  for 
every  331  children,  one  specialist  for  every  3,003 
children,  and  no  pediatrician  in  these  counties. 
There  are  12  of  these  adjacent  counties  in  the  state. 
All  these  adjacent  counties  except  one  surround  two 
lesser  metropolitan  districts  that  are  only  sixty 
miles  apart.  This  one  adjacent  county  lies  on  the 

* Maps,  charts  and  graphs  to  appear  in  reprint. 


northeastern  border  of  Nebraska  adjacent  to  a 
lesser  metropolitan  district  of  Iowa. 

There  are  24  isolated  semi-rural  counties  located 
rather  uniformly  throughout  the  state,  except  in 
the  north  central  portion.  In  this  area,  the  counties 
are  classified  as  isolated  rural.  In  this  area  is 
found  Cherry  county,  the  largest  and  most  sparsely 
populated  in  the  state,  and  it  is  also  the  15th  coun- 
ty of  the  state  in  per  capita  wealth.  The  total 
child  population  of  these  counties  is  103,600.  This 
means  that  there  is  one  general  practitioner  for 
every  285  children,  one  specialist  for  every  1,618 
children,  and  no  pediatrician  permanently  located  in 
these  counties. 

There  are  55  isolated  rural  counties  in  Nebraska 
with  a total  child  population  of  111,619.  Therefore, 
there  is  one  general  practitioner  available  for  every 
547  children,  one  specialist  for  every  27,904  chil- 
dren, and  no  pediatrician  available. 


Expressing  this  availability  of  physicians  in  pri- 
vate practice  per  1,000  children,  we  have:*  and  ** 


General 

Practi- 

Pedia- 

Other 

Total 

tioners 

tricians 

Specialists 

Whole  State  _ 

- _ 3.7 

2.58 

0.06 

1.02 

Adjacent  Counties 

3.01 

2.68 

0.33 

Lesser  Metropolitan 

__  6.08 

2.85 

0.23 

3.00 

Isolated  Semi-Rural 

__  3.21 

2.59 

0.61 

Isolated  Rural  _ . 

. - 2.30 

2.25 



0.04 

The  length  of  hospital  training  was  reported  by 
536  general  practitioners.  Out  of  this  number  83 
reported  that  they  had  no  training  and  18  had  less 
than  one  year  of  hospital  training;  230  had  received 
one  to  two  years  training;  and  116  had  received 
two  or  more  years  training.  89  general  practi- 
tioners did  not  report  this  item. 

General  practitioners  reporting  none  or  less  than 
one  month  hospital  training  in  pediatrics  numbered 
201.  One  month  or  more  hospital  training  in  pedi- 
atrics was  reported  by  241,  and  no  report  was  made 
by  94.  174  stated  that  they  had  no  post-graduate 

training  in  pediatrics;  only  18  stated  that  they  did. 
There  was  no  report  on  post-graduate  training  by 
9 men. 

There  are  828  general  practitioners  in  the  state, 
14  of  whom  are  women.  Nebraska  has  seven  male 
non-white  general  practitioners.  This  constitutes 
all  the  non-white  doctors  in  the  state,  none  being 

♦ Separate  figures  may  not  equal  entire  total  due  to  round- 
ing off  third  decimal  place. 

*•  See  map  No.  6. 
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specialists.  There  are  19  pediatricians  in  the  state. 
There  are  330  other  specialists  in  the  state  with 
nine  women  reported  among  them. 

As  to  the  age  of  the  above  physicians,  126  were 
under  35  years  of  age,  243  were  between  35  and 
44  years  of  age,  249  were  45  to  54  years  of  age, 
262  were  between  55  and  64  years  of  age,  277  were 
65  years  or  over.  Twenty  did  not  report  this  item. 

b.  PEDIATRICIANS 

As  has  been  stated  before  there  are  19  pediatri- 
cians in  the  State  of  Nebraska.  This  means  a ratio 
of  one  for  every  16,904  children.  This  is  some- 
what poorer  than  the  average  for  the  states  as  a 
whole,  the  average  being  11,000  per  pediatrician. 

Twelve  of  the  19  pediatricians  are  diplomates  of 
the  American  Board  of  Pediatrics  as  of  October 
1946.  According  to  the  returns  of  the  Study,  all 
the  pediatricians  are  located  in  Nebraska’s  two  larg- 
est cities;  namely,  Omaha,  in  Douglas  county  has 
14,  and  Lincoln,  in  Lancaster  county  has  the  re- 
maining five.  Also  it  is  interesting  to  note  that 
these  two  cities  are  located  in  the  extreme  eastern 
part  of  Nebraska,  approximately  60  miles  apart. 
Therefore  the  entire  middle  and  western  part  of  the 
state  has  no  pediatrician,  yet  contains  the  majority 
of  the  children. 

c.  OTHER  SPECIALISTS 

There  are  330  other  specialists  in  the  state:  These 
consist  of  96  internists,  2 allergists,  16  psychia- 
trists and  neurologists,  95  surgeons  (other  than 
orthopedic),  11  orthopedic  surgeons,  18  obstetri- 
cians, 74  ophthalmologists  and  otolaryngologists, 
and  18  radiologists  and  anesthesiologists. 

Of  the  96  internists  42  are  certified  by  the 
American  specialty  Board,  one  of  the  2 allergists  is 
certified,  7 of  the  16  psychiatrists,  29  of  the  95 
18  obstetricians,  34  of  the  74  ophthomologists  are 
certified,  15  of  the  18  radiologists  and  anesthesiolo- 
gists have  their  American  Specialty  Board  certifi- 
cation. 

Out  of  the  total  number  (330)  of  specialists,  ex- 
cluding pediatricians,  147  are  diplomats  of  their  re- 
spective specialty  boards.  Of  these  specialists  only 
three  are  located  in  the  isolated  rural  counties  of 
the  state,  namely  three  surgeons.  Sixty  of  these 
surgeons,  8 of  the  11  orthopedic  surgeons,  11  of  the 
specialists  are  located  in  the  so-called  “Isolated 
semi-rural”  counties. 

b.  PRIVATE  PRACTICE 

PHYSICIANS’  SERVICES 

This  phase  of  the  report  reveals  the  facts  con- 
cerning the  physicians’  visits  throughout  the  state 
in  one  day. 

Visits  to  children  both  sick  and  well  totaled  5,227 
of  which  81.8%  or  4,274  were  by  general  practi- 
tioners, 6.3%  or  328  were  by  the  pediatricians,  and 
11.9%  or  621  were  by  other  specialists.  The  total 
number  of  visits  by  all  is  a ratio  of  16.3  visits  per 
1,000  child  population. 

It  is  interesting  to  note  that  the  largest  number 
of  visits  were  made  in  the  24  “isolated  semi-rural 
counties;”  namely  2,041  visits  or  approximately 
38.9%,  1,458  visits  were  made  in  the  lesser  metro- 
politan area  or  27.9%  and  685  visits  were  made  in 
the  adjacent  counties  or  13.3%. 

In  the  24  “isolated  semi-rural”  districts  1,801 
were  made  by  the  general  practitioners,  240  by 


other  specialists  and  none  by  the  pediatricians;  the 
ratios  being  88.2%,  11.8%,  and  0.0%  respectively. 
The  visits  in  this  area  were  19.7  per  1,000  child 
population. 

There  were  1,043  visits  in  the  “isolated  rural” 
counties,  of  this  number  1,037  were  made  by  the 
general  practitioners  or  99.4%,  six  visits  were  made 
by  other  specialists  or  0.6%,  and  none  were  made 
by  the  pediatricians. 

VISITS  FOR  SICK  CHILDREN 

Reviewing  the  number  of  visits  on  a state-wide 
basis  for  one  day  shows  that  3,754  or  about  72% 
of  the  total  number  of  visits  were  for  sick  children. 
And  again  considering  these  visits  for  sick  children 
we  see  that  2,992  of  them  were  made  by  the  gen- 
eral practitioners  or  79.7%,  157  were  made  by  the 
pediatricians  or  4.2%,  and  605  or  16.1%  were  made 
by  the  other  specialists.  The  visits  for  sick  chil- 
dren were  in  the  ratio  of  11.7  per  1,000  child 
population. 

In  the  state’s  24  semi-rural  counties  there  were 
1,500  visits  for  the  sick,  of  these  1,269  (84.6%) 
were  by  the  general  practitioner,  none  by  the  pedia- 
trician, and  231  (15.4%)  were  made  by  other  spe- 
cialists. This  shows  the  ratio  to  be  14.5  per  1,000 
child  population. 

The  55  rural  counties  in  the  state  had  705  total 
visits  to  the  sick  children.  Of  these  699  or  99.1% 
were  made  by  the  general  practitioners,  none  by  the 
pediatricians,  and  6 or  0.9%  by  the  other  specialists. 
In  this  area  the  ratio  was  7.8  visits  per  1,000  child 
population. 

The  12  adjacent  counties  had  a total  of  503  visits 
to  the  sick.  The  general  practitioners  made  481  or 
95.6%  of  these  visits  and  22  visits  or  4.4%  were 
made  by  other  specialists;  the  pediatricians  making 
no  visits. 

The  two  lesser  metropolitan  areas  accounted  for 
a total  of  1,046  visits.  543  of  these  or  51.9%  were 
made  by  the  general  practitioners,  157  or  15%  were 
made  by  the  pediatricians,  and  346  or  33.1%  were 
made  by  other  specialists.  This  gives  us  a ratio 
of  12.7  visits  per  1,000  child  population. 

This  record  of  visits  to  the  sick  children  through- 
out the  state  for  a typical  “one  day”  period  reveals 
that  69.9%  of  the  total  visits  to  children  by  the 
general  practitioners  were  visits  to  sick  children, 
47.8%  of  the  pediatricians  visits  were  to  sick  chil- 
dren (the  rest  of  their  visits,  over  half,  were  to  well 
children),  and  97.4%  of  the  other  specialists  visits 
to  children  were  to  the  sick. 

An  interesting  fact  is  that  of  the  general  prac- 
titioners’ total  visits  to  persons  of  all  ages  34.1% 
were  for  children,  97.2%  of  the  total  pediatricians’ 
visits  were  for  children,  and  17.5%  of  all  other  spe- 
cialists’ visits  were  for  children. 

Of  a total  of  2,769  visits  to  children,  465  gen- 
eral practitioners  reported  1,859  office,  372  home, 
and  538  hospital  visits.  Eighteen  pediatricians  re- 
ported 322  visits:  161  office,  44  home,  and  117  hos- 
pital. Visits  totaled  356  as  reported  by  219  other 
specialists:  226  office,  46  home,  and  84  hospital. 

The  number  of  physicians  reporting  specified  number  of 
visitings  to  persons  of  all  ages  in  one  day  : 

General  Other 

Practitioners  Pediatricians  Specialists 


(No  Visits)  98  0 85 

1 to  9 Visits  65  3 25 

10  to  19  96  8 38 

20  to  29  77  4 39 

30  to  39  54  3 11 

40  to  49  31  0 7 

50  to  59  20  0 7 

60  to  99  16  0 4 
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The  number  of  physicians  reporting  specified  number  of 
visits  to  children  in  one  day : 

General  Other 

Practitioners  Pediatricians  Specialists 


(No  Visits)  138  __  165 

1 to  9 Visits  276  3 84 

10  to  19  92  8 8 

20  to  29  19  4 5 

30  to  39  9 3 1 

40  to  49  2 0 1 

60  to  59  X 0 X 

60  to  99  X 0 X 


From  obseivation  and  comparison  on  Chart  8*, 
it  will  be  noted  that  Nebraska  stands  fourth  in  the 
number  of  children  for  each  physician;  namely  273 
children  per  doctor.  It  will  be  further  noted  that 
this  is  considerably  better  than  the  average  for 
the  United  States  as  a whole,  the  national  average 
being  338  children  per  physician. 

d.  DENTISTS 

The  total  number  of  dentists  engaged  in  private 
practice  in  Nebraska  as  of  November  1946  was  770. 
The  lesser  metropolitan  areas  claimed  311  of  these 
men,  the  adjacent  counties  97,  the  semi-rural  had 
143  dental  practitioners. 

The  total  child  population  of  the  state  being 
321,187,  he  ratio  is  417  children  for  every  one  den- 
tist or  2.39  dentists  to  1,000  children. 

Breaking  this  down  further  to  get  a clearer  pic- 
ture we  see  that  there  are  473  children  for  every 
one  dentist  in  the  semi-rural  counties,  and  820  chil- 
dren for  every  one  dentist  in  the  isolated  rural 
counties.  (South  Dakota  semi-rural  493  to  one,  and 
Wyoming  571  to  one;  South  Dakota  rural  counties 
1,049  to  one,  and  Wyoming  936  to  every  one  den- 
tist). 

The  comparison  Chart  No.  9,  shows  that  among 
8 selected  states  Nebraska  holds  third  place  in  the 
ratios  of  child  population  to  dentists.  This  is  20% 
above  or  better  than  the  average.  There  were  11 
counties  with  no  dentists,  all  of  them  being  “iso- 
lated” rural. 

The  Map  No.  8 shows  the  location  of  the  dentists 
by  county  for  comparison  with  child  population. 

CLASSIFICATION  OF  DENTISTS  BY  AGE: 

77  dentists  are  under  35  years 
130  dentists  were  between  35  and  44  years 
186  dentists  were  between  45  and  54  years 
88  dentists  were  between  55  and  64  years 
49  dentists  were  65  or  over 
240  dentists  did  not  report  this  item 

e.  DENTAL  SERVICES 

This  phase  of  the  report  is  based  on  the  reports 
of  525  dentists.  The  total  number  of  patients  (all 
ages)  seen  on  one  day  was  3,574,  an  average  of  15.8 
patients  per  dentist  (South  Dakota  8 and  Wyoming 
7).  Children  patients  under  15  years  of  age  seen 
numbered  930,  or  in  other  words  about  four  children 
per  day  per  dentist  (South  Dakota  2,  and  Wyoming 
less  than  two).  The  children  undeh  six  years  of  age 
were  216,  fewer  than  one  per  day  per  dentist  (South 
Dakota  and  Wyoming  the  same). 

One  day  record  of  525  dentists  reporting  speci- 


fied number  of  children  seen: 

No  Patients  200 

1 to  4 Patients 286 

5 to  9 32 

10  to  19  5 

20  to  29  2 

One  day  record  of  525  dentists  reporting  specified 
number  of  persons  of  all  ages  seen: 

No  Patients  89 

1 to  4 Patients 63 

5 to  9 245 

10  to  14  98 

15  to  19  21 

20  to  29  6 

30  to  39  3 


* Maps,  charts  and  graphs  to  appear  in  reprint. 


On  this  same  day  338  dentists  reported  309  hours 
of  service  to  children  under  15  years  of  age  or  less 
than  an  hour  per  dentist  (South  Dakota  and  Wyo- 
ming both  reported  about  an  hour  per  dentist).  The 
number  of  extractions  (341  dentists  reporting)  for 
children  was  154,  or  a good  deal  less  than  one  per 
dentist  (Wyoming  less  than  two,  and  South  Da- 
kota fewer  than  one);  fillings,  501  or  less  than  two 
per  dentist  (Wyoming  the  same.  South  Dakota  more 
than  two). 

Of  the  number  of  dentists  reporting  whether 
children  under  15  are  seen  in  private  practice  for 
service  other  than  extraction  or  emergency,  459 
answered  to  the  positive  out  of  472  reporting  this 
item,  therefore  leaving  13  answering  to  the  nega- 
tive. 

During  a stated  period  of  four  weeks  332  dentists 
reported  on  dental  activities  including  private  prac- 
tice as  follows: 


Number  of  hours  spent  in: 

Private  practice 54,589 

Pre-school  or  school  dental  services 237 

Other  dental  activities  542 


This  record  shows  that  each  dentist  spent  166 
hours  including  private  practice.  (South  Dakota 
162  hours  and  Wyoming  156  hours  per  dentist). 
Just  a little  more  than  one  hour  was  the  average 
pre-school  or  school  dental  service  per  dentist,  and 
about  1.6  hours  for  other  dental  activities  per  den- 
tist (South  Dakota  0.3  hours,  and  Wyoming  0.5 
hour  per  dentist). 

Of  these  332  dentists  only  12  participated  in  the 
pre-school  or  school  dental  services  for  the  total 
of  237  hours,  or  19.7  hours  for  each  of  the  twelve 
dentists.  (South  Dakota  20.3  hours  for  each  den- 
tist participating).  Twenty-three  dentists  partici- 
pated in  other  dental  activities  for  the  total  of  542 
hours,  or  23.5  hours  for  each  man. 

On  an  average  day  throughout  Nebraska  1,255 
childrens’  visits  were  made,  a ratio  of  3.74  per 
1,000  children,  and  in  the  “isolated  rural”  counties 
252  visits  were  made,  a ratio  of  2.78  per  1,000  chil- 
dren (South  Dakota  4.26  and  Wyoming  1.89). 


The  possibility  that  arteriosclerosis  will  result 
when  cortisone  and  ACTH  are  administered  to  pa- 
tients over  a prolonged  period  of  time  is  brought 
forth  by  three  doctors  associated  with  Mount  Sinai 
Hospital,  N.Y.,  who  are  studying  the  side-effects 
of  the  newly  discovered  dnigs. 

“The  factor  of  prolonged  therapy  assumes  a 
particular  importance,”  said  Drs.  David  Adlersberg, 
Louis  Schaefer  and  Stanlely  R.  Drachman,  “be- 
cause of  the  increased  stability  of  these  drugs. 
It  may  be  expected  that  many  patients  with  chronic 
diseases  will  now  receive  long  courses  of  cortisone 
and  ACTH  therapy.” 

Writing  in  the  November  11  issue  of  the  Journal 
of  the  American  Medical  Association  the  doctoi's 
report  that  in  36  per  cent  (17  instances)  of  the 
47  courses  of  the  dnigs  administered,  cholesterol 
was  elevated  to  excessive  levels. 

The  authors  further  observed  that  the  longer  the 
treatment  and  the  larger  the  dosage  the  more  pro- 
nounced the  condition  (hypercholesteremia)  became. 
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THE  A.M.A.  TWELVE  POINT  PROGRAM 

1.  Creation  of  a Federal  Department  of  Health 
of  Cabinet  status  with  a Secretary  who  is  a 
Doctor  of  Medicine. 

2.  Promotion  of  medical  research  through  a 
National  Science  Foundation  with  grants  to  pri- 
vate institutions  which  have  facilities  and  person- 
nel sufficient  to  carry  on  qualified  research. 

3.  Further  development  and  wider  coverage  by 
voluntary  hospital  and  medical  care  plans  to  meet 
the  costs  of  illness,  with  extension  as  rapidly  as 
possible  into  rural  areas. 

4.  Establishment  in  each  state  of  a medical 
care  authority  to  receive  and  administer  funds 
with  proper  representation  of  medical  and  con- 
sumer interest. 

5.  Encouragement  of  prompt  development  of 
diagnostic  facilities,  health  centers  and  hospital 
services,  locally  originated,  for  rural  and  other 
areas. 

6.  Establishment  of  local  public  health  units 
and  services. 

7.  The  development  of  a program  of  mental 
hygiene  with  aid  to  mental  hygiene  clinics  in 
suitable  areas. 

8.  Health  education  programs  administered 
through  suitable  state  and  local  health  and  medi- 
cal agencies  to  inform  the  people  of  the  available 
facilities  and  of  their  own  responsibilities  in 
health  care. 

9.  Provision  of  facilities  for  care  and  rehabili- 
tation of  the  aged  and  those  with  chronic  disease 
and  various  other  groups  not  covered  by  existing 
proposals. 

10.  Integration  of  veterans’  medical  care  and 
hospital  facilities  with  other  medical  care  and 
hospital  programs  and  with  the  maintenance  of 
high  standards  of  medical  care. 

11.  Greater  emphasis  on  the  program  of  indus- 
trial medicine. 

12.  Adequate  support  with  funds  free  from  po- 
litical control,  domination  and  regulation  of  the 
medical,  dental  and  nursing  schools  and  other 
institutions  necessary  for  the  training  of  special- 
ized personnel  required  in  the  provision  and  dis- 
tribution of  medical  care. 
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CALL  FOR  PAPERS 

The  83rd  Annual  Session  of  the  Ne- 
braska State  Medical  Association  will 
be  held  April  30,  May  1,  2,  and  3,  1951. 

Members  who  wish  to  read  papers  are 
invited  to  send  in  their  titles  now  to 
R.  B.  Adams,  Secretary,  1315  Sharp 
Bldg.,  Lincoln  8,  Nebr. 


MEDICAL  RESERVES 

Secretary  of  Defense  George  Marshall  has 
issued  an  order  designed  to  let  each  reserv- 
ist, including  medical  officers,  know  more 
about  what  his  chances  are  of  being  re- 
called to  active  duty,  and  when  such  recall 
is  liable  to  come. 

The  purpose  of  this  order  is  to  obtain  a 
more  orderly  call-up  of  reservists,  allowing 
more  adequate  time  for  personal  planning. 
It  should  be  pointed  out,  however,  that  the 
services  are  not  obligated  to  these  regula- 
tions. They  will  be  allowed  to  waive  them 
for  “over-riding”  military  considerations. 

Under  the  Defense  Secretary’s  new  order, 
each  service  is  to  determine  what  its  man- 
power requirements  will  be  and  then  make 
requisitions  six  months  in  advance  of  re- 
call. After  reseiwe  lists  have  been  screened, 
men  judged  to  be  in  line  for  recall  will  be 
alerted  promptly. 

Reserves  not  placed  on  the  “ready  to  go 
list”  will  not  be  notified.  Thus,  any  reserve 
physician  who  is  not  alerted  at  any  given 
time  can  be  relatively  certain  that  he  will 
not  be  called  for  at  least  four  months.  The 
order  also  stipulates  that  reserves  actually 
called  up  will  receive  their  orders  30  days 
prior  to  their  reporting  date. 

General  Marshall  also  issued  an  order 
aimed  at  clearing  up  the  status  of  reserves 
who  have  been  called  to  active  duty  under 
involuntary  orders.  He  told  the  Army, 
Navy  and  Air  Force  to  keep  such  men  in  the 
service  until  Selective  Service  and  voluntary 
methods  are  able  to  supply  replacements  and 
individuals  and  units  have  “reached  a maxi- 
mum state  of  training.” 

This  regulation  will  have  the  greatest  im- 
pact on  the  Army,  which  has  called  most  of 
its  medical  reserves  on  an  involuntary  basis. 
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Tlie  Air  Force  has  been  able  to  meet  most 
of  its  medical  requirements  almost  entirely 
from  volunteers.  The  Navy  Surgeon  Gen- 
eral’s Office  is  surveying  its  manpower  situ- 
ation in  order  to  bring  this  service  in  line 
with  General  Marshall’s  order. 

EMERGENCY  MEDICAL  SERVICE 

The  mounting  international  crisis  places 
tremendous  significance  on  the  work  of  the 
Emergency  Medical  Service  Committee  of 
the  Nebraska  State  Medical  Association  and 
of  similar  committees  in  all  of  the  constitu- 
ent medical  associations. 

Recognizing  that  any  disaster  relief  plan- 
ning must  be  carefully  focused  on  the  local 
levels,  your  committee  has  now  asked  that 
the  President  of  each  county  society  appoint 
an  extended  Emergency  Medical  Service 
Committee.  The  chief  function  of  these 
committees  will  be  to  expedite  local  planning 
and  to  implement  state  and  national  plans. 

Several  of  the  societies  have  already  ap- 
pointed the  committees  and  have  submitted 
their  names  to  the  state  association  head- 
quarters. The  state  committee  is  anxious 
to  receive  the  remaining  county  society  ap- 
pointments. Presidents  of  all  county  so- 
cieties, who  have  not  yet  made  selections, 
are  urged  to  do  so  as  quickly  as  possible. 

The  Emergency  Medical  Service  recog- 
nized further  that  comparatively  few  physi- 
cians know  much  about  atomic  injuries  or 
their  treatment.  To  meet  the  need  for  more 
widespread  knowledge  about  such  injuries, 
the  committee  recommended  to  Dr.  C.  H. 
Sheets,  President,  that  he  appoint  a Sub- 
Committee  on  Atomic  Injuries. 

This  committee  has  now  been  appointed. 
It  consists  of  Drs.  Howard  Hunt,  Chairman, 
Omaha;  George  Underwood  and  Marshall 
Neely,  both  of  Lincoln.  The  sub-committee 
will  be  “charged  with  the  responsibility  of 
educating  the  doctors  in  the  medical  aspects 
of  atomic  warfare  and  with  the  dissemina- 
tion to  the  public  of  knowledge  concerning 
the  medical  aspects  of  the  newer  agents  of 
warfare.” 

BONUS  CLARIFIED? 

Regulations  issued  by  the  Defense  De- 
partment, along  with  a policy  statement  by 
Dr.  Howard  A.  Rusk,  Chairman  of  the  Na- 
tion Advisory  Board  on  the  draft,  give  some 
help  in  clarifying  the  bonus  provisions  of  the 
doctor-draft. 

Dr.  Rusk  stated  recently  that  physician 


draft  registrants  applying  for  reserve  com- 
missions anytime  before  they  are  actually 
inducted  will  be  eligible  for  the  monthly 
$100  pay  bonus,  if  and  when  the  commission 
is  granted.  If  they  delay  application  until 
after  induction,  the  bonus  will  be  denied. 

Under  this  interpretation,  a registrant 
may  apply  for  a commission  even  during  the 
period  between  notice  to  report  for  induc- 
tion and  the  actual  induction  date.  The 
Navy  concurs  in  this  policy,  according  to  one 
of  its  spokesmen.  The  Army,  however,  says 
that  doctors  will  not  be  granted  Army  com- 
missions during  this  period. 
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G.P.’S  NEW  STYLE  CONVENTION 

What  appears  to  be  a completely  new  ap- 
proach to  postgraduate  training  for  G.P.’s 
has  been  announced  by  the  American  Acad- 
emy of  General  Practice.  The  Academy’s 
Third  Annual  Scientific  Assembly,  to  be  held 
in  San  Francisco  on  March  19-22,  1951,  will 
be  built  around  this  new  concept. 

Briefly,  the  Academy  reasons  that  in  ad- 
dition to  an  understanding  of  specific  dis- 
eases and  specific  therapies,  the  man  in  gen- 
eral practice  also  needs  to  understand  the 
emotional,  familial  and  environmental  back- 
gi'ounds  which  influence  the  life  and  well- 
being of  the  patient.  Through  such  better 
understanding,  the  general  practitioner  be- 
comes a better  Family  Doctor. 

Consequently,  the  program  of  the  next 
Assembly  will  not  be  made  up  of  the  usual 
list  of  papers  on  unrelated  medical  and  sur- 
gical conditions.  Instead,  it  will  hinge  on 
two  principle  areas  of  interest:  “Counseling 
Factors  in  Family  Life”  and  “Functional  or 
Psychosomatic  Disorders  in  General  Prac- 
tice.” One  afternoon  of  the  meeting  will  be 
devoted  to  a panel  discussion  of  each  sub- 
ject by  seven  top  authorities.  Other  speak- 
ers will  discuss  specific  phases  of  these  two 
subjects,  assuring  a balanced,  integrated 
approach  to  each  basic  problem. 

There  will  also  be  a dozen  other  papers 
dealing  with  important  aspects  of  general 
practice,  but  even  these  are  designed  to  send 
the  G.P.  home  better  equipped  for  his  role 
of  Family  Physician.  Another  innovation 
in  this  Assembly  will  be  the  integration  of 
the  scientific  exhibits  into  the  teaching  pro- 
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gram — nearly  half  of  them  will  relate  to  and 
supplement  the  teaching  periods  on  the  for- 
mal part  of  the  program. 


NEW  TYPE  OF  ARMY  MEDICAL  COMPANY 
TO  SEE  SERVICE  IN  KOREA 

A preventive  medicine  unit  of  company  size,  first 
of  several  of  its  kind  now  being  organized  by  the 
Anny  Medical  Seiwice,  has  arrived  in  the  Far 
East  Command  for  duty  in  Korea,  Major  General 
R.  W.  Bliss,  the  Anny  Surgeon  General,  announced 
recently. 

Successor  to  the  malaria  survey  and  malaria  con- 
trol detachments  which  played  key  roles  in  the 
Southwest  Pacific  and  elsewhere  during  World  War 
II,  the  new  company  has  functions  beyond  the 
scope  of  previous  units  of  this  type.  In  addition  to 
malaria  control  and  survey,  the  units  will  be  re- 
sponsible for  inspections  of  field  sanitary  condi- 
tions and  control  of  insect-bome,  water-borne  and 
other  diseases.  When  acting  in  support  of  combat 
troops,  these  companies  will  operate  as  far  for- 
ward as  necessary  to  accomplish  their  mission. 

The  new  preventine  medicine  companies  are  com- 
posed of  six  officers,  one  warrant  officer  and  59 
enlisted  men.  Units  are  being  organized  at  Brooke 
Army  Medical  Center,  Fort  Sam  Houston,  Texas. 
Officer  personnel  are  qualified  entomologists  or 
sanitary  engineers  and  the  enlisted  men  have  had 
training  in  one  or  more  phases  of  preventive 
medicine. 


NEW  INFLUENZA  VIRUS  DISCOVERED 

A new  virus  strain,  which  may  prove  to  be  an- 
other type  of  influenza,  has  been  found  in  an  epi- 
demic of  acute  respiratory  disease  by  the  Armed 
Forces  Epidemiological  Board,  according  to  an  arti- 
cle appearing  in  a recent  issue  of  Science. 

The  new  strain  was  discovered  during  an  investi- 
gation conducted  earlier  this  year  in  Michigan  by 
the  Board’s  Commission  on  Influenza,  which  oper- 
ates under  the  auspices  of  the  Army  Surgeon  Gen- 
eral. 

The  Armed  Forces  Epidemiological  Board  fur- 
nishes advice  to  the  Armed  Forces  in  establishing 
uniform  and  effective  epidemic  prevention  and  con- 
trol procedures.  Established  in  1941  as  the  Army 
Epidemiology  Board,  its  function  was  expanded  last 
year  to  study  medical,  operational,  and  research 
problems  of  the  three  services. 

The  Commission,  one  of  nine  now  operating  under 
the  Board,  has  been  searching  for  causes  related 
to  some  of  the  other  acute  respiratory  epidemics. 

Studies  up  to  the  present  have  disclosed  two 
clear-cut  categories  of  influenza,  A and  B,  as  well 
as  some  rather  pronounced  differences  between 
sub  strains  belonging  to  each  of  the  types. 

The  new  virus — which  could  be  called  Influenza 
C — was  isolated  during  a mild  outbreak  of  influenza 
associated  with  A-prime  strains  of  virus  which  oc- 
curred in  Ann  Arbor  last  spring. 


The  South  Central  Branch  of  the  American 
Urological  Society  will  hold  its  Seminar  in  Dallas 
at  the  Adolphus  Hotel,  January  29th  through  Feb- 
ruary 2nd. 


AMERICAN  ACADEMY  OF  NEUROLOGY 
ANNOUNCES  OFFICIAL  PUBLICATION 

As  a reflection  of  the  proved  recognition  of  neu- 
rology as  an  integral  and  essential  part  of  medicine 
the  American  Academy  of  Neurology  announces 
the  establishment  of  its  new  publication.  Neurology, 
the  first  issue  of  which  will  be  mailed  January, 
1951. 

Neurology,  the  only  American  journal  devoted 
exclusively  to  neurology,  will  be  published  bi- 
monthly. Its  editorial  scope  will  embrace  every 
aspect  of  clinical  neurology  including  diseases  of 
the  nervous  system,  neuropathology,  neurosurgery, 
neuroanatomy,  neurophysiology  and  neuropsychi- 
atry. 


A.M.A.  NOTES 


RESERVE  STATUS  IN  DRAFT  EXPLAINED 

The  recent  Proclamation  of  the  President  to  the 
effect  that  all  physicians  who  are  less  than  50 
years  of  age  and  who  are  not  members  of  one  of 
the  reserve  components  of  the  Armed  Forces  must 
register  with  the  Selective  Service  System  prior 
to  January  16,  1951,  has  raised  many  questions 
in  the  minds  of  former  medical  officers  as  to  their 
present  reserve  status.  The  A.M.A.  Council  on  Na- 
tional Emergency  Medical  Service  has  answered 
the  questions  in  a lengthy  statement  which  appears 
on  page  937  of  the  November  11  issue  of  The 
Journal  of  the  A.M.A. 


NEW  DOCTOR  FILM  FOR  SCHOOLS 

A new  film,  “Your  Friend,  the  Doctor,”  was  re- 
cently released  by  Coronet  Instructional  Films, 
Inc.,  Chicago.  Fred  V.  Hein,  Ph.D.,  and  Donald 
A.  Dukelow,  M.D.,  of  the  A.M.A.  Bureau  of  Health 
Education,  served  as  consultants  in  the  develop- 
ment of  the  film,  which  is  intended  for  use  in  pri- 
mary and  intermediate  (1-6)  grades. 

The  film  portrays  the  role  of  the  family  physi- 
cian in  the  school  and  home  and  stresses  his 
friendly  guardianship  of  child  and  family  health. 
The  film  is  available  in  both  color  and  black  and 
white,  and  will  soon  be  available  to  schools  in  your 
community  from  state  and  local  health  and  educa- 
tion departments. 

Screening  this  16  mm.  film  before  Parent-Teacher 
groups  and  others  concerned  with  family-school- 
physician  relations  is  desirable  from  a public  rela- 
tions standpoint.  Local  medical  societies  can  ob- 
tain the  film  from  Coronet  Films,  Inc.,  65  East 
South  Water  Street,  Chicago. 


VA  HOSPITAL  COMMITTEE  RECOMMENDS 
CHANGES 

A special  committee  appointed  in  June  to  in- 
vestigate VA’s  hospital  program  has  made  its  re- 
port to  President  Tnaman.  (Dr.  Howard  A.  Rusk, 
chainnan;  Dr.  Arthur  S.  Abramson,  Rear  Adm. 
Robert  L.  Dennison).  The  report  praises  VA 
medical  care  in  general  and  singles  out  paraplegic 
centers  and  amputee  programs  for  special  com- 
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mendation.  Highlights  of  the  report:  Challenges 
Congress  to  make  new  interpretation  of  politically- 
hot  policy  covering  care  of  non-service  connected 
cases,  which  VA  says  take  up  at  least  two-thirds 
of  its  hospital  beds.  Declares  that  VA  cannot  hope 
to  provide  present  high-quality  staffing  for  131,504 
beds  now  authorized,  and  suggests  120,000  as  a 
safe  maximum;  this  is  a rebuke  to  Congress  for 
authorizing  additional  construction  in  opposition  to 
the  President.  Advised  the  Armed  Forces  to  trans- 
fer to  VA  all  patients  not  expected  to  be  returned 
to  duty;  VA  would  provide  specialized  rehabilita- 
tion treatment;  men  to  remain  on  military  status 
and  be  discharged  only  on  attaining  maximum  im- 
provement. Urged  that  non-service  connected  am- 
putees and  paraplegics  be  given  60  days  of  home 
service  care  (not  now  allowed  for  any  non-service 
cases)  and  that  a special  job-placement  service  be 
set  up  for  paraplegics.  Armed  Services  advised,  as 
long-term  policy,  not  to  carry  VA  medical  em- 
ployes on  their  reserve  rolls;  as  short-term  ex- 
pedient, not  call  up  such  present  reserves.  Report 
to  the  President  from  the  Committee  on  Veterans’ 
Medical  Services  is  for  sale  by  Superintendent  of 
Documents,  Government  Printing  Office,  Washing- 
ton 25,  D.C.,  for  25  cents. 


MILITARY  NOTES 

High-ranking  Army  medical  officers  in  Washing- 
ton continue  enthusiastic  over  work  done  in  Korea 
by  physicians  with  only  three  days  military  indoc- 
trination. About  100 ' of  them  with  no  previous 
military  experience  were  taken  out  of  residencies 
and  flown  to  the  fighting  front  where  they  were 
commanded  by  experienced  field-trained  medical 
officers.  Their  service  contributed  toward  the  re- 
markable medical  record  in  Korea,  where  fatality 
ratio  of  casualities  was  only  one-fourth  that  of 
World  War  II.  Now,  some  thought  is  being  given 
to  the  question  of  whether  the  usual  period  of  mili- 
tary indoctrination  is  absolutely  necessary  . . . 
Army’s  newest  and  best  equipped  hospital.  Tripler, 
Hawaii,  has  proved  a valuable  link  in  evacuation 
operations  from  Korea.  The  two-year  old  hospital 
is  unusual  in  that  it  is  staffed  by  Army,  Navy  and 
Air  Force  medical  personnel  and  treats  PHS  and 
VA  patients  as  well  as  military.  Over  5,000  pa- 
tients from  Korea  have  received  intermediary  care 
at  the  base  before  returning  to  this  country  . . . 
Navy  is  offering  a course  in  Medical  Aspects  of 
Special  Weapons  and  Radioactive  Isotopes  for 
medical  and  dental  inactive  reserves,  November  27 
to  December  2.  Officers  in  1st,  3rd,  4th,  5th,  6th, 
8th,  9th  naval  districts  and  Potomic  River  Command 
contact  their  Commandant  for  further  details. 


WORLD  MEDICAL  ASSOCIATION  HOLDS 
ANNUAL  MEETING 

Five  hundred  medical  leaders  representing  28  na- 
tions of  the  world— gathered  in  New  York  recent- 
ly to  discuss  problems  of  the  medical  profession  and 
to  hear  reports  on  medical  progress. 

The  occasion  was  the  fourth  General  Assembly 
of  the  World  Medical  Association,  a voluntary  or- 
ganization of  national  medical  associations  in  41 
countries  with  a combined  membership  of  nearly 
500,000  physicians.  More  than  225  American  doc- 
tors attended  the  meeting,  the  first  W.M.A.  Gen- 
eral Assembly  to  be  held  in  U.S. 


Euthanasia,  Nazi  medical  atrocities,  the  British 
National  Health  Service  and  other  issues  came  up 
for  discussion  as  well  as  the  latest  developments 
in  endocrinology,  gastroenterology,  and  other  medi- 
cal areas. 

The  W.M.A.,  which  held  its  first  meeting  of  the 
General  Assembly  in  Paris,  September,  1947,  has 
as  its  aim  the  betterment  of  health  throughout  the 
world. 

“The  motivation  of  the  World  Medical  Association 
is  conspicuously  free  from  political  and  nationalistic 
purposes,”  Dr.  Louis  Bauer  of  New  York  explained. 
Dr.  Bauer  serves  as  secretary-general  of  the 
W.M.A.  at  its  New  York  headquarters  and  is  also 
chairman  of  the  board  of  trustees  of  the  American 
Medical  Association. 
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YOUR  PRESIDENT  REPORTS 

The  Seventh  Annual  Conference  of  the 
State  Presidents,  Presidents  Elect,  and  Na- 
tional Chairmen  of  Standing  Committees  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  was  held  November  2-3, 
1950,  at  the  LaSalle  Hotel,  Chicago,  Illinois. 

Your  president  spent  two  full  days  from 
9:00  a.m.  to  5:00  p.m. — packed  with  learn- 
ing, listening  and  observing.  A fifteen- 
minute  rest  period  a day  was  given  before 
the  luncheons.  After  the  pledge  of  loyalty 
and  welcome  by  our  national  president,  Mrs. 
Arthur  Herold,  the  first  speaker  for  the  first 
day  was  Dr.  Ernest  B.  Howard,  Assistant 
Secretary,  American  Medical  Association. 
Dr.  Howard  also  spoke  on  the  Civilian  De- 
fense Program  and  its  problems. 

Panels  were  made  up  from  the  State  Presi- 
dents, with  the  Chairmen  of  Standing  Com- 
mittees as  moderators.  The  panels  were 
composed  of : Organization,  Public  Rela- 

tions, Program,  “Today’s  Health,”  (former- 
ly Hygeia). 

Your  president  was  asked  to  speak  on  the 
Program  panel.  Her  assigned  speech  was 
“Self  Education — Nebraska.”  Following  the 
panel  speeches  a ten-minute  period  for  ques- 
tions and  answers  was  allowed. 

Programs  from  all  of  the  State  Presidents 
had  been  sent  in  prior  to  the  meeting,  and 
were  on  display  about  the  room.  Your 
president  displayed  literature,  newspaper 
clippings  and  Nebraska  Medical  Journals, 
which  she  explained  was  just  a “part  pic- 
ture” of  what  was  being  done  in  Nebraska. 
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In  summary,  the  Nebraska  program  was 
as  follows: 

1.  To  promote  state-wide  high  school  essay  con- 
tests. 

2.  To  encourage,  wherever  possible,  the  study 
of  Compulsory  vs.  Voluntary  Health  Insurance. 

3.  To  aid  in  securing  resolutions  against  Com- 
pulsoi-y  Health  Insurance. 

4.  To  make  every  doctor’s  wife  in  Nebraska  a 
public  relations  representative. 

Through  the  two-day  meeting  the  medical 
men  who  spoke  were  Dr.  George  M.  Lyon 
and  Dr.  Thomas  G.  Hull.  At  the  luncheon 
of  the  second  day,  we  heard  talks  from 
Miss  Leone  Baxter  and  Mr.  Clem  Whitaker — 
“The  Whitaker  and  Baxter  Team.” 

On  the  whole,  the  conference  meeting  was 
an  excellent  one — a most  gratifying  and  sat- 
isfying meeting  to  all  the  presidents  and 
presidents-elect — a real  privilege  to  be  part 
of  such  a well-organized  educational  meet- 
ing. 

MRS.  GLENN  D.  WHITCOMB, 
State  President. 


AUXILIARY  PIN 

Mrs.  B.  R.  Bancroft,  President-elect,  of 
Kearney,  explains  the  inspiration  for  the 
Auxiliary  emblem  came  to  her  when  she  was 
Public  Relations  Chairman. 

There  is  no  national  auxiliary  pin  which 
everyone  can  wear.  Some  states  have  past 
president’s  pins.  National  has  a past  presi- 
dent’s pin.  At  Nebraska’s  May  meeting  this 
year,  we  adopted  our  emblem  which  every- 
one may  wear.  We  also  adopted  a Zircon- 
set  pin  as  the  past  president’s  pin,  which 
was  presented  to  Mrs.  C.  Fred  Ferciot.  Since 
our  May  meeting.  South  Dakota,  Wyo- 
ming, and  Colorado  have  adopted  this  very 
pin  as  their  emblem  for  their  entire  mem- 
bership, and  the  Zircon-set  pin  for  their 
past  president’s  pin. 

PRICE  RANGE 

The  range  is  from  $3.50  in  sterling  to 
$62.50  in  diamonds.  Information  and  pins 
may  be  secured  through  Mrs.  B.  R.  Ban- 
croft, East  Lawn  Acres,  Kearney,  Nebr. 

IDEALISTIC  AIM 

There  is  a nationally  recognized  and  ex- 
pressed need  for  improved  inter-professional 
understanding  between  the  nursing  profes- 
sion and  the  doctors  and  their  wives.  This 
would  be  a step  in  the  right  direction.  If  we 
can  stimulate  sales  of  this  pin,  all  proceeds 


are  intended  for  a nurse’s  (perhaps  nurses’) 
scholarship  (s). 

MRS.  G.  KENNETH  MUEHLIG, 
Publicity  Chairman,  Omaha. 


Mrs.  Thomas  Creigh,  Jr.,  discussed  conditions 
in  Korea  Wednesday  evening,  November  1 for  the 
Woman’s  Auxiliary  to  the  Adams  County  Medical 
Society.  She  was  introduced  by  Mrs.  G.  L.  Pinney. 

The  group  met  at  the  Hastings  State  Hospital, 
with  twelve  members  present.  Mrs.  D.  W.  Kingsley, 
president,  presented  plans  for  future  meetings. 

MRS.  L.  W.  RORK, 

Publicity  Chairman. 


THE  NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS,  INC.* 

A review  of  the  activities  of  the  National  Founda- 
tion for  Infantile  Paralysis  in  Nebraska  for  the 
past  ten-year  period  reflects  a movement  as  typical- 
ly American  as  any  this  country  has  known  ...  a 
movement  supported  by  the  voluntary  contributions 
of  practically  every  man,  woman  and  child;  im- 
plemented by  the  voluntary  active  leadership  and 
services  of  thousands  of  the  most  substantial  citi- 
zens of  our  state — representing  all  walks  of  life, 
working  under  a single  banner  to  unify  the  fight 
against  poliomyelitis. 

In  1940,  the  National  Foundation  for  Infantile 
Paralysis  had  been  in  existence  two  years,  and  the 
magnitude  of  the  program  was  only  beginning  to 
be  felt.  By  the  end  of  1941,  local  county  chapters 
of  the  National  Foundation  had  been  chartered  in 
practically  all  of  the  93  counties  of  our  state. 

As  late  as  1942,  Nebraska  had  only  one  hospital 
adequately  equipped  and  willing  to  accept  acute 
poliomyelitis  cases  for  modem  treatment  and  care. 
As  our  county  chapters  swung  into  action,  this 
picture  began  to  change  until,  in  1949,  there  were 
7 major  hospitals  in  the  state  which  were  staffed 
with  qualified  physical  therapists  and  other  essen- 
tial professional  personnel  and  were  equipped  to 
accept  acute  polio  cases  for  modern  care  and  treat- 
ment. In  Omaha,  Children’s  Memorial  and  Douglas 
County;  in  Lincoln,  Lincoln  General,  State  Ortho- 
pedic and  Bryan  Memorial;  in  Grand  Island,  St. 
Francis,  and  in  Scottsbluff,  West  Nebraska  Metho- 
dist. Two  other  hospitals — St.  Joseph  in  Alliance 
and  Mary  Banning  Memorial  in  Hastings — had 
pledged  their  facilities  in  case  of  emergency  need. 
The  Hattie  B.  Munroe  Home  in  Omaha  was  pro- 
viding good  convalescent  care  for  children.  In  all 
but  one  instance,  these  hospitals  had  opened  their 
doors  to  polio  as  a result  of  conferences  between 
representatives  of  our  chapters  and  hospital  offi- 
cials. 

Equipment,  including  such  items  as  hot  pack 
machines,  aspirators,  bed  boards,  foot  boards,  wool 
for  hot  packs,  exercise  mats,  parallel  bars,  mirrors, 
treatment  tables,  and  other  physical  therapy  equip- 
ment, was  purchased  by  our  chapters  and  placed  in 
these  hospitals  as  needs  prescribed.  In  other  in- 

♦EDITOR’S  NOTE : This  is  an  abstract  of  the  report  of 

Mr.  Clinton  Belknap,  East  Nebraska  Representative  for  Na- 
tional Foundation  for  Infantile  Paralysis,  Inc.,  to  the  Nebraska 
Section  of  the  Mid-Century  White  House  Conference  on  Child- 
hood and  Youth. 
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stances,  respirators  were  purchased  by  county  chap- 
ters in  order  to  assure  adequate  life-saving  equip- 
ment. More  recently,  the  St.  Elizabeth  Hospital 
in  Lincoln  has  established  a physical  therapy  de- 
partment and  has  offered  its  services  if  and  as  the 
other  already  existing  facilities  prove  inadequate. 

Special  polio  institutes  have  been  sponsored  in 
cooperation  with  the  State  Department  of  Health, 
medical  schools,  private  and  state  hospitals,  the 
State  Nurses  Association,  ahd  the  State  Physical 
Therapy  Association,  to  better  qualify  doctors, 
nurses  and  physical  therapists  in  the  treatment 
and  care  of  polio  patients. 

Chapters  in  treatment  center  areas  have  spon- 
sored training  courses  for  Polio  Emergency  Vol- 
unteers, qualifying  volunteers  to  assist  with  the 
routine  nursing  care  of  patients,  thus  releasing 
professional  personnel  for  duties  which  only  they 
can  adequately  perform. 

All  respirators  throughout  the  state  have  been 
coordinated  through  the  office  of  the  State  Repre- 
sentative of  the  National  Foundation  and  have  been 
moved  at  the  expense  of  the  National  Foundation’s 
Chapters  from  one  location  to  another  as  needs  dic- 
tated. These  “lungs”  (many  of  them  purchased 
before  the  National  Foundation  got  under  way  by 
veterans’  organizations,  fraternal  groups,  fire  de- 
partments and  the  like)  have  been  placed  at  the 
disposal  of  patients  needing  such  equipment,  without 
ever  a charge  being  made  for  the  use  of  these 
life-saving  units. 

Three  major  epidemics  of  polio  were  experienced 
in  Nebraska  in  the  4-year  period  immediately  pre- 
ceding 1950.  Although  more  cases  of  infantile 
paralysis  had  been  reported  in  Nebraska  in  the  5- 
year  period  preceding  1950  than  for  the  previous 
25-year-period  combined,  not  one  patient  was  denied 
care  for  lack  of  equipment  or  funds. 

The  work  of  the  National  Foundation  and  its 
local  chapters  is  made  possible  by  contributions 
to  the  annual  March  of  Dimes.  Chapters  are  ad- 
ministered by  executive  committees  composed  of  of- 
ficers selected  by  the  membership  of  each  chapter. 
All  chapter  officers  and  personnel  serve  on  a purely 
voluntary  basis.  Up  to  June  30,  1950,  local  county 
chapters  in  Nebraska  had  spent  more  than  $1,265,- 
000  in  providing  care  and  treatment  for  local  polio 
patients  needing  that  help.  Fifty  per  cent  of  all 
local  March  of  Dimes  contributions  go  to  assist  in 
the  continuing  research,  professional  education  and 
emergency  epidemic  aid  programs  of  the  National 
Foundation. 

We  are  all  acquainted  with  the  “all-out”  effort 
in  research  being  financed  by  the  National  Founda- 
tion. A fact  that  is  not  so  commonly  known  is  that 
the  National  Foundation  has  been  supporting — and 
is  continuing  to  support — a very  broad  program  of 
professional  education  for  orthopedists,  pediatri- 
cians, public  health  physicians,  nurses,  physical 
therapists,  medical  social  workers,  research  scien- 
tists, and  other  professional  personnel  in  medical 
and  ancillary  fields  related  to  polio.  Altogether, 
almost  2,500  men  and  women  throughout  the  na- 
tion have  been  awarded  National  scholarships  and 
fellowships  to  equip  them  for  seiwice  in  research 
laboratories,  hospitals,  clinics,  and  the  homes  of 
polio  patients. 

Twenty-eight  Nebraskans  have  been  trained,  or 
are  now  training,  on  such  grants  including:  1 pub- 


lic health  physician,  5 orthopedic  physicians,  2 
health  educators,  4 medical  social  workers,  2 ortho- 
pedic nurses,  and  14  physical  therapists.  It  is  es- 
timated that  the  National  Foundation’s  physical 
therapy  program,  through  1,348  scholarships  thus 
far  awarded,  already  had  increased  by  25  per  cent 
the  national  supply  of  these  urgently  needed  work- 
ers, though  still  more  are  needed. 

One  hundred  and  six  reseai’ch  and  training  pro- 
grams in  6 universities,  hospitals  and  institutions 
in  the  United  States  are  being  financed  today  by 
the  National  Foundation. 

Two  Nebraska  universities  are  links  in  this  chain 
of  important  projects.  Through  grants  and  appro- 
priations totaling  $50,364.00,  scientific  studies  con- 
ducted at  Creighton  University  and  the  University 
of  Nebraska  are  contributing  to  the  nation’s  in- 
creased knowledge  in  prevention  and  treatment  of 
after-effects  of  the  disease. 


CORTISONE  SIDE  EFFECTS  REDUCED 
BY  SMALLER  DOSAGES 

The  development  of  a dosage  of  cortisone  acetate 
to  maintain  improvement  in  cases  of  rheumatoid 
arthritis  with  a minimum  occurrence  of  undesirable 
side  effects  is  reported  in  the  September  30  Journal 
of  the  American  Medical  Association. 

Cortisone  is  not  a cure  for  the  disease,  but  its 
administration  reverses  crippling  results.  Its  con- 
tinued use  is  necessary  in  order  to  prevent  the  re- 
turn of  the  pain  and  deformities  which  mark  rheu- 
matoid arthritis.  The  problem  of  physicians  using 
the  drug  has  been  to  prevent  complications  in  side 
effects. 

A report  on  the  treatment  of  42  patients  is  made 
by  Dr.  Edward  W.  Boland  and  Dr.  Nathan  E.  Head- 
ley  of  Los  Angeles.'  Based  on  preliminary  studies, 
they  said  it  appears  that  some  severe  cases  and 
most  less  severe  cases  may  be  kept  under  adequate 
clinical  control  for  long  periods,  and  with  relative 
safety,  with  smaller  maintenance  doses  ranging 
from  32  to  65  mg.  a day  provided  larger  doses  to 
suppress  the  disease  are  used  initially. 

“Comparatively  few  unfavorable  reactions  have 
developed  when  these  small  doses  have  been  used 
continuously  for  as  long  as  six  months,”  they  re- 
ported. “So  far  all  adverse  effects  have  been  tem- 
porary, disappearing  on  hormone  withdrawal  or 
lowering  of  the  dosage.” 

However,  they  added: 

“Only  time  and  further  experience  will  determine 
the  full  therapeutic  possibilities  of  cortisone  for 
rheumatoid  arthritis.  Explorations  of  its  potential- 
ities as  a treatment  agent  are  greatly  influenced  by 
one  fact:  The  hormone  suppresses  rheumatic  activ- 
ity but  does  not  cure  the  underlying  disease.  Thus, 
it  appears  that  if  antirheumatic  effects  are  to  be 
sustained,  cortisone  must  be  given  continuously. 

“The  question  as  to  whether  the  hormone  can  be 
administered  safely  and  effectively  for  extended 
periods  of  many  months  or  years  will  not  be  an- 
swered positively  until  there  has  accumulated  great- 
er clinical  experience  in  I'elation  to  dosage  and  meth- 
ods of  administration,  greater  knowledge  regard- 
ing its  physiologic  activities  and  more  information 
as  to  the  consequences  of  its  prolonged  or  repeated 
use.” 
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DOUGLAS 

OMAHA— 

Adams,  Payson 
307  Medical  Arts  Bldg:. 

Aita,  John  A. 

607  Medical  Arts  Bldg. 
Albertson,  L.  C. 

912  Medical  Arts  Bldg. 
Allen,  Pliny  A. 

North  Adams,  Mass. 

Alliband,  Geo.  T. 

1020  Medical  Arts  Bldg. 
Andersen.  Alfred  C. 

430  Aquila  Court 
Andersen,  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Frank  J. 

61041/2  Military  Ave. 
Anderson,  Harley  E. 

1116  Medical  Arts  Bldg. 
Anderson.  Lawrence  L. 

1314  Medical  Arts  Bldg. 
Anderson,  Leo 

207  Medical  Arts  Bldg. 
Armbrust.  Walter 
5401  Leavenworth 
Arntsen,  L.  L. 

(Deceased  5-14-50) 

Bach.  Stanley  M. 

304  So.  42nd  St. 

Bantin.  C.  F. 

626  Omaha  Loan  & Bldg. 
Bantin.  E.  W. 

440  Aquila  Court 
Baptist,  John  (Honorary) 

3624  No.  30th  St. 

Barry.  M.  W. 

1416  Medical  Arts  Bldg. 
Barta,  Frank  R. 

324  City  Natl.  Bank  Bldg. 
Bartek.  Julius  G. 

619  Barker  Bldg. 

Bartos,  Paul 
1622  Vinton 
Beber.  Meyer 

631  Medical  Arts  Bldg. 

Beck,  F.  O. 

Livestock  Natl.  Bank 
Becker,  Leon  M. 

326  Medical  Arts  Bldg. 

Best.  R.  Russell 

527  Medical  Arts  Bldg. 
Bisgard,  J.  Dewey 

1420  Medical  Arts  Bldg. 
Black.  Albert  S.,  Jr. 

1613  Medical  Arts  Bldg. 
Blair.  James  B. 

V.A.  Hosp.,  Fargo,  N.D. 
Blattspieler,  L.  H. 

(Saline  Co.) 

3907  Center  St. 

Bliss.  Rodney  W. 

1120  Medical  Arts  Bldg. 
Block.  Max 

432  Brandeis  Theatre  Bldg. 
Boler.  Thomas  D. 

718  Barker  Bldg. 

Bonniwell,  Chas.  M. 

8613  No.  30th 
Borghoff,  J.  A. 

1319  Medical  Arts  Bldg. 
Borghoff.  Joseph  J. 

730  City  Natl.  Bank  Bldg. 
Boyne.  H.  N. 

1302  Medical  Arts  Bldg. 
Bozarth.  Elton  P. 

4617  No.  24th 
Bradley.  James  D. 

1118  Medical  Arts  Bldg. 
Brandt,  Emelia  H.  (Honorary) 
(Deceased  8-11-50) 

Brazer,  J.  G. 

63rd  and  Maple 
Brinkman.  H.  H. 

60141/^  Military 
Brodkey.  M.  H. 

320  Medical  Arts  Bldg. 
Brown.  Alfred 

1618  Medical  Arts  Bldg. 
Brown.  Loy  T. 

6110  Military  Ave. 

Brush.  John  H. 

1326  Medical  Arts  Bldg. 
Bryngelson.  Jared  L, 

63rd  and  Maple 
Bucholz,  Donald  J. 

478  Aquila  Court 
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Burns,  B.  C. 

421  Farm  Credit  Bldg. 
Bushman,  L.  B.  (Honorary) 
627  City  Natl.  Bank  Bldg. 
Callfas.  W.  F.  (Honorary) 
Pasadena  2,  Calif. 

Cameron,  O.  J. 

1520  Medical  Arts  Bldg. 
Campbell,  Louis  S. 

527  M^ical  Arts  Bldg. 
Carnazzo,  S.  J. 

712  Barker  Bldg. 

Carp,  Oscar 

1107  Medical  Arts  Bldg. 
Carroll,  Percy  J. 

Dean,  Creighton  University 
Cassidy,  W.  A. 

1020  Medical  Arts  Bldg. 
Catania.  Nancy 

418  Brandeis  Theatre  Bldg. 
Christensen.  Julius  B. 

1326  Medical  Arts  Bldg. 
Christlieb,  J.  M. 

47021/2  So.  24th  St. 

Clark,  Geo.  L. 

1817  Vinton 

Clark.  W.  M.  (Otoe  Co.) 

1113  Redick  Tower 
Clarke.  F.  S. 

314  Medical  Arts  Bldg. 

Cloyd,  A.  D.,  Jr. 

316  Medical  Arts  Bldg. 

Cloyd,  A.  D.,  Sr.  (Honorary) 
(Deceased  5-15-50) 

Cochran,  Robert  M. 

454  Medical  Arts  Bldg. 
Comine,  J.  J. 

820  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Medical  Arts  Bldg. 

Cook.  Lyman  J. 

1612  Medical  Arts  Bldg. 
Courtney,  J.  E. 

730  City  Natl.  Bank 
Crofoot,  Michael 

1407  Medical  Arts  Bldg. 
Davis,  Edwin  G. 

1436  Medical  Arts  Bldg. 
Davis,  Herbert  H. 

1204  Medical  Arts  Bldg. 
Davis,  J.  Allan 
425  Aquila  Court 
Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  W.  W.  (Honorary) 

1007  So.  37th  St. 

DeLanney,  L.  A. 

721  Medical  Arts  Bldg. 
DeLong,  Henry  L. 

140  South  40th  St. 

Dendinger,  W.  M. 

1036  Redick  Tower 
DiStefano,  Carmelo 

721  Medical  Arts  Bldg. 

Doan,  Duaine  I. 

402  Aquila  Court 
Dolezal,  Joseph  B. 

517  City  Natl.  Bank 
Donelan,  James  P. 

Guarantee  Mut.  Life  Ins.  Co. 
Dow.  A.  G. 

314  Medical  Arts  Bldg. 
Dowell.  D.  A. 

816  Medical  Arts  Bldg. 
Downing,  John  E. 

816  Medical  Arts  Bldg. 

Drdla,  Theodore 
460  Aquila  Court 
Drozda,  Joseph  P. 

511  Redick  Tower 
Dunn,  F.  Lowell 

737  Medical  Arts  Bldg. 
Dworak,  Henry  L. 

612  Medical  Arts  Bldg. 
Dwyer,  J.  R.  (Honorary) 
Council  Bluffs,  Iowa 
Eagle.  Frank'  L. 

1620  Medical  Arts  Bldg. 
Egan.  Richard  L. 

St.  Joseph's  Hospital 
Egan.  Wm.  J. 

456  Aquila  Court 
Eggers,  H.  E. 

809  Brandeis  Theatre  Bldg. 
Elston,  Harry  R. 

4930  So.  24th 
Endres,  Gregory  L. 

5811  Military  Ave. 


Evans,  E.  B. 

105  So.  16th 
Everitt,  N.  J. 

4838  So.  24th 
Ewing,  Ben  F. 

220  Medical  Arts  Bldg. 
Ewing,  John  D. 

Little  Rock,  Ark. 

Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell.  Robert  F. 

411  Medical  Arts  Bldg. 
Fellman,  A.  C. 

316  City  Natl.  Bank 
Findley,  David 
446  Aquila  Court 
Findley,  Palmer  (Honorary) 
446  Aquila  Court 
Finegan,  James 

415  Medical  Arts  Bldg. 
Finlayson,  Alister  L. 

1527  Medical  Arts  Bldg. 
Fitzgerald,  Thomas  D. 

Creighton  University 
Fitzgibbons,  Robert  J. 

443  Aquila  Court 
Fleishman,  Max 
260  Aquila  Court 
Follman,  J.  C. 

306  So.  24th  St.,  Rm.  9 
Foster,  Miles  E.,  Jr. 

1521  Rockbrook  Road 
Fouts,  Roy  W. 

1007  Medical  Arts  Bldg. 
Francis,  Marvin  B. 

106  W.  20th,  Bellevue 
Frandsen,  Charles 

1120  Medical  Arts  Bldg. 
Frank,  Muriel  N. 

Methodist  Hospital 
Freed,  Albert  E. 

5010  Dodge 
Freymann,  John  J. 

1113  Medical  Arts  Bldg. 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 
Gedgoud,  John  L. 

304  So.  42nd 
George,  John  H. 

63rd  and  Maple 
Gerald,  H.  F. 

Creighton  University 
Gifford.  Harold 

1620  Medical  Arts  Bldg. 
Gleeson,  John  J. 

601  City  Natl.  Bank 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg,  M.  M. 

516  Medical  Arts  Bldg. 
Greene,  Arthur  M. 

629  Medical  Arts  Bldg. 
Grier,  John  J. 

1307  Medical  Arts  Bldg. 
Grier,  M.  E. 

1307  Medical  Arts  Bldg. 
Gross,  Joseph  F. 

1140  Medical  Arts  Bldg. 
Gurnett,  Thos.  J. 

802  Medical  Arts  Bldg. 
Hahn,  W.  N. 

517  City  Natl.  Bank  Bldg. 
Hall.  Lynn  T. 

1204  Medical  Arts  Bldg. 
Hamsa,  W.  R. 

527  Medical  Arts  Bldg. 
Haney,  W.  P.  (Honorary) 
1500  Medical  Arts  Bldg. 
Hankins,  Chas.  R. 

1414  Medical  Arts  Bldg. 
Hansen,  Clifford  H. 

527  City  Natl.  Bank  Bldg. 
Hansen.  G.  M. 

4826  So.  24th 
Hardy.  C.  C. 

1216  Medical  Arts  Bldg. 
Harris.  T.  T. 

1007  Medical  Arts  Bldg. 
Hartigan,  John  D. 

802  Medical  Arts  Bldg. 
Hartmann,  Clarence  M. 

6603  No.  30th 
Hellwig.  J.  W.  (Honorary) 
5221  Jones  St. 

Hennegan.  G.  F. 

6110  Military  Ave. 


Henske,  J.  A. 

1614  Medical  Arts  Bldg. 
Heumann,  J.  M.  F. 

6110  Military  Ave. 

Heywood,  L.  Thomas 

1307  Medical  Arts  Bldg. 
Hickey,  Charles 
Bennington,  Nebr. 

Hill,  F.  C. 

430  Aquila  Court 
Hoffman,  L.  O. 

1012  Medical  Arts  Bldg. 
Holden,  W.  J. 

462  Aquila  Court 
Horwick,  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz,  Harley 

1013  Redick  Tower 
Howard.  M.  C. 

802  Medical  Arts  Bldg. 
Hruby,  Allan  J. 

2906  Leavenworth 
Hughes,  Leo  V. 

304  City  Natl.  Bank  Bldg. 
Hull,  Wayne  M. 

104  So.  39th  St. 

Hungerford,  Wm.  E. 

1904  Spencer 
Hunt.  H.  B. 

Methodist  Hospital 
Hyde.  J.  F. 

(Deceased  3-23-50) 

Isacson,  Sven 

826  City  Natl.  Bank  Bldg. 
Iwersen,  Frank  J. 

915  Medical  Arts  Bldg. 
Jackson,  Donald  R. 

5010  Dodge 
Jahr,  Herman  M. 

Ill  South  39th  St. 

James,  C.  S. 

615  Medical  Arts  Bldg. 
Jenkins.  Harry  J. 

1113  Redick  Tower 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Johnson,  A.  C. 

326  Medical  Arts  Bldg. 
Johnson,  Geo.  N. 

4803  So.  24th 
Johnson,  Herman  F. 

831  Medical  Arts  Bldg. 
Johnson,  J.  A. 

602  Omaha  Loan  & Bldg. 
Jones,  Wesley 

1514  V,  No.  24th  St. 

Judd.  JT  H. 

1020  Medical  Arts  Bldg. 
Kadavy,  G.  J. 

2703  So.  16th  St. 

Keegan,  J.  Jay 

1527  Medical  Arts  Bldg. 
Kelley,  J.  Whitney 

1104  City  Natl.  Bank  Bldg. 
Kelley,  Wm.  E. 

1104  City  Natl.  Bank  Bldg. 
Kelly,  James  F. 

816  Medical  Arts  Bldg. 
Kelly,  James  F.,  Jr. 

816  Medical  Arts  Bldg. 
Kemp,  Wm.  T. 

2828  No.  16th  St. 

Kempf,  Terence  A. 

49231/2  So.  24th  St. 
Kennedy.  H.  B. 

Insurance  Bldg. 

Kennedy,  John  C. 

1520  Medical  Arts  Bldg. 
Kenney,  B.  V. 

617  Medical  Arts  Bldg. 

Kerr,  Harold  H. 

Ann  Arbor,  Michigan 
Kirk.  E.  J. 

434  Aquila  Court 
Klabenes,  Frank  J. 

1020  Medical  Arts  Bldg. 
Kleyla,  John  R. 

712  Medical  Arts  Bldg. 
Korth.  Z.  N. 

1319  Medical  Arts  Bldg. 
Kovar,  W.  R. 

1120  Medical  Arts  Bldg. 
Kroupa,  W.  E. 

4923V^  So.  24th  St. 

Kully,  Herman  E. 

(Deceased  9-19-50) 
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Langdon,  J.  F.  (Honorary) 

503  No.  38th  St. 

Lee,  Leroy  W. 

1436  Medical  Arts  Bldg. 
Lehnhoff,  Henry  J.,  Jr. 

536  Medical  Arts  Bldg. 
Lennox,  G,  B, 

2527  Patrick  St, 

Levine,  Victor 

Creighton  University 
Lewis,  Raymond  G, 

918  Medical  Arts  Bldg, 

Lipp,  Frank  E. 

830  City  Natl,  Bank 
Lombardo,  Anthony  J, 

640  City  Natl.  Bank 
Long.  Robert  S. 

826  Medical  Arts  Bldg. 
Longo,  Chas.  A. 

2225  Jefferson,  Bellevue 
Longo,  Joseph 

720  Kilpatrick  Bldg. 

Lovely.  Frank  T. 

1229  First  Natl.  Bank 
Lovgren,  Robert  E. 

1234  Medical  Arts  Bldg. 
Lucas.  J.  F. 

815  WOW  Bldg. 

Lueth.  Harold  C. 

Dean,  Uni.  of  Nebr. 

Luikart,  Ralph 

708  Medical  Arts  Bldg. 
Lyman.  E.  D. 

City  Health  Dept.,  City  Hall 
McArdle,  Prentiss 

1216  Medical  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McCarthy,  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy.  J.  D. 

1036  Medical  Arts  Bldg. 
McCleneghan,  Sam 

615  City  Natl.  Bank  Bldg. 
McDermott.  Arnold 

712  Medical  Arts  Bldg. 
McEachen,  E’ther  I. 

Los  Angeles.  Calif. 

McGee,  Harry  E. 

1126  City  Natl.  Bank  Bldg. 
McGee,  J.  W. 

430  Aquila  Court 
McGee,  Millard  Blair 
1126  City  Natl.  Bank 
McGoogan.  Leon  S. 

3568  Dodge 
McGuire.  L.  D. 

326  Medical  Arts  Bldg. 
McIntyre,  A.  R. 

U.  of  N.  College  of  Med. 
McLaughlin.  C.  W„  Jr. 

413  Medical  Arts  Bldg. 
McMartin,  Charles 

611  City  Natl.  Bank  Bldg. 
McMartin.  W.  J. 

611  City  Natl.  Bank  Bldg. 
McMillan,  Aaron  M. 

2892  Miami 
McNamara,  J.  W. 

633  City  Natl.  Bank  Bldg. 
McWhorter,  Clarence  A. 

5129  Woolworth  Ave. 
MacQuiddy.  E.  L. 

478  Aquila  Court 
Madsen.  C.  C. 

6104%  Military  Ave. 
Magiera.  Stephen  L. 

525  City  Natl.  Bank  Bldg. 
Mangimelli.  Samuel  T. 

712  Barker  Bldg. 

Manning.  E.  T.  (Honorary) 
5631  Grant  St. 

Marble.  R.  E. 

5066  Leavenworth 
Margolin,  J.  Milton 

902  Medical  Arts  Bldg. 
Margolin,  Morris  (Honorary) 
902  Medical  Arts  Bldg. 
Marsh.  Charles 
Valley,  Nebr. 

Martin,  James  W. 

1420  Medical  Arts  Bldg. 
Martin,  Paul  J. 

1407  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maxwell.  J.  T. 

5803  Jones  St. 


Melcher,  Wm.  H. 

4826  So.  25th  St. 

Mercer,  Nelson  S. 

2506  Dodge  St. 

Millett,  Clinton  C. 

304  City  Natl.  Bank  Bldg. 
Mnuk,  Frank  J. 

3374  So.  13th 
Montgomery,  E.  C. 

1620  Medical  Arts  Bldg. 
Moody,  W.  B. 

530  Medical  Arts  Bldg. 
Moon.  C.  F. 

1607  Medical  Arts  Bldg. 
Moon,  Louis  E. 

1326  Medical  Arts  Bldg. 
Moore.  Clyde 

319  Medical  Arts  Bldg. 
Moore,  Ralph  C. 

Methodist  Hospital 
Morrison,  Wm.  Howard 
1500  Medical  Arts  Bldg. 
Morrow,  Paul  N. 

1614  Medical  Arts  Bldg. 


Quigley,  D.  T. 

721  Medical  Arts  Bldg. 
Quigley,  W.  H. 

636  Medical  Arts  Bldg. 
Ragan,  Lloyd  E. 

(Service) 

Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek.  R.  H. 

425  Aquila  Court 
Read,  Paul  S. 

2415  Fort  St. 

Reals,  Wm.  J. 

Wichita,  Kansas 
Redgwick.  J.  P. 

1530  Medical  Arts  Bldg. 
Rich.  Charles  O.  (Honorary) 
(Deceased  4-13-50) 


Riley,  B.  M. 

538  City  Natl.  Bank  Bldg. 


Robertson,  G.  E. 

308  So.  39th 
Root,  Chas.  M. 

304  City  Natl.  Bank  Bldg. 


Moser,  R.  A. 

1407  Medical  Arts  Bldg. 
Muehlig.  G.  Kenneth 
636  Medical  Arts  Bldg. 
Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Murphy,  Albert  V. 

1412  Medical  Arts  Bldg. 
Murphy.  Chas.  M. 

5701  Military  Ave. 

Murphy,  J.  Harry 

915  Medical  Arts  Bldg. 
Murray,  F.  J. 

63rd  and  Maple 
Muskin.  Nathan 

730  Medical  Arts  Bldg. 
Nelson,  Floyd  C. 

6067  Military  Ave. 

Nemec,  C.  J. 

629  City  Natl.  Bank  Bldg. 
Nemec,  Edward  C. 

629  City  Natl.  Bank  Bldg. 
Neu.  Harold  N. 

324  City  Natl.  Bank  Bldg. 
Nickum.  Oliver  C. 

721  Medical  Arts  Bldg. 
Niehaus,  F.  W. 

1622  Medical  Arts  Bldg. 
Nilsson.  Donald  C. 

115  No.  40th 
Nilsson,  John  Fred 

612  Omaha  Loan  & Bldg. 
Nihson,  John  R. 

612  Omaha  Loan  & Bldg. 
Nolan,  W.  J. 

203  Baldridge  Bldg. 

Novak.  W.  F. 

721  Medical  Arts  Bldg. 
Offerman,  A.  J. 

4805V2  So.  24th  St. 

O’Hearn,  J.  J. 

4811%  So.  24th  St. 

O’Neil,  Gerald  C. 

640  City  Natl.  Bank  Bldg. 
O’Neil,  James  J. 

211  Medical  Arts  Bldg. 
Owens.  C.  A..  Jr. 

Santa  Monica.  Calif. 

Pantano.  Anthony  R. 

907  WOW  Bldg. 

Pepper.  M.  L. 

1515  Medical  Arts  Bldg. 
Pinne,  Geo.  F. 

453  Aquila  Court 
Plehn,  F.  W.  (Honorary) 
(Scotts  Bluff  Co.) 

3848  Charles  St. 

Pleiss.  Joseph  A. 

716  Medical  Arts  Bldg. 
Potter,  Stanley  E. 

527  Medical  Arts  Bldg. 
Poynter,  C.  W.  M.  (Honorary) 
(Deceased  10-25-50) 

Pratt,  George  P.  (Honorary) 
115  So.  54th 
Prichard,  Geo.  W. 

3013  Ames  Ave. 

Priest,  P.  H. 

2210%  Military 
Pruner,  A.  C. 

402  Medical  Arts  Bldg. 


Rubendall.  Clarence 
(Deceased  6-6-50) 

Rubnitz,  A.  S. 

732  Medical  Arts 
Ruch,  R.  O. 

912  Medical  Arts  Bldg. 
Russum.  B.  C. 

816  Medical  Arts  Bldg. 

Sachs.  Adolph 

527  City  Natl.  Bank 
Sage.  Earl  C. 

1234  Medical  Arts  Bldg. 
Satrang.  Geraldine 
104  So.  39th  St. 

Schenken,  John  R. 

Methodist  Hospital 
Schmitz,  W.  H. 

611  City  Natl.  Bank 
Schrock.  R.  D. 

831  Medical  Arts  Bldg. 
Schwertly,  F.  J. 

614  Barker  Bldg. 

Scott.  Nathaniel  C. 

304  City  Natl.  Bank  Bldg. 
Severin.  Matthew  J. 

4823  So.  24th 
Shearer.  W.  L. 

1226  Medical  Arts  Bldg. 

Sher.  Philip 

424  Brandeis  Theatre  Bldg. 
Shramek,  C.  J. 

511  Redick  Tower 
Shramek.  J.  M.  (Honorary) 
Ann  Arbor,  Mich. 

Simanek,  George  F. 

540  Medical  Arts  Bldg. 
Simmons.  E.  E. 

826  Medical  Arts  Bldg. 
Simonds.  Francis  L. 

1216  Medical  Arts  Bldg. 
Simpson,  J.  E. 

1229  First  Natl.  Bank  Bldg. 
Slunicko.  Jules  A. 

316  Exchange  Bldg. 

Slutzky,  Ben 

Creighton  University 
Smith,  Edward  J. 

401  Aquila  Court 
Smith,  Thos.  Timothy 
211  Medical  Arts  Bldg. 
Sobota.  Jos.  E. 

3019  Ames 
Solomon,  W.  W. 

2425  No.  24th  St. 

Srb,  Adolph  F. 

1719  So.  16th  St. 

Stager.  Walter  R. 

University  Hosp., 

42nd  and  Dewey 
Stastny.  Olga 
308  So.  41st  St. 

Staubitz.  Herbert  F. 

406  Aquila  Court 
Stearns.  R.  J. 

620  Omaha  Loan  & Bldg. 
Steinberg.  A. 

536  Kilpatrick  Bldg. 
Steinberg,  M.  M. 

830  City  Natl.  Bank  Bldg. 
Stemper.  Jack  M. 

737  Medical  Arts  Bldg. 


Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strickland,  W.  R. 

514  Omaha  Loan  & Bldg. 
Sucha,  W.  L. 

915  Medical  Arts  Bldg. 
Sullivan,  H.  T. 

1036  Redick  Tower 
Swab,  C.  M. 

1316  Medical  Arts  Bldg. 
Swab,  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson,  Samuel  A.,  Jr. 

1234  Medical  Arts  Bldg. 
Swenson,  S.  A..  Sr. 

1234  Medical  Arts  Bldg. 
Swoboda,  Jos.  P. 

4824%  So.  24th  St. 
Tamisiea,  John  A. 

718  Barker  Bldg. 

Tanner,  John  W. 

Elkhorn,  Nebr. 

Taylor,  W.  H.  (Honorary) 
3809  Cuming  St. 

Taylor,  Willis  H.,  Jr. 

(Service) 

Therien,  R.  C. 

3482  Martin  Ave. 

Thomas,  John  Martin 

1418  Medical  Arts  Bldg. 
Thompson,  C.  Q. 

1530  Medical  Arts  Bldg. 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

Lutheran  Hospital 
Thompson,  Warren  Y. 

1530  Medical  Arts  Bldg. 
Tollman.  J.  P. 

University  Hospital 
Tomlinson,  C.  C. 

1520  Medical  Arts  Bldg. 
Tompkins.  Charles  A. 

304  So.  42nd  St. 

Torpy,  T.  W. 

920  WOW  Bldg. 

Trimble,  C.  R. 

2716  Fontenelle  Blvd. 
VaVerka,  James  W. 

219  Medical  Arts  Bldg. 
Vetter.  J.  G. 

721  WOW  Bldg. 

Vroman.  Donald  C. 

3568  Dodge 
Walsh.  E.  M. 

1412  Medical  Arts  Bldg. 
Walvoord,  Carl  A. 

4134  Grand  Ave. 

Waters.  C.  H.  (Honorary) 
832  Fairacres  Rd. 

Waters,  Chester  H.,  Jr. 

831  Medical  Arts  Bldg. 
Watke.  F.  M. 

528  Medical  Arts  Bldg. 
Weame.  F.  J.  (Honorary) 
Hill  Hotel 

Whitcomb.  Glenn  D. 

926  Medical  Arts  Bldg. 
Wigton.  H.  A. 

1436  Medical  Arts  Bldg. 
Wigton,  Robert  S. 

1436  Medical  Arts  Bldg. 
Wilhelmj,  C.  M. 

Creighton  University 
Williams,  Perry  T.,  Jr. 

2549  Famam  St. 
Williams,  Russell  R..  Jr. 

443  Aquila  Court 
Wilson,  Donald  J. 

1113  Medical  Arts  Bldg. 
Wright.  W.  D. 

1622  Medical  Arts  Bldg. 
Wyrens.  Raymond  J. 

316  Medical  Arts  Bldg. 
Young,  G.  Alexander 
1436  Medical  Arts  Bldg. 
Young,  George  A.,  Jr. 

1436  Medical  Arts  Bldg. 
Young.  Richard  H. 

1436  Medical  Arts  Bldg. 

SARPY 

PAPILLION— 

Baca,  D.  E. 


400 


LANCASTER 

LINCOLN— 

Adams,  R.  B. 

2972  "O”  St. 

Albin.  W.  L. 

620  Fed.  Sec.  Bldg. 

Alcorn,  F.  A. 

2201  So.  11th  St. 

Andrews,  Clayton  F. 

641  Stuart  Bldg. 

Angle,  E.  E. 

903  Sharp  Bldg. 

Arnholt,  M.  F. 

825  T>ust  Bldg. 

Arnold,  C.  H. 

908  Trust  Bldg. 

Bancroft.  Paul  M. 

1021  Sharp  Bldg. 

Barkey,  V.  S. 

6320  Havelock 
Bartels,  W.  W. 

1108  Sharp  Bldg. 

Barthell,  John  H. 

824  Sharp  Bldg. 

Becker,  W.  C. 

826  Sharp  Bldg. 

Bitner,  Mary  S. 

(Platte  Co.) 

State  Capitol 
Black.  Paul 

929  Stuart  Bldg. 

Bloch,  Edward  H. 

Cleveland.  Ohio 
Blum.  Henry 

Rm.  2.  Nehr.  Theatre  Bldg. 
Bowman,  D.  J. 

3635  Mohawk 
Brolsma.  M.  P. 

302  Woodmen  Accident  Bldg. 
Brooks,  E.  B. 

939  Stuart  Bldg. 

Brown.  Kendall  A. 

724  Sharp  Bldg. 

Brown,  John  A. 

412  Lin.  Lih,  Life  Bldg. 
Burhy.  John  J. 

800  So.  13th  St. 

Calhoun,  O.  V. 

430  Stuart  Bldg. 

Camphell.  W.  A. 

1321  Sharp  Bldg. 

Carey.  Blaine  P. 

808  Fed.  Sec.  Bldg. 

Carveth.  W.  W. 

626  Sharp  Bldg. 

Case.  J.  D. 

825  Trust  Bldg. 

Churchill,  I.  W. 

1945  “A”  St. 

Clark,  E.  E. 

908  Trust  Bldg. 

Clothier,  John  G. 

Vets.  Adm., 

12th  and  "O”  Sts. 

Coleman.  F.  D. 

925  Stuart  Bldg. 

Covey.  Geo.  W. 

805  Sharp  Bldg. 

Curry,  John  R. 

943  Stuart  Bldg. 

Cummings,  Clara  Mae 
Nampa,  Idaho 
Davies,  L.  T. 

816  Sharp  Bldg. 

Deppen.  E.  N. 

526  Trust  Bldg. 

Edwards,  C.  B. 

(Buffalo  Co.) 

Vets.  Adm. 

12th  and  "O”  Sts. 

Elliott,  C.  K. 

936  Stuart  Bldg. 

Emerson.  Clarence 
1700  So.  24th  St. 

Emery,  A.  L. 

Waverly,  Nehr. 

Ericson.  L.  L. 

616  Sharp  Bldg. 

Erlandson,  Gordon  O. 

1127  Sharp  Bldg. 

Fahnestock.  C.  L.  (Honorary) 
1812  So.  26th  St. 

Fechner,  A.  H. 

Bethesda.  Md. 

Ferciot,  C.  F. 

1108  Sharp  Bldg. 

Finkle,  B.  A. 

1419  Sharp  Bldg. 

Finney,  L.  E. 

323  So.  14th  St. 

Flanagan,  M.  L. 

5515  South  St. 
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Flansburg,  H.  E. 

502  Bankers  Life  Bldg. 
Frazer,  M.  D. 

1037  Stuart  Bldg. 

Fuenning,  S.  I. 

University  of  Nebraska 
Furgason,  A.  P.  (Honorary) 
303  Continental  Bldg. 
Garlinghouse,  R.  E. 

723  Sharp  Bldg. 
Garlinghouse,  R.  O. 

921  Stuart  Bldg. 

Gibson.  L.  V. 

908  Trust  Bldg. 

Gogela,  Louis  J. 

1318  Sharp  Bldg. 

Grant.  Robert  S. 

1021  Sharp  Bldg. 

Griffith,,  Wylie  H. 

V.A.  Hospital 
Hancock,  E.  W. 

823  Sharp  Bldg. 

Hanigan,  J.  J. 

Hallam,  Nebr. 

Harms.  C.  W. 

1401  Sharp  Bldg. 
Harrington.  A.  E. 

(Adams  Co.) 

914  Stuart  Bldg. 

Harvey.  H.  E. 

723  Shai*p  Bldg. 

Hathaway,  F.  H. 

308  First  Natl.  Bank  Bldg. 
Heidrick,  Paul  J. 

905  Stuart  Bldg. 

Hemphill,  James  E. 

800  So.  13th  St. 

Hervert.  J.  Wm. 

807  Fed.  Sec.  Bldg. 
Hickman,  C.  C. 

406  Sharp  Bldg. 

Hillyer,  R.  A. 

641  Stuart  Bldg. 

Hilton.  Hiram  D. 

1037  Stuart  Bldg. 

Hobbs,  E.  T. 

6530  Holdrege 
Hohlen,  K.  S.  J. 

914  Fed.  Sec.  Bldg. 

Hompes,  J.  J. 

702  Sharp  Bldg. 

Hummel,  R.  O. 

2435  Bradfield  Drive 
Johnson.  F.  B.  (Honorary) 
1220  So.  24th  St. 

Kleitsch,  W.  P. 

Veterans  Hospital 
Lamb.  W.  E. 

3761  Mohawk  St. 

Lehnhoff,  H.  J.  (Honorary) 
2804  Sheridan 
Lewis,  G.  E. 

332  Natl.  Bank  Com.  Bldg. 
Lewis,  Letteer  G.  H. 

943  Stuart  Bldg. 

Long.  Fred  P. 

Peoria,  111. 

Loveland,  Grace 

909  Sharp  Bldg. 

Loudon,  John  R. 

1110  Sharp  Bldg. 

Lyman,  R.  A.  (Honorary) 
1649  So.  21st  St. 

McCarthy,  T.  F. 

5 Nebr.  Theatre  Bldg. 
McGinnis,  Kenneth  T. 

1037  Stuart  Bldg. 

McGreer.  John  T.,  Jr. 

924  Sharp  Bldg. 

McLeay,  H.  L. 

State  Hospital 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 

Marx,  Paul  D. 

901  Fed.  Sec.  Bldg. 
Matheny,  Z.  E.  (Honorary) 
(Butler  County) 

1026  So.  14th  St. 

Matson,  Guy  M. 

2730  No.  48th  St. 

Maxwell.  Paul  J. 

707  Fed.  Sec.  Bldg. 

Miller.  Harold  B."’ 

2735  Sumner  St. 

Miller.  N.  R. 

914  Fed.  Sec.  Bldg. 

Miller,  S.  D. 

5515  South  St. 

Misko,  G.  H. 

308  First  Natl.  Bank 
Mitchell,  Howard  E, 

309  Sharp  Bldg. 


Morgan,  H,  S. 

935  Stuart  Bldg. 
Morton,  H.  B. 

1037  Stuart  Bldg. 
Mueller,  R.  F. 

626  Sharp  Bldg. 
Mullin,  R.  F. 

Vets.  Adm. 

12th  and  “O”  Sts. 
Munger,  A.  D. 

1016  Sharp  Bldg. 
Munger,  Horace  V. 

1016  Sharp  Bldg. 
Munger.  I.  C. 

916  Sharp  Bldg. 
Neely,  J.  Marshall 
924  Sharp  Bldg. 
Neely,  Orvis  A. 

924  Sharp  Bldg. 
Olney,  R.  C. 

800  So.  13th  St. 

Orr,  H.  W. 

3()9  Sharp  Bldg. 
Owen.  L.  J. 

957  Stuart  Bldg. 
Palmer.  Janet  Forbes 
1027  Sharp  Bldg. 
Parrillo,  Orest  J. 

Veterans  Hospital 
Paul,  James  R. 

909  Stuart  Bldg. 
Paulson.  H.  O. 

508  Sharp  Bldg. 
Pedei*son,  A.  M. 
(Washington  Co.) 
Vets.  Hospital 
Pelikan.  C.  C. 

6125  Havelock  Ave. 
Peterson.  J.  C. 

702  Sharp  Bldg. 
Peterson.  Paul  L. 

702  Sharp  Bldg. 
Petty,  W.  S. 

State  Capitol  Bldg. 
Pfeifer,  LaVeme  F. 

San  Francisco,  Calif. 
Place,  Geo.  E. 

4825  St.  Paul 
Podlesak,  J.  I. 

612-614  Trust  Bldg. 
Purvis,  Donald  F. 

430  Stuart  Bldg. 
Rausten.  David  S. 

4723  Prescott 
Reed.  E.  B. 

1037  Stuart  Bldg. 
Reese,  S.  O. 

816  Sharp  Bldg. 
Rider,  Larry  D. 

Wichita,  Kansas 
Ritter.  Jerome 
2712  Manse  Ave. 
Rogers,  E.  A. 
(Saunders  Co.) 

1635  So.  26th 
Rogers,  F.  L. 

805  Sharp  Bldg. 
Rose,  Forrest  I. 

916  Sharp  Bldg. 
Rose,  Kenneth  D. 

1614  “N’'  St. 
Rosenbaum.  C.  L. 

Veterans  Hospital 
Rowe.  E.  W. 

1037  Stuart  Bldg. 
Royal,  P.  A. 

5515  South  St. 

Ryder.  Frank 
(Hall  Co.) 

Dept,  of  Health, 
State  Capitol 
Ryerson.  Edwin  R. 

2011  So.  19th  St. 
Sanderson.  D.  D. 

914  Stuart  Bldg. 
Saxton.  Alton  J. 

Veterans  Hospital 
Scott,  H.  A. 

600  So.  74th  St. 
Sharrar,  Lynn 
719  Sharp  Bldg. 
Smith.  A,  L. 

1001  Fed.  Sec.  Bldg. 
Smith,  A.  L..  Jr. 

1001  Fed.  Sec.  Bldg. 
Smith.  Russell  T. 

4852  Bancroft 
Spieler.  F.  B. 

1037  Stuart  Bldg. 
Spradling,  F.  L. 

State  Hospital 
Stafford.  G.  E. 

823  Sharp  Bldg. 


Nebr.  S.  M.  Jour. 
December,  1950 


Stapleton,  H.  B. 

Hickman,  Nebr. 

Stein,  Robert  J. 

343  Stuart  Bldg. 

Steinman,  John 
228  So.  10th  St. 

Stone,  Frank  P. 

309  Sharp  Bldg. 

Stover,  Lee 

1037  Stuart  Bldg. 

Strader,  R.  M. 

343  Stuart  Bldg. 

Streeter,  Chas.  T. 

315  First  Natl.  Bank  Bldg. 
Taborsky.  A.  F. 

324  First  Natl.  Bank  Bldg. 
Tanner.  Frank  H. 

2929  So.  29th  St. 

Taylor,  H.  A. 

4728  St.  Paul 
Taylor,  J.  D. 

4728  St.  Paul 
Teal.  F.  F.  (Honorary) 

910  Sharp  Bldg. 

Teal,  Fritz.  Jr. 

309  Sharp  Bldg. 

Thierstein,  Samuel  T. 

1326  Sharp  Bldg. 

Thompson,  J.  C. 

707  Fed.  Sec.  Bldg. 
Thomson,  J.  E.  M. 

1108  Sharp  Bldg. 

Thorough.  Paul 
1025  Sharp  Bldg. 
Underwood.  G.  R. 

805  Sharp  Bldg. 

Walker.  G.  H. 

412  Lin.  Lib.  Life  Bldg. 
Walsh.  John  S. 

Veterans  Hospital 
Webb.  A.  H.  , 

1614  “N”  St. 

Webster.  F.  S. 

1108  Sharp  Bldg. 

Wegner.  E.  S. 

724  Sharp  Bldg. 

Welch,  J.  S. 

1037  Stuart  Bldg. 

Whitham.  Roy  H. 

921  Stuart  Bldg. 

Whitlock.  H.  H. 

805  Sharp  Bldg. 

Wiedman,  E.  V. 

315  First  Natl.  Bank  Bldg. 
Williams.  J.  B. 

1226  “C’*  St. 

Wilson.  Nafc  J. 

Veterans  Hospital 
WiLon,  R.  B. 

University  of  Nebraska 
Wolters,  S.  L. 

935  Stuart  Bldg. 

Wood.  Maynard  A. 

1037  Stuart  Bldg. 
Woodward,  J.  M. 

910  Sharp  Bldg. 

Wright.  F.  T. 

943  Stuart  Bldg. 

Youngman,  R.  A. 

1037  Stuart  Bldg. 

Zemer,  S.  G. 

949  Stuart  Bldg. 

Zinneman,  Helmut 
805  Sharp  Bldg. 

CASS 

AVOCA— 

Brendel,  J.  W. 

ELMWOOD— 

Liston,  Howard  E. 

Liston.  O.  E. 

LOUISVILLE— 

Worthman,  H.  W. 

MURRAY— 

Tyson,  R.  W. 

NEHAWKA— 

Anderson.  R.  R. 

PLATTSMOUTH— 

Brendel.  R.  F. 

Dietz.  Robert  J. 

Pucelik,  L.  S. 

WEEPING  WATER— 
Kunkel,  L.  N. 
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OTOE 

NEBRASKA  CITY— 
Burbridge,  Glenn  E. 

Edmonds.  William  (Honorary) 
Ewing.  Ben  E. 


GAGE 

ADAMS— 

Waggener,  J.  T. 

BEATRICE— 

Branson,  V.  L. 

Brott.  Clarence  R. 

Brown,  H,  R. 

Brown,  R, 

Bryant,  A,  R. 

Elias,  H,  F, 

Hepperlen,  H,  M,,  Jr. 
McCleery,  D.  P. 

McGirr,  J.  I.  (Honorary) 
Penner,  Donald 
Penner,  Elmer  L. 

Penner,  H.  G. 

Rathbun,  Sanford  M. 
Taylor,  R.  W. 

Waddell,  J.  C. 

Waddell,  W.  W. 


MADISON 

BATTLE  CREEK— 
Rudloff,  F.  X. 

MADISON— 

Garner,  F.  L. 
Palmateer,  H.  R. 

NEWMAN  GROVE— 
Carlson,  Emery  W. 

NORFOLK— 

Bames,  P.  L. 

Barry,  A.  C. 

Brauer,  S.  H. 

Brush,  E.  L. 

Charlton,  Geo.  E. 
Conwell,  G.  D. 

Cornish,  J.  A. 

Famer,  B.  R. 

Ingham,  Chas.  G. 
Johnson,  L.  A. 

Lytton,  G.  J. 

Pollack.  F.  A. 

Pollack.  John  D. 

Salter.  Geo.  B. 
Sandritter,  G.  L. 
Schwedhelm,  A.  J. 
Slaughter,  Earl  C. 
Slaughter,  Guy  P. 
Stewart,  Geo.  J. 

Surber,  E.  G. 

Verges,  C.  J. 

Verges,  Val  C. 

Warner,  Ruth 

TILDEN— 

Barr,  Carl  C. 

Barr,  Robert  E. 
Salsburg.  H.  E. 


DODGE 

DODGE— 

Srb.  G.  J. 

FREMONT— 

Bucbanan.  A.  E.  (Honorary) 
(Deceased  10-22-50) 

Byers,  R.  C. 

Byers,  Robert  C„  Jr. 

Fasser,  A.  O. 

Harvey,  Andrew 
Haslam,  G.  A. 

Heine,  L.  H. 

Heine.  W.  H. 

Hill.  W.  H. 

Jakeman,  Harry  A. 

Malloy,  E.  F. 

Merrick,  A.  J. 


Gilligan,  J.  P. 

Kenner.  W.  C. 

MacVean,  M.  M.  (Honorary) 
Mclllece,  Raymond  C. 

Ft.  Madison,  Iowa 


Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weeks,  T.  L. 

SYRACUSE— 
Formanack,  C.  J. 


Gately,  H.  S. 
Williams,  C.  R. 

TALMAGE— 
Zastera,  J.  R. 


THIRD  DISTRICT 

J.  C.  WADDELL,  Councilor 


Wildbaber.  Joe 
Wildhaber,  Wm.  T. 

FILLEY— 

Hodam,  J.  A.  (Honorary) 

LIBERTY— 

Bachle,  E.  P. 

ODELL— 

Rice,  C.  E. 

WYMORE— 

Elias,  Francis 
Nelson,  J.  C. 

Thomas,  C.  W. 

PAWNEE 

PAWNEE  CITY— 
Anderson.  A.  B.,  Jr. 
Harmon.  L.  D. 

Stewart.  H.  C. 


TABLE  ROCK— 

McCrea.  E.  L.  (Honorary) 

NEMAHA 

AUBURN— 

Cline,  Edgar 
Fenstermacher,  R.  C. 
Irvin.  I.  W. 

Krampert,  F.  L. 

Scott.  Paul  M. 

Tushla.  F.  M. 

PERU— 

Wiggins,  G.  E. 

RICHARDSON 

FALLS  CITY— 

Brennan,  Louis  V. 

Cowan.  S.  D. 

Gillipsie,  J.  C. 

Hustead,  C.  L. 


Ketter,  W.  D. 

Lennemann,  Ernest 
Shepherd.  Wm. 

HUMBOLDT— 

Hein,  H.  S. 

SHUBERT— 

Shook.  W.  E. 

JOHNSON 

STERLING — 

Turner,  J.  W.  (Honorary) 
Miller,  W.  R. 

Frederick,  Okla. 

TECUMSEH— 

Chadek,  Leonard  J. 

Lanspa,  J.  A. 

VESTA— 

Zeigler.  Chas.  H.  (Honorary) 
(Deceased  9-16-50) 


FOURTH  DISTRICT 

W.  E.  WRIGHT,  Councilor 


CUMING 

BANCROFT— 

Francis,  H.  W.  (Honorary) 
Hughes,  W.  T. 

WEST  POINT— 
Anderson,  A.  W. 

Scherer,  Robert  H. 
Thompson,  I.  L. 

WISNER— 

Hansen,  Warren  D. 

PIERCE 

OSMOND— 

Mailliard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Johnson,  M.  A. 

KNOX 

CREIGHTON— 

Green,  Carl  R. 

Wright,  W.  E. 

BLOOMFIELD— 

Carrig,  M.  H. 

Kohtz,  R.  H. 

NIOBRARA— 

Neil,  Stanley  Roy 


WAUSA— 

Johnson.  R.  E. 

STANTON 

PILGER— 

Reid,  J.  D. 

STANTON— 

Allen,  S.  G. 

Tennant.  H.  S. 

ANTELOPE 

CLEARWATER— 

Bennie,  J.  W. 

ELGIN— 

Graham,  W.  W. 

NELIGH— 

Curtis,  E.  E. 

Harrison,  U.  S. 

ORCHARD— 

Fletcher,  D.  L. 

Fletcher,  W.  G. 

CEDAR 

COLERIDGE— 

Dewey.  F.  G. 

HARTINGTON— 

Dorsey,  F.  P„  Jr. 

Dorsey,  F.  P.,  Sr.  (Honorary) 
Kovar,  J.  D. 

LAUREL— 

Carroll.  John 
Carroll,  R.  P. 

RANDOLPH— 

Cook,  A.  E.  (Honorary) 
(Deceased  11-3-50) 

Peters,  G.  E. 


DIXON 

PONCA— 

Bray.  R.  E. 

WAKEFIELD— 

Coe.  C.  M. 

THURSTON 

PENDER— 

Buhl.  C.  E. 

Pierson,  C.  A. 

WALTHILL— 

Graham,  J.  R. 

WINNEBAGO— 

Barber,  H.  G. 

Kantor,  Lester  J. 

Lawton,  Okla. 

Levey,  J.  W. 

Sioux  City,  Iowa 

DAKOTA 

SOUTH  SIOUX  CITY— 
Dean.  G.  W. 

Gathman,  L.  T. 

Larsen,  A.  A. 

WAYNE 

WAYNE— 

Benthack,  Walter 
Benthack.  Robert  B. 
Ingham.  C.  T.  (Honorary) 
107  So.  Chapel  Ave., 
Alhambra.  Calif. 

Matson,  Roy  M. 

WINSIDE— 

Craig,  D.  O. 


FIFTH  DISTRICT 

R.  T.  VAN  METRE,  Councilor 


Morrow,  H.  H. 

Morrow,  H.  N. 

Nelson,  Carrol  C. 

Reeder,  Grant 
Reeder.  Robert  C. 

Seivers,  Charlotte 
Van  Metre,  R.  T. 
Wengert.  D.  B. 

HOOPER— 

Heine,  C.  D. 

SCRIBNER— 

Stehl.  C.  H.  L. 

WASHINGTON 

ARLINGTON— 

Bloch.  D.  M. 

(Dodge  Co.) 


Davies.  R.  A. 

(Dodge  Co.) 

BLAIR— 

Goehring,  W.  E. 
Howard.  C.  D. 

Nielsen,  Morris 
Seivers.  Rudolph 

MERRICK 

CENTRAL  CITY— 
Brown,  A.  D. 

Fouts,  F. 

Holmes,  Lee  C. 
Zikmond,  E.  T. 

CLARKS— 

Douglas,  R.  R. 


PALMER— 

Racines,  J.  Y. 
(Howard  Co.) 

COLFAX 

CLARKSON— 
Kavan,  W.  J. 

HOWELLS— 

Myers.  H.  Dey 
SCHUYLER— 
Kavan.  Lucien  Cyril 
Kolouch,  F.  G. 

Myers,  H.  Dey,  Jr. 
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BOONE 

ALBION— 

Davis,  J.  E. 

Dickson,  Donald  G. 
Smith.  J.  W.  B. 
Sydow,  Henry 

CEDAR  RAPIDS— 
Reeder,  W.  J. 

ST.  EDWARD— 
Harger,  John  R. 
Henderson,  Harry  C. 
(Omaha-Douglas) 

BURT 

DECATUR— 
Williams,  Harry  G. 


BUTLER 

DAVID  CITY— 
Burdick.  D.  E. 

Ekeler,  Louis  J. 

RISING  CITY— 
Longacre,  O.  E. 

SEWARD 

BEAVER  CROSSING— 
Hille,  C.  F. 

MILFORD— 

Hill.  W.  R. 

SEWARD— 

Carr.  J.  W. 

Clarke.  H.  D. 

Morrow,  B.  E. 

Morrow.  J.  (Honorary) 
Smith.  Richard  D. 
Stanard.  John  T. 

STAPLEHURST— 
Herpolsheimer.  R.  W. 


SALINE 

CRETE— 

Fomey,  L.  W. 
Homan,  Richard  W. 
Huber,  Paul  J. 
Stejskal,  F.  J. 

DE  WITT— 

Runty,  H.  D. 

(Gage  Co.) 

FRIEND— 
Hamilton.  F.  T. 
Johnson,  R.  K. 
Zimmer,  Clarence 

TOBIAS— 
Blattspieler,  A.  C. 

WILBUR— 
Travnicek,  F.  G. 

THAYER 

ALEXANDRIA— 
Tucker,  J.  Guy 


SHERIDAN 

GORDON— 

Wanek,  Frank 
Wolf,  W.  K. 

RUSHVILLE— 

Crum.  H.  V. 

Hook.  R.  L. 

HAY  SPRINGS — 
Halley,  Norman  B. 

BOYD 

LYNCH— 

David,  Joseph  J.,  Jr. 
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LYONS— 

Hayes,  C.  B. 

OAKLAND— 

Benson.  H.  W. 

Redelfs,  John  W. 
Tibbels.  R.  H. 

TEKAMAH— 

Allen,  J.  G. 

Lukens,  I. 

Morrow,  L. 

Sauer.  L.  E. 

(V.A.  Hosp.,  Lincoln) 
Wood,  M. 


PLATTE 

COLUMBUS— 
Allenburger,  C.  A. 
Anderson,  R.  C. 
Brillhart,  E.  G. 
Campbell,  C.  H. 
James,  M.  C. 

Johnson,  F.  G. 
Koebbe,  E.  E. 

Kuper,  H.  D. 
McGowan,  P.  H. 
Martyn,  D.  T. 

Meyer,  J.  E. 

Morrow,  F.  H. 
Newmarker,  W.  R. 


SIXTH  DISTRICT 

R.  E.  HARRY,  Councilor 


SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

Packer,  J.  M. 

Williams,  Martin  P. 

CEDAR  BLUFFS— 
Stuart,  A.  E.  (Honorary) 
CERESCO— 

Noyes.  W.  W. 

MORSE  BLUFF— 
Hubenbecker,  J.  C. 

WAHOO— 

French.  Ivan  M. 

Kent.  Donald  C. 

(Navy,  New  Orleans,  La.) 
Lathrop.  M.  E. 

Pestal,  Joe  (Honorary) 
Way,  Charles 
YUTAN— 

Friesen,  H.  F. 


YORK 

YORK— 

Bell,  H.  0. 

Bell,  James  D. 

Bell,  J.  S. 

Greenberg,  B.  N. 

Harry,  R.  E. 

Karrer,  Robert  E. 
Kilgore,  W.  S. 

Root.  B.  A. 

HENDERSON— 
Hamlin,  Wendell  D. 

HAMILTON 

AURORA— 
Steenburg,  D.  B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 


SEVENTH  DISTRICT 

A.  A.  ASHBY,  Councilor 


BYRON- 
Decker.  R.  F. 

CARLETON— 
Douglas.  V.  D. 

CHESTER— 

Mullikin,  D.  B. 

DESHLER— 

Reed.  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 

Bunting,  L.  G. 

Panter,  Edward  Geo. 
Panter,  S.  G..  Jr. 
Penry,  R.  E. 

Taylor.  G.  R. 

NUCKOLLS 

NELSON— 

Ingram.  J.  E. 

SUPERIOR— 

Brown,  Byron  L. 


Cutshall,  Roger 
(Lancaster  Co.) 
McMahon,  C.  G. 

Mason,  C.  T. 
Trowbridge,  J.  A. 
Webman,  A.  I. 

FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 
Hickman,  J.  C. 

Hinrichs,  E.  J. 

Lynn,  Vincent  S. 

MILLIGAN— 

Smrha,  V.  V. 

Wegener,  Karl  F.  E. 

U.  S.  Vet.  Adm., 
Lubbock,  Texas 

JEFFERSON 

DAYKIN— 

Humphrey,  H.  H. 


EIGHTH  DISTRICT 

R.  R.  BRADY,  Councilor 


Kriz,  R.  E. 

Wyrens,  D.  E. 
Vacaville,  Calif. 
SPENCER— 
Bradley,  E.  B. 

ROCK 

BASSETT— 
Panzer,  H.  J. 

HOLT 

ATKINSON— 
Douglas,  W.  J. 
McKee,  N.  P. 


CHAMBERS— 

Gill,  James  W. 
(Deceased  7-9-50) 

O’NEILL— 

Brown,  J.  P. 

French,  O.  W. 

STUART— 

Clark,  F.  J. 

BROWN 

AINSWORTH— 
Brady.  R.  R. 

Lear,  W.  D. 


Nebr.  S.  M.  Jour. 
December.  1960 

HUMPHREY— 

Abts,  A.  W. 

PLATTE  CENTER— 

Bald,  A.  A. 

San  Diego  5.  Calif. 

Slavik,  Ed  R. 

(Nance  Co.) 

NANCE 

FULLERTON— 

Maly,  James  C. 

GENOA— 

Dalton.  Kenneth  R. 

Davis.  Homer 
Williams,  C.  D. 


GILTNER— 
Marvel,  P.  O. 

HAMPTON— 
Troester,  O.  M. 


POLK 

OSCEOLA— 

Eklund,  H.  S. 

Kelley,  D.  T. 

Naval  Hospital, 

San  Diego,  Calif. 

SHELBY— 

Delfs,  Richard  C. 

STROMSBURG— 
Anderson,  C.  L. 
Blome,  W.  N. 

Long  Island,  N.  Y. 
Scholnick,  G.  L. 


FAIRBURY— 

Cassel,  R.  L. 

Hughes,  D.  O. 

Kantor,  D.  B. 

Luce.  R.  P. 

Lynch.  Geo.  M. 

Lynch,  J.  H. 

Powell,  M.  J. 

Yoachim,  W.  P. 

Peterson,  Wendell  C. 

Chief  Orth.  Service. 

V.A.  Hosp., 

Albuquerque.  New  Mexico 

CLAY 

SUTTON— 

McGlothen,  G.  E. 

(Adams  Co.) 

Sugarland,  Texas 
Nuss,  H.  V. 

C.  L.  Nutzman 
1042  Locust  St., 

Denver.  Colo. 


CHERRY 

VALENTINE— 

Compton.  A.  N.  (Honorary) 
(Deceased  7-7-60) 

Deakin,  Thos.  W. 

Famer,  John 
Johnson,  Wilber  E. 
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HALL 

GRAND  ISLAND— 
Anderson,  H.  C. 

Anderson,  John  S. 
Arrasmith,  W.  J. 

Brugh,  E.  A. 

Buchanan.  Rea 
(Gage  Co.) 

Campbell,  John  F. 

DeMay,  G.  H. 

Easley,  John  H. 

Farnsworth,  Earle 
Geer,  Robert  R. 

Hombach,  W.  H. 

Hombach,  W.  H.,  Jr. 

Denver,  Colo. 

Imes,  Loren 
Johnson.  Earle  G. 
McDermott.  K.  F. 

McGrath,  \Vilmer  D. 
McGrath,  Wm.  M. 

Maggorie.  Carl  H. 

Martin.  R.  D. 

Moessner,  Samuel 
(Lancaster  Co.) 

Mongeau.  D.  C. 

Proffitt,  J.  Alfred 
Reilly.  John  V.  (Honorary) 
(Deceased  8-23-50) 
Synhorst,  A.  P. 

Watson,  Donald 
Watson,  E.  A. 

Woodin,  J,  G. 

Woodruff.  Bradley 

WOOD  RIVER—  , 

King,  F.  Ervin 

BUFFALO 

ELM  CREEK— 

Laughlin.  J.  W, 

GIBBON— 

Rodman.  H.  H. 


ADAMS 

HASTINGS— 
Anderson,  H.  F. 

Boren.  A.  J.  (Honorary) 
Oklahoma  City,  Okla. 
Charlton,  Geo.  Paul 
DeBaeker,  L.  J. 

Egen,  L.  F. 

Feese,  J.  P. 

Foote,  C.  M. 

Foote.  D.  B. 

Foote,  E.  C. 

Guildner,  (j.  W. 

Kingsley,  D.  W. 

Kostal,  O.  A. 

Mace.  John  L. 

McMillon,  John  A. 
Morrow,  C.  W. 

(Deceased  8-25-50) 
Pinney.  Geo.  L. 

Rork,  L.  W. 

Shaw,  W.  L. 

Reseda.  Calif. 

Smith,  A.  A. 

Uridil,  C.  F. 

Uridil,  J.  E. 

Weber,  C.  R. 

Wegman,  Wm.  M. 

INGLESIDE— 
Anderson,  Milton  H. 
Barnes,  Marian 
Davies,  D.  M. 

McWhorter,  Stewart 
Neilsen.  J.  C. 

O'Donnell.  H.  J. 

KENESAW— 

Nowers,  W.  E. 


LINCOLN 

NORTH  PLATTE— 
Anderson,  G.  T. 

(Service) 

Anderson,  Joel 
Callaghan.  A.  J. 
Carroll,  J.  V. 


NINTH  DISTRICT 

WM.  M.  McGRATH,  Councilor 


KEARNEY— 

Allen,  John  F.  (Honorary) 
(Omaha-Douglas  Co.) 
Bancroft,  B.  R. 

Elliott,  Thos.  S. 

Enos,  A.  A. 

Gibbons,  C.  K. 

Glenn.  W.  V. 

Hansen.  H.  C. 

Jester,  R.  F. 

Johnson,  O.  D. 

Johnston,  R.  S. 

Lane,  L.  Dean 
Nutzman,  Wm. 

Nye,  Dan  A. 

Pierson,  Kenneth 
Richards.  F.  L. 

Rose,  W.  E. 

Sisler.  Frank  H. 

Smith,  Harold  V. 

Stalev,  Sanford  O. 

Wilcox,  M.  B. 

RAVENNA— 

Dickinson,  L.  E.,  Sr. 
Ehlers,  O.  C. 

SHELTON— 

Wiltse,  C.  E. 

CUSTER 

ANSELMO— 

Spivey,  C.  D. 

ARNOLD— 

McShane,  R.  A. 

Reeves,  E.  Howard 

BROKEN  BOW— 
Bowman.  C.  L. 

Carothers,  P.  H.  J. 
Erickson,  G.  T. 

Koefoot,  Theo. 

Koefoot.  Theo.,  Jr. 


Meier,  John  A. 

Wilcox,  C.  W. 

CALLAWAY— 

Bryson,  R.  D. 

SARGENT— 

McDaniel,  V.  S. 

DAWSON 

COZAD- 
Fochtman,  L.  H. 

Hranac,  Chas.  Eugene 
Sheets,  C.  H. 

EDDYVILLE— 

Kile,  J.  B. 

GOTHENBURG— 
Ayres,  M.  J. 

Harvey,  H.  M. 

Perry,  S.  H. 

Pyle.  B.  W. 

LEXINGTON— 
Anderson,  A.  W. 

McGee,  Dean 
Norall,  V.  D. 

Olsson,  P.  Bryant 
Watson,  E.  A. 

Wycoff,  R.  S. 

HOOKER 

MULLEN— 

Walker,  D.  A. 

(Lincoln  Co.) 

HOWARD 

ST.  PAUL— 

Arnold,  M.  O. 

Hanisch,  E.  C. 

Hanisch,  Edward  C.,  Jr. 
Hanisch,  Robert 


GREELEY 

Van  Ackeran,  Eugene  G. 
(Johnson  Co.) 

SCOTIA— 

Lewis.  James  E. 

(Howard  Co.) 

Ft.  Bragg.  N.  C. 
SPALDING— 

Mutz,  A.  E. 

Hartford,  Conn. 
Sullivan,  M.  M. 

WOLBACH— 

Holm,  A.  M. 

(Howard  Co.) 

VALLEY 

ORD— 

Barta,  F.  A. 

Miller,  C.  J. 

Weeks,  C.  W. 

GARFIELD 

BURWELL— 

Cram,  Roy  S. 

SHERMAN 

LITCHFIELD— 
Rydberg.  C.  A. 

(Custer  Co.) 

LOUP  CITY— 

Amick,  C.  G. 

(Custer  Co.) 

Crouse,  Murray  H. 

(Custer  Co.) 

Miller,  Burdette  L. 
(Custer  Co.) 

GRANT 

HYANNIS— 

Howell,  W.  L. 

(Box  Butte  Co.) 


TENTH  DISTRICT 

E.  F.  LEININGER,  Councilor 


FRANKLIN 

CAMPBELL— 

McNeill,  L.  S. 

FRANKLIN— 
Rosenberg,  D.  S. 

Smith,  Hal  C.  (Honorary) 
Spokane,  Wash. 

HARLAN 

ALMA— 

Bartlett.  W.  C. 

Ekart.  Paul  I. 

Kerr,  R.  H. 

ORLEANS— 

McGrew,  K.  C. 

Rider.  E.  E.  (Honorary) 
(Lancaster  Co.) 

WEBSTER 

BLUE  HILI^ 

O'Neill.  S.  H. 

GUIDE  ROCK— 

Reed,  H.  S. 

RED  CLOUD— 

Bennett.  Wilbur  K. 

Obert,  Francis 

RED  WILLOW 

McCOOK— 

Batty,  John  L. 

DeMay,  G.  A. 

Dickinson.  L.  E.,  Jr. 
Donaldson,  J.  H. 

Jame',  L.  D. 

Jones,  R.  T. 


Karrer,  F.  M. 

Leininger,  E.  F. 

Morgan,  D.  H. 

Shank.  F.  W. 

DUNDY 

BENKELMAN— 

Morehouse,  G.  A. 

Premer,  J.  F. 

(Deceased  9-14-50) 

Wright.  D.  W. 

CHASE 

IMPERIAL 

Hoffmeister,  George  (Honorary) 
Mclntire.  Robert  H. 

Smith,  Fay 
Yaw.  Elwood 

WAUNETA— 

Carlson,  C.  R. 

HITCHCOCK 

PALISADE— 

Fellers,  A.  B. 

STRATTON— 

Haase,  D.  D. 

FRONTIER 

CURTIS— 

Magill,  Van  H. 

EUSTIS— 

Rosenau,  O.  P. 

(Dawson  Co.) 


KEARNEY 

MINDEN— 

Abbott,  C.  E. 

(Adams  Co.) 

Abbott,  Hodson  A. 

(Buffalo  Co.) 
Andrews,  H.  S. 

(Adams  Co.) 
Chappell,  Elliott  R. 

(Adams  Co.) 

Peck,  Willard  R. 
(Buffalo  Co.) 


FURNAS 

BEAVER  CITY— 
Lull,  C.  C. 

CAMBRIDGE— 
Minnick,  Clarence 
Stearns.  H.  I. 

OXFORD— 

Evans,  C.  D.,  Jr. 


PHELPS 

HOLDREGE— 

Best.  Robert 
Brewster,  Donald  E. 

Brew  ter.  F.  A. 

Brewster.  F.  W. 

Jones.  Donald  W. 
McConahay.  H.  A. 
Peterson.  Theo.  A. 

Reiner.  Walter  M. 

Shreck,  W.  A.  (Honorary) 


ELEVENTH  DISTRICT 

F,  M,  BELL,  Councilor 


Chick.  Nicholas 
(SW  Nebr.) 
Clarke,  H.  L. 
Dent.  T.  E. 
Drasky,  Stanley 
Fetter.  E.  W. 
Heider,  C.  F. 


Kerr.  T.  J. 
Kreymborg,  O.  C. 
McDonald.  H.  A. 
Nelhus.  Wm.  B. 
Redfield,  J.  B. 
Reeves.  A.  E. 
Shaughnessy.  E.  J. 
Stevenson,  Edward 


Takenaga,  R.  T. 
Valentine.  L.  F. 
Walker.  H.  H. 
Waltemath,  G.  F. 

SUTHERLAND— 
Flebbe.  Richard 
Moore.  Harlan  E. 


404 


BLUE  SHIELD  PLAN  — NEBRASKA  MEDICAL  SERVICE 


Nebr.  S.  M.  Jour. 
December,  1950 


LOGAN 

STAPLETON— 
Carr,  E.  F. 

(Lincoln  Co.) 

DEUEL 

CHAPPELL— 
Baker,  Howard 


Colman,  A.  C. 
Rundquist.  R.  B. 

GARDEN 

LEWELLEN— 
Vesely,  Francis  V. 

OSHKOSH— 

Seng,  W.  G. 


KEITH 

OGALLALA— 
Harvey.  E.  A. 
Horner,  Geo.  M. 
Imes,  S.  K. 

McFee,  John  L. 
Weyer,  S.  M. 


PERKINS 

GRANT— 

Bell,  F.  M. 

Colglazier,  E.  E. 


TWELFTH  DISTRICT 

FRANK  HERHAHN,  Councilor 


SCOTTS  BLUFF 

GERING— 

Gentry,  W.  J. 

Gentry.  W.  Max 
Harvey.  W.  C. 

Harvey,  W.  C.,  Jr. 
Hildinger,  Albert 
(Otoe  Co.) 

Holmes.  Wm.  E. 

Loeffel,  Edwin  J. 

Wiley.  Stuart  Paul 
L\TV1AN— 

Anderson.  E.  E. 

MINATARE— 

Karrer.  R.  W. 

MITCHELL— 

Ohme,  Kenneth 
Wat>on,  C.  R. 

MORRILL— 

Prentice.  O.  D. 

SCOTTSBLUFF— 

Baker.  Ellis  E. 

Baker.  Paul  Q. 

Campbell.  Stuart  D. 

Cutler,  John  L. 


Frank.  Carl  L. 

Franklin.  W.  S. 

Gridley,  L.  J. 

Hanna,  Joe  T. 

Hayhurst,  J.  D. 

Heinke,  John  P. 
Herhahn,  Frank  T. 
Hodnett.  W.  P. 

Hudgel,  L.  E. 

Krieg,  Jacob,  Jr. 

Lovett,  Ivan  C. 

Olsson.  Gordon  Q. 

Rapid  City.  S.  D. 
Pugsley.  Geo.  W. 
Rasmussen.  N.  H. 
Riddell.  Ted  E. 

Schrock,  J.  B. 

Sharon,  Wis. 

Sorensen,  C.  N. 

Stoops,  J.  N. 

BOX  BUTTE 

ALLIANCE— 

Broz.  J.  S. 

Burnham,  A.  G. 
Johnston.  G.  F. 


Kennedy,  J.  F. 

Kuncl.  Joseph  K. 
McNulty,  Edward 
Morgan,  R.  J. 

Seng.  O.  L. 

Slagle,  C.  E.  (Honorary) 
Sucgang,  F.  P. 
Whitehead,  E.  I. 

HEMINGFORD— 
Christensen,  Gilbert 
Ford.  F.  Wendell 

DAWES 

CHADRON— 

Courshon,  A.  J. 

DeFlon.  Eric  G. 

Griot,  A.  J. 

Hoevet,  L.  H. 

Pierce.  C.  M. 

CRAWFORD— 

Bishop,  Ben 
Brown.  Roy 

CHEYENNE 

DALTON— 

Pankau.  J.  B. 


SIDNEY— 

Babbitt.  C.  H. 

Bitner,  C.  U. 

Cook,  Hull  A. 

Dorwart.  Clinton  B. 

Grimm,  B.  H. 

Roche,  Jason  B. 

KIMBALL 

KIMBALL— 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 

MORRILL 

BAYARD— 

Cowan.  L.  H. 

Pueblo,  Colo. 

Doher,  T.  L. 

Spradling.  R.  L. 

BRIDGEPORT— 
Blackstone,  H.  A. 

Peterson,  Byron  D. 

(*A11  members  in  Morrill 
County  belong  to  Scotts 
Bluff  County) 


KNOW  yOUR 
BLUE  SHIELD  PLAN 


Soon  after  December  1,  new  Blue  Shield  booklets, 
“Schedule  of  Benefits  and  Instructions  to  Physi- 
cians,” will  be  sent  to  all  doctors  in  Nebraska.  This 
edition  will  contain  the  revised,  expanded  listing  of 
benefits.  The  full  explanation  of  contract  benefits 
and  the  instnactions  for  completing  the  medical 
report  have  been  prepared  to  pi’ovide  doctors  and 
their  secretaries  with  all  necessary  information  for 
handling  Blue  Shield  cases. 


Since  the  arrival  of  a new  supply  of  Blue  Shield 
plaques,  orders  for  these  plastic  insignias  can  be 
filled  promptly.  A plaque  will  be  sent  without 
charge  to  any  Participating  Physician  who  requests 
one.  The  United  Medical  Seiwice  of  New  York 
has  adopted  this  plaque  for  distribution  to  its 
18,000  Participating  Physicians. 


KEEP  IN  MIND:  The  greater  share  of  Blue 

Shield  members  will  be  converted  to  the  new  con- 
tract by  January  16,  1951,  and  will  be  entitled  to 
the  increased  benefits.  However,  those  members 
who  pay  dues  quarterly  or  semi-annually  will  not 
receive  their  new  certificates  until  their  regular 
billing  dates.  Consequently,  the  new  benefits  will 
apply  only  to  the  members  who  have  been  convert- 
ed to  the  new  program  at  the  new  rates. 


From  all  indications,  this  year’s  Blue  Cross-Blue 
Shield  record  will  far  exceed  all  previous  years  in 
terms  of  service  to  members  and  payments  to  hos- 


pitals and  physicians.  In  the  first  ten  months  of 
1950,  Nebraska  Blue  Shield  payments  to  physicians 
totaled  $896,673,  as  compared  to  $664,950  for  the 
entire  year  of  1949.  Blue  Cross  paid  hospitals 
$1,186,756  during  the  first  ten  months  of  this  year, 
as  compared  to  $995,847  paid  in  the  entire  year  of 
1949.  Number  of  cases  processed  this  year  shows 
a proportionate  increase.  Blue  Shield  seiwices  to- 
taled 19,735  in  1949,  but  in  1950  had  reached  29,- 
561  by  November  1.  Blue  Cross  cases  totaled 
19,210  in  1949,  but  by  November  1 in  1950,  had 
reached  22,548. 


Reminder:  Watch  for  your  copy  of  the  new, 

revised  “Schedule  of  Benefits  and  Instnictions  to 
Physicians.”  (An  extra  copy  will  be  mailed  to  your 
secretary  if  you  request  it).  Do  not  destroy  your 
copy  of  the  present  Schedule,  because  the  benefits 
listed  in  it  will  continue  to  apply  to  those  Blue 
Shield  members  not  yet  converted  to  the  new  bene- 
fits and  rates. 


NEBRASKA  MEDICAL  SERVICE 


INCOME  AND 

EXPENSE 

October, 

1950 

Income : 

Month  of 

10  Months 

October 

to  Date 

From  dues 

- $ 

120.627.32 

$1,089,483.40 

From  enrollment  fees 

1,635.00 

19.006.00 

Interest.  U.  S.  Bonds 

1,604.18 

Miscellaneous 

126.00 

$ 

122.162.32 

$1,110,219.58 

Exnenses ; 

Claims 

-$ 

121,305.11 

$ 967,738.93 

Administrative  Expense: 

Regular 

11.550.68 

96,904.18 

Advertising  (50-50)  

1.590.59 

8.701.95 

Bonuses 

333.33 

3,333.32 

Secretarial  fees 

416.67 

4,166.70 

Medical  Director 

250.00 

2.500.00 

Advertising 

2.771.44 

3.838.49 

Auditing  

840.00 

Printing  - 

2.168.74 

5,109.17 

44.80 

Conferences  and  meetings. 

49.20 

3,021.23 

Collection  expenses  - 

6.50 

422.80 

Reserve  for  collection  losses 

1,500.00 
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Taxes  and  licenses. 

Dues  

Actuarial  survey 

Miscellaneous  
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137.77 


7.50 


110.00 

1,139.48 

1,031.73 

152.22 


140.587.53  $1,100,555.00 


Net  Gain  or  Loss — $18,425.21  $ 9,664.58 

BALANCE  SHEET 
October  31,  1950 

Cash  in  banks $144,053.36 

Premiums  in  process  of  collection 14,134.15 

U.  S.  Bonds  (cost  plus  accrued 

interest)  351,273.12 


Total  Assets  $510,349.83 

Liabilities.  Reserves  and  Surplus: 

Accounts  payable.  Blue  Cross $ 13,141.27 

Accounts  payable,  monthly  invoices 5,867.78 

Accrued  payroll  taxes 53.00 

Claims  reported  but  unpaid 4,800.00 

Unearned  premiums  112,967.16 


Total  Liabilities  $136,829.21 

Reserves  For : 

Unreported  Claims  $118,936.40 

Maternity  Care  133,242.03 

Bonuses  2,261.90 

Collection  Losses  1,500.00 


Total  Reserves  • $255,940.33 

Surplus ; $117,580.29 


Total  Liabilities.  Reserve  and  Surplus $510,349.83 

ENROLLMENT  SUMMARY 
October,  1950 

Groups  enrolled  during  October 42 

Groups  cancelled  during  October 14 

Number  of  active  groups.  November  1.  1950 2,860 


Membership,  October  1,  1950 

Sub- 

scribers 

57.7<i8 

2.097 

De- 

pendents 

80,298 

Partici- 

pants 

138.066 

Less  Terminations 
Net  Gain  . 

Membership,  November  1,  1950 

561 

1,536 

59,304 

82,433 

141.737 

CASE  REPORT 
October,  1950 

Number  of  Services  Rendered 3,532 

Females  2,080 

Males  1.452 

Subscribers  1,281 

Dependents  2,251 


sociation,  Nebraska  State  Medical  Association,  and 
the  Omaha-Douglas  County  Medical  Society.  He 
sei-ved  as  a member  of  the  executive  board  of  the 
latter  Society  for  many  years.  During  the  period 
of  his  retirement,  Doctor  Poynter  labored  long 
and  enthusiastically  to  compile  a history  of  the 
'Omaha-Douglas  County  Medical  Society,  and  his 
compiled  manuscript  is  on  file  in  the  Office  of  the 
Society. 

. Doctor  Poynter  was  a friend  and  confidant  of  the 
1,800  men  and  women  who  graduated  from  the 
University  of  Nebraska  College  of  Medicine  during 
his  tenure  of  office.  He  was  beloved  by  students 
and  faculty  alike  because  of  his  wise  advice  given 
in  a kindly,  philosophical,  good  humored  way.  His 
advice  was  sought  and  respected  in  many  civic  and 
medical  affairs,  and  his  name  will  live  on  in  the 
Poynter  Foundation  established  in  his  honor. 

Died  October  25,  1950. 

Surviving  are  his  wife  and  one  daughter. 


Albert  E.  Buchanan,  M.D.,  Fremont.  Born  in 
Virginia  in  1872.  Graduated  from  the  College  of 
Medicine  University  of  Virginia  in  1900.  Came  to 
Nebraska  in  1903  and  located  in  Cedar  Bluffs.  He 
moved  to  Fremont  in  1910.  He  enjoyed  a wide 
reputation  throughout  the  Northeastera  section  of 
Nebraska.  He  was  an  active  physician  with  many 
civic  and  professional  interests.  He  seiwed  in  World 
War  I with  the  base  hospital  at  Camp  Mead,  Md. 
His  activities  in  the  Nebraska  State  Medical  As- 
sociation are  known  to  all.  He  was  president  of 
Dodge  County  Medical  Society,  the  Elkhorn  Valley 
Medical  Society,  and  served  on  several  occasions  as 
Delegate  to  the  Nebraska  State  Medical  Association. 

Died  October  22,  1950.  Surviving  are  two  daugh- 
ters, one  of  whom  is  Mrs.  Laura  Wengert,  wife  of 
Dr.  Wengert  of  Fremont,  and  one  son. 


DEATHS 

Charles  W’illiam  McCorkle  Poynter,  M.D.,  Omaha. 
Boin  in  Illinois  in  1875,  he  was  brought  to  Nebraska 
as  a child.  His  father  was  governor  of  Nebraska 
in  the  nineties,  and  the  doctor  became  a student  at 
the  University  at  that  time.  After  receiving  his 
degree  of  Bachelor  of  Arts  he  continued  his  studies 
in  medicine,  graduating  in  1902. 

Doctor  Poynter  practiced  in  Lincoln  for  some 
years.  He  served  on  the  Lincoln  branch  of  the 
medical  faculty  where,  at  that  time,  the  first  two 
years  of  medical  instruction  were  given.  He  was 
called  to  the  Chairmanship  of  the  Department  of 
Anatomy  in  Omaha  in  1914  where  all  four  years 
of  medical  training  were  now  given.  He  continued 
as  Professor  of  Anatomy  and  Chairman  of  the  De- 
partment until  his  retirement  in  1946. 

Doctor  Poynter  became  Acting  Dean  of  the  Medi- 
cal School  in  1929,  and  Dean  in  1930.  During  his 
busy  life  as  teacher  and  administrator  he  partici- 
pated in  local,  national,  and  international  affairs 
pertaining  largely  to  medical  and  allied  sciences. 
He  was  President  of  the  Association  of  American 
Medical  Colleges,  Secretai-y  Medical  Section  of  the 
American  Association  for  the  Advancement  of  Sci- 
ence, member  of  the  Executive  Committee  of  Amer- 
ican Association  of  Anatomists,  member  Amer- 
ican Anthropological  Society,  member  of  American 
and  British  Anatomists,  the  American  Medical  As- 


Harry  Hapeman,  M D.,  Minden.  Born  in  Illinois 
in  1858.  Graduated  from  Rush  Medical  College  in 
1882.  Practiced  for  one  year  in  Illinois  and  when 
he  moved  to  Minden  Dr.  Hapeman  was  one  of  the 
early  medical  pioneers  in  this  state  and  his  seiwices 
were  in  demand  throughout  that  area.  It  is  said 
that  his  last  obstetrical  delivery  in  1939  brought 
the  figure  up  to  4,000.  Dr.  Hapeman  retired  from 
active  practice  in  1944. 

In  addition  to  his  professional  achievements  Dr. 
Hapeman  enjoyed  an  international  reputation  in 
Botany.  He  is  said  to  have  had  the  largest  private 
herbarium  in  the  U.S.  It  contained  more  than 
30,000  specimens.  He  was  an  authority  on  flora  of 
Southwest  Nebraska.  In  1949  Dr.  Hapeman  was 
honored  as  the  Kearney  County  Good  Citizen  of  the 
year. 

Died  November  1,  1950.  Suiwiving  are  his  wife 
and  one  daughter. 


A.  E.  Cook,  M.D.,  Randolph.  Born  in  Iowa  in 
1871.  Graduated  from  Sioux  City  Medical  College 
in  1898.  Practiced  for  one  year  in  South  Dakota 
and  came  to  Randolph  in  1899.  Dr.  Cook  was  one 
of  the  old-timers  in  this  state.  He  always  took  an 
active  interest  in  civic  and  professional  affairs,  and 
for  many  years  he  seiwed  as  Councilor  from  his 
District.  He  was  honored  with  the  presidency  of 
the  State  Medical  Association  in  1932.  Di-.  Cook 
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practiced  until  about  six  months  ago  when  his 
health  began  to  fail  and  he  was  forced  to  reduce 
his  activities. 

Died  November  3,  1950.  Surviving  are  his  wife, 
one  daughter  and  two  sons,  one  of  whom  is  Dr. 
Stewart  H.  of  Rock  Rapids,  Iowa. 


HUMAN  INTEREST  TALES  ■ 

Communications  bearing  human  appeal  are  solicited. 

They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  111  So.  39th,  Omaha. 


The  Papal  honor  of  Saint  Gregory  was  conferred 
upon  Dr.  L.  J.  DeBacker  of  Hastings  in  October. 

Dr.  Oscar  Carp  of  Omaha  has  taken  over  the 
office  of  the  late  Dr.  Herman  E.  Kully  in  Omaha. 

Dr.  Fred  Hill  of  Omaha  attended  the  annual 
convention  of  the  College  of  Surgeons  in  Boston  in 
October. 

After  practicing  in  Craig  for  over  tw’enty  years 
Dr.  James  G.  Allen  has  formed  an  association  with 
Dr.  Ike  Lukens  in  Tekamah. 

Dr.  J.  E.  M.  Thomson,  past  president  of  the 
Nebraska  State  Medical  association,  was  elected  to 
a three-year  term  on  the  board  of  governors  of 
the  American  College  of  Surgeons  in  October. 

Grand  Island  has  acquired  a pediatrician.  He  is 
Warren  G.  Bosley,  a graduate  of  the  University  of 
Nebraska  College  of  Medicine,  a veteran  of  the 
arnied  services,  w'ith  residency  training  in  pedi- 
atrics in  the  East. 

Dr.  Philip  Sher  of  Omaha  on  October  23  was 
honored  by  a dinner  given  at  the  Jewish  Com- 
munity Center  for  55  years’  seiwice  in  the  com- 
munity. The  occasion  was  also  Dr.  Sher’s  75th 
birthday  anniversary. 

Dr.  Leonard  F.  Peltier,  of  Lincoln,  has  been 
awarded  a one-year  postgraduate  research  fellow- 
ship in  orthopedic  surgery  at  Minnesota  medical 
school  at  Minneapolis,  Minn.  The  fellowship  is 
sponsored  by  the  National  Foundation  for  Infantile 
Paralysis. 

Representative  A.  L.  Miller  of  Kimball  was 
awai’ded  the  “Who’s  Crippled?”  award  of  the  Na- 
tional Society  for  Crippled  Children  and  Adults  in 
October.  The  awai-d  is  given  to  persons  who,  in 
their  determination  to  live  happy,  useful  lives,  have 
defied  physical  handicaps. 

Dr.  Fred  Ferciot,  who  is  associated  with  the  Lin- 
coln Orthopaedic  Clinic,  has  recently  retumed  from 
London,  where  he  attended  the  meeting  of  the 
British  Orthopaedic  Association  October  26  to 
October  28,  1950.  He  also  spent  two  weeks  visiting 
orthopaedic  clinics  in  France  and  England. 

It  is  reported  that  Dr.  Marion  W.  Spohn  has 
retired  from  active  practice  with  the  intention 
to  loaf  because  in  his  own  words  “his  health  is  not 
as  good  as  it  was  forty  years  ago.”  The  doctor  is 
only  95  years  old.  Dr.  Spohn  graduated  from  the 
University  of  low’a  and  located  in  Chester  in  1897. 

Another  prospective  “loafer”  is  Dr.  George  W. 
Reneker  of  Falls  City,  Nebraska,  who  started  prac- 
tice in  1892. 

Our  clipping  service  reveals  the  following  Ne- 
braskans recently  called  into  militai'y  service: 

R.  H.  Mclntire,  Imperial.  Dr.  Mclntire 

served  more  than  three  years  in  the  U.S.  Navy 


prior  to  entering  Medical  School.  Now  sta- 
tioned at  Fort  Sam  Huston,  Texas. 

S.  W.  Brummett  of  Leigh.  Stationed  at 
Randolph  Field,  Texas  as  a Flight  Surgeon. 

H.  J.  Albers  of  Clarkson.  Stationed  at  Low- 
rie  Field,  Denver. 

James  D.  Bell  of  York  in  the  Naval  Reserve, 
stationed  at  Port  Chicago,  California. 


Tuberculosis  Abstracts 

The  number  of  cases  of  unsuspected  tuberculosis 
in  the  general  population  would  be  greatly  reduced 
if  physicians  would  require  chest  x-rays  as  a part 
of  the  routine  examination  of  all  private  patients. 
Now'  as  always,  the  physician  in  private  practice  is 
a key  figure  in  the  control  of  tuberculosis. 

CASE  FINDING  AMONG  PRIVATE 
PATIENTS 

It  is  recognized  that  there  are  many  reasons  for 
the  rapid  decline  in  the  incidence  of  tuberculosis 
during  the  past  50  years.  It  is  impossible  to  evalu- 
ate accurately,  or  even  approximately,  the  relative 
influence  of  complex  socioeconomic  conditions  and 
of  control  measures  in  bringing  about  this  favor- 
able result. 

In  1937,  Wade  H.  Frost  concluded  that  the  point 
had  been  reached  in  the  United  States  where  there 
is  a gradual  downward  trend  in  the  incidence  of 
tuberculosis,  and  that,  barring  major  upsets  in 
civilization,  the  eventual  eradication  of  the  dis- 
ease can  be  expected.  The  continued  decline  in  the 
annual  number  of  deaths  from  tuberculosis  during 
the  past  12  years,  in  spite  of  the  adverse  conditions 
caused  by  a great  war,  is  ground  for  confidence  in 
the  accuracy  of  Frost’s  conclusion. 

Even  though  control  measures  are  only  one  fac- 
tor in  the  eradication  of  .tuberculosis,  they  may 
very  well  be  the  decisive  factor.  Anything  which 
will  reduce  the  size  of  the  reservoir  of  the  tubercle 
bacillus  in  human  beings  will  lessen  the  number  of 
new  cases  of  tuberculosis.  Every  case  of  the  dis- 
ease, actually  or  potentially  infectious,  which  is 
discovered  and  brought  under  control  is  a step  in 
reducing  the  size  of  this  reservoir.  In  the  aggre- 
gate, control  measures  may  represent  the  weight 
w'hich  wall  tip  the  balance  in  favor  of  the  human 
race.  It  is  this  consideration  which  gives  im- 
portance to  any  method  which  discloses  a consid- 
erable number  of  cases  of  tuberculosis,  and  espe- 
cially of  those  which  are  symptomless. 

Although  statements  to  the  contrary  have  been 
made  recently,  nothing  is  more  completely  proved 
than  the  fact  that  approximately  one-half  of  all 
cases  of  significant  tuberculosis  have  no  symptoms, 
or  symptoms  so  slight  as  to  escape  notice.  Accord- 
ing to  the  National  Tuberculosis  Association  esti- 
mates, there  are  a quarter  of  a million  unknow'n 
cases  of  tuberculosis  in  the  United  States — at  least 
as  many  as  there  are  known  cases — and  recent 
experience  indicates  that  the  unknowm  cases  far 
outnumber  the  known.  In  the  1948  mass  sui'vey 
in  Washington,  D.C.,  4,098  out  of  4,665  cases  of 
tuberculosis  discovered  w'ere  previously  unknown 
to  the  health  department.  Similar  findings  have 
been  reported  in  all  other  large  surveys. 

From  its  small  beginnings  during  the  decade 
1930-40,  the  mass  survey  method  for  tuberculosis 
detection  has  advanced  in  the  United  States  to  the 
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point  where  at  present  about  14  million  people 
annually  undergo  chest  x-ray  examinations.  This 
is  a significant  achievement,  and  although  it  can 
be  extended  until  the  equipment  already  existing  is 
fully  utilized,  it  still  does  not  represent  a case- 
finding rate  sufficiently  high  to  insure  control  of 
the  disease  in  any  reasonable  time.  It  is  important 
that  the  mass  suiwey  programs  be  enlarged,  but, 
in  the  meantime,  evei-y  method  which  promises  dis- 
closure of  a considerable  number  of  cases  of  tuber- 
culosis should  be  utilized. 

Sixty  to  eighty  million  Americans,  for  one  reason 
or  another,  annually  consult  a doctor,  and  it  is 
known  that  the  tuberculosis  rate  among  them  is 
much  higher  than  among  the  general  population. 
For  this  reason  it  is  highly  desirable  that  private 
physicians,  including  general  practitioners,  intern- 
ists, and  specialists,  obtain  a sui-vey  film  of  every 
patient  who  consults  them  unless  the  results  of  a 
recent  chest  x-ray  suiwey  are  available. 

It  has  been  the  practice  of  some  radiologists  for 
many  years  to  make  a single  film  of  the  chest  in 
cases  referred  for  other  examinations,  especially  in 
cases  referred  for  gastrointestinal  study.  This  has 
disclosed  many  unsuspected  chest  conditions  includ- 
ing tuberculosis.  Now  that  photofluorography  has 
greatly  reduced  the  cost  of  such  a survey  film  it 
should  become  routine  practice  among  radiologists; 
its  quite  nominal  cost  can  be  absorbed  in  the  major 
examination. 

This  resei’voir  of  cases,  however,  is  small  com- 
pared with  the  vast  number  who  consult  general 
practitioners  and  internists.  Methods  can  un- 
doubtedly be  devised  whereby  all  such  patients, 
at  least  those  who  are  15  years  of  age  or  older, 
can  have  a survey  film  made  without  cost  to  the 
patient — even  a small  charge  would  probably  pre- 
vent wide  use  of  the  method.  It  is  not  necessary 
that  any  one  method  be  adopted  to  accomplish  the 
desired  end.  In  some  communities,  the  local  or 
state  health  department  could,  perhaps,  defray  the 
cost  as  part  of  the  general  tuberculosis  prevention 
program,  especially  in  view  of  the  fact  that  case 
finding  in  the  smaller  group  would  be  relatively 
much  more  productive  than  in  the  usual  mass  sur- 
vey. In  other  communities,  it  could  be  done  by  the 
tuberculosis  association.  In  still  others,  general  hos- 
pitals which  have  adopted  a hospital  admission 
x-ray  survey  program  could  enlarge  the  program 
to  include  survey  films  for  the  private  patients  of 
members  of  the  hospital  staff.  Furthermore,  it 
could  very  well  become  general  practice  among 
radiologists  to  make  available  such  service  to  the 
general  profession. 

The  details  of  such  a program  may  seem  numer- 
ous and  difficult  at  first  thought,  but  they  can  be 
worked  out.  The  first  essential  for  its  success  is 
the  interest  of  the  private  physicians  of  each  com- 
munity. They  are  in  the  best  position  to  promote 
it  and  to  carry  it  out. 

Today,  because  of  procedures  which  have  be- 
come routine,  the  private  physician’s  office  is  a 
I|  bulwark  against  such  diseases  as  smallpox  and  diph- 
theria.  In  like  manner,  it  can  become  one  of  the 

«most  effective  agencies  for  tuberculosis  control.  By 
promoting  such  a public  health  measure,  the  gen- 
eral practitioners  of  the  nation  would  be  acting  in 

I line  with  the  great  tradition  of  the  profession  as  a 
force  for  prevention  as  well  as  cure  of  disease. 

— Case  Finding  Among  Private  Patients.  A.  C.  Christie.  M.D., 
Pub.  Health  Rep.,  June  2,  1950. 


HOUSEWORK  AND  BEAUTY  TREATMENT 
BLAMED  FOR  BRITTLE  FINGERNAILS 

Housework  and  beauty  treatments  are  some  of  the 
possible  causes  of  brittleness  of  the  nails,  common 
especially  among  middle-aged  women  and  seen  more 
frequently  in  winter. 

Writing  in  Archives  of  Dermatology  and  Syphilol- 
ogy.  Dr.  Theodore  Cornbleet,  reported  that  there 
are  many  factors  which  may  bring  about  nail  break- 
age, in  some  cases  with  painful  results. 

Undue  physical  and  chemical  injury  to  nails,  as  is 
seen  in  persons  in  certain  occupations,  such  as  lab- 
oratory workers,  glass  workers  and  housekeepers, 
may  be  responsible,  said  Dr.  Cornbleet,  who  is  a 
professor  in  the  dermatology  department  of  the  Un- 
iversity of  Illinois  College  of  Medicine  and  on  the 
staff  of  Cook  County  Hospital,  Chicago. 

“In  women  the  use  of  nail  lacquers  and  their  re- 
moval by  oil  solvents  may  dry  these  appendages 
and  reduce  their  flexibility,”  he  added.  “Trimming 
these  parts  into  unnautral  shapes  or  allowing  them 
to  extend  to  excessive  lengths  may  be  contributory.” 

He  listed  as  other  possible  causes:  Syphilis,  skin 

diseases,  diseases  of  the  neiwous  system,  congenital 
defect,  injury,  altered  metabolism  arising  from  vita- 
min deficiency  or  hormonal  imbalances,  and  neurotic 
habits,  such  as  biting  or  pulling  the  nails. 

“Breaking  off  of  nails  may  be  so  mild  that  only 
little  of  the  edge  chips  away,  leaving  it  a little 
roughened  or  serrated,”  he  said.  “In  severe  in- 
stances large  enough  sections  may  come  away  so  as 
to  be  painful,  being  broken  off  to  the  ‘quick,’  and 
open  the  nail  base  and  folds  to  infection.  The  en- 
tire- thickness  of  the  nail  may  cleave  cleanly  or  only 
sections  or  layers  remove  themselves  as  flakes.” 

In  a study  of  affected  nails,  he  found  that  the 
thickness  of  the  nail  was  uneven,  with  the  middle 
part  thinner  than  the  sides.  Normal  nails  in  the 
same  patients  did  not  show  this  appearance,  he 
said.  He  surmised  that  perhaps  pressures  on  the 
free  edge  of  affected  nail  set  up  unusual  stresses, 
causing  breakages.  The  greater  frequency  in  win- 
ter was  attributed  to  drier  air. 


MEDICAL  EDUCATOR  PRAISES  PRESS; 

CALLS  FOR  COOPERATION  OF  DOCTORS 

The  reporting  of  medical  news  in  general  is  of  a 
high  order  and  physicians  are  called  upon  to  coop- 
erate wholeheartedly  with  the  press,  within  the 
limits  of  propriety,  in  an  article  in  the  September 
30  Journal  of  the  American  Medical  Association. 

Particular  praise  was  given  to  “eminent,  exper- 
ienced science  writers  in  the  newspaper  and  maga- 
zine field”  by  Dr.  Russell  S.  Boles  of  Philadelphia, 
educator  and  specialist  in  internal  medicine,  who 
prepared  the  article. 

“These  men  and  women  are  an  honor  to  their  pro- 
fession and  deserve  the  utmost  cooperation  of  mem- 
bers of  the  medical  profession  in  providing  suitable 
medical  news  to  the  public,”;  Dr.-_  Biclas  - “They 
are  not  to  be  confused  , with  the  writer  who  fie- 
quently  contribute.^  news’  more  for  .its  sensational- 
ism than  for  its  scientific  value. 

“The  ethical,  science  writer  has  no  desire  to  report 
medical  news  that  may  later  prove  a boomerang. 
He  judges  the  value  cf^iie'ws  by  “Considering  its 
source,  and  through  -long*  expertehce  he  learns  to 
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recognize  reliable  sources.  He  also  learns  to  sense 
the  publicity  seeker,  whether  an  individual  or  an 
institution.” 

He  lauded  the  National  Association  of  Science 
Writers  for  “its  commendable  efforts  in  promoting 
the  reporting  and  writing  of  medical  science  news,” 
saying:  “Each  member  of  this  association  is  proud 
of  his  reputation  and  endeavors  to  enhance  it  in  the 
eyes  of  the  medical  profession.” 

“Today,  the  physician  may  feel  safe  in  the  confi- 
dence of  the  reporter  and  can  feel  assured  that  in- 
terviews and  releases  will  be  reported  accurately; 
also  that  care  will  be  taken  to  include  reference  to 
any  qualifications  or  limitations  he  has  expressed 
concerning  his  investigations,”  he  added. 

Dr.  Boles  cautioned  both  the  medical  profession 
and  the  press  to  go  slow  in  publicizing  the  prelim- 
inary results  of  scientific  experiments  which  are 
pointed  out  that  it  is  proper  for  a physicion  to  re- 
port to  his  colleagues  by  appropriate  means  that 
some  new  treatment  or  method  of  diagnosis  has  ap- 
peared to  be  successful  and  merits  further  investi- 
gation. He  added,  however,  that  other  researchers 
may  discover  it  may  be  harmful  or  even  endanger 
life. 

“Disillusionment  follows  in  its  wake,  with  the 
result  that  the  premature  publicity  provides  nothing 
but  disappointment  to,  and  a loss  of  confidence  by, 
the  anxious  reader,”  he  said. 

“One  who  has  had  considerable  experience  in  re- 
search is  slow  to  publish  the  results  of  his  work. 
The  true  scientist  demands  absolutely  accurate  and 
well  controlled  experiments  on  a reasonably  large 
scale  and  over  a long  period  of  time  before  he  draws 
any  conclusions.  The  enthusiast,  while  honest,  is 
apt  to  be  impatient  and  jump  to  conclusions,  and 
it  is  from  him  that  much  unsound  medical  news 
emanates.” 

News  of  the  proper  character,  he  said,  demon- 
strates to  the  public  the  remarkable  accomplish- 
ments in  the  field  of  medicine  under  a system  of 
free  enterprise  and  opportunity,  and  provides  an  in- 
creasing sense  of  security  conceming  health. 


LINKS  HIGH  BLOOD  PRESSURE  TO 
AMERICAN  WAY  OF  LIFE 

Is  high  blood  pressure  produced  by  the  mass-pro- 
duction economy  and  “cash  culture”  of  western  civil- 
ization ? 

A doctor  from  the  Hypertension  Clinic  of  the 
Massachusetts  Genei-al  Hospital,  Boston,  believes 
it  may  be,  in  some  cases. 

Dr.  Robert  Sterling  Palmer  reports  his  study  of 
50  patients  with  high  blood  pressure  in  an  article 
in  the  September  23  Journal  of  the  American  Medi- 
cal Association. 

“The  feature  of  this  study  of  50  personalities  is 
similarity  rather  than  diversity  and  uniformity 
rather.thap  individuality,”  he  says.  “A  practical, 
adaptab’c  and  /ather  - concilatory  attitude  to  life 
was  common.  Th-ey  tended  to  the  independent,  res- 
, olute,  industrious  and  efficient. . They  could  fit  in 
well  with  their  group  and  "were  popular  in  their  cir- 
cle of  friends  oi  fellow  workers. 

, . “Outstanding  talent  pr  interest  .in  'music,  art  or 
iitecature,  or’  unusual  scho'arship  -vas  not  found, 
nor  were  theie  special  skills,  originality  or  even 


special  interests  other  than  in  the  occupation  af- 
fording livelihood  apparent  in  any  of  them.  In  their 
aptitude  for  their  particular  occupation,  however, 
the  majority  seemed  to  be  somewhat  above  average. 

“The  predominant  character  traits  which  the 
physician  sees  and  which  the  patient  recognizes  in 
himself  are  those  with  survival  value  in  our  com- 
petitive cash  culture.  This  is  the  personality’s  pro- 
tective coloring  induced  by  the  prevailing  normal 
climate.  This  personality  pattern  is  not  specific 
for  hypertension  but  is  characteristic  of  our  times. 

“Tension  results  when  this  outer  coat  does  not 
fit  the  patient’s  inner  disposition.  This  is  the  strain 
of  integration  or  adaptation.  This  cultural  factor  in 
the  causation  of  disease  presents  a problem,  doubt- 
less insurmountable  in  one  or  in  several  generations. 
This  is  not  a reason  for  failure  to  state  the  problem 
or  to  attempt  to  do  something  about  it. 

“It  is  suggested  that  personality  traits  found  are 
not  specific  for  hypertension  but  rather  are  charac- 
teristic of  our  time,  and  that  hypertension,  in  some 
cases,  may  be  symptomatic  of  the  suppi'ession  of  the 
patient  by  the  demands  of  our  culture.” 


AMERICAN  MEDICAL  ASSOCIATION  MEETS 
IN  CLEVELAND  DECEMBER  5-8 

Family  doctors  are  planning  a four-day  busman’s 
holiday  December  5 when  Cleveland,  Ohio,  plays 
host  to  the  fourth  annual  Clinical  Session  of  the 
American  Medical  Association. 

The  clinical  sessions,  comparative  newcomers  to 
A.M.A.  gatherings,  are  designed  to  help  today’s 
general  practitioner  get  the  latest  information  re- 
garding medical  developments  to  keep  him  right 
in  step  with  specialists  in  a variety  of  fields. 

This  year’s  meeting  will  be  held  in  the  Cleveland 
Public  Auditorium  and  will  deal  with  new  treat- 
ment of  medical  problems  ranging  from  the  com- 
mon cold  to  mental  illnesses.  It’s  technical  exhibits 
will  feature  information  on  drugs,  equipment,  books 
and  other  products.  Its  scientific  exhibit  will  offer 
special  demonstrations  on  fractures,  diabetes,  rheu- 
matism and  arthritis. 

Doctors  will  hear  leading  medical  authorities  dis- 
cuss treatment  of  actual  cases  of  cancer.  And 
through  the  newest  medium  of  color  television  fam- 
ily doctors  will  actually  see  a program  of  surgery, 
clinical  treatment  and  examination  direct  from  Uni- 
versity Hospital  in  Cleveland.  The  telecasts,  spon- 
sored by  Smith,  Kline  & French  Laboratories  of 
Philadelphia,  are  earmarked  as  one  of  the  high- 
lights of  the  meeting. 

Another  of  the  outstanding  events  of  the  Decem- 
ber clinical  session  will  be  the  election  of  America’s 
typical  family  doctor  to  receive  one  of  American 
medicine’s  highest  honors,  the  General  Practitioner’s 
Award.  Doctors  in  line  for  this  recognition  are 
nominated  annually  by  local  and  state  medical  so- 
cieties and  elected  by  the  A.M.A.  House  of  Dele- 
gates. The  award  goes  to  the  doctor  who  best  ex- 
emplifies the  medical  profession’s  standards  of  seiw- 
ice  to  patient,  community  and  country. 

Last  year’s  clinical  session  in  Washington,  D.  C., 
drew  over  4,()0()  family  doctors  from  evei-y  part  of 
the  United  States.  This  year  the  A.M.A.  has  issued 
a blanket  invitation  to  all  members  of  the  Canadian 
Medical  Society,  and  an  even  larger  attendance  is 
anticipated  at  the  Cleveland  meeting. 


ANNUAL  SESSIONS  IN  LINCOLN  MAY  1-5,  19 
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If  she  is  one 
of  your  patients 


...Your  help  now  may  spell  the  difference  between  unprovided-for  old  age 
and  economic  security. 

Women  in  business  who  ore  nervous,  emotionally  unstable  and  generally 
distressed  by  symptoms  of  the  climacteric  almost  inevitably  experience 
a reduction  in  efficiency  os  well  as  earning  power. 

''''Premarin"  offers  a solution.  Many  thousand  physicians  prescribe  this 
naturally-occurring,  oral  estrogen  because... 

1 .  Prompt  symptomatic  improvement  usually  follows  therapy. 

2.  Untoward  side-effects  ore  seldom  noted. 

3.  The  sense  of  well-being  so  frequently  reported  tends  to 

quickly  restore  the  patient's  confidence  and  normal  efficiency. 

4.  This  "Plus"  (the  sense  of  well-being  enjoyed  by  the  patient) 
is  conducive  to  a highly  satisfactory  patient-doctor 
relationship. 

5.  Four  potencies  provide  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets;  also  in  liquid 
form,  0.625  mg.  in  each  4 cc.  (1  teaspoonful). 


While  sodium  estrone  suHale  is  the  principal  estrogen 
in  "Premarin,"  other  equine  estrogens ...  estradiol, 
equilin,  equilenin,  hippulin  . . . qre  probqbly  also  pres- 
ent in  varying  amounts  as  water-soluble  conjugafes. 


ESTROGENIC  SUBSTANCES  (WATER-SOLUBLE) 
also  known  as  CONJUGATED  ESTROGENS  (equine) 


Ayerst/  McKenna  & Harrison  Limited  22  East  40th  Street,  New  York  16,  New  York 
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simple  to  prescribe... simple  to  prepare 

Milk  plus  water  plus  Dextri-Maltose*— to  'prescribe— 
is  the  mixture  most  widely  used  in  the  flexible  formula  system 
of  infant  feeding.  Dextri-Maltose  has  helped  physicians 
to  build  this  system,  now  recognized  the  world  over. 

Formulas  with  Dextri-Maltose  are  simple  to  prepare. 
Dextri-Maltose  is  easily 
measured,  is  readily 
soluble,  and  can  be  used 
in  any  method  of 
formula  preparation. 
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While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin”  other  equine  estrogens. ..estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


”The  . . • estrogen 
preferred  by  us  is 
Tremarin,’  a mixture 
of  conjugated  estrogens, 
the  principal  one 
of  which  is 
estrone  sulfate,” 

Hamblen, E.CtNonh  Carolioi  M.J. 7:533  (Oct.)  1946. 


In  treating  the  menopausal  syndrome 
with  “Premarin^  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin!” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4cc.  (1  teaspoonful). 

*PerIofT.  W.  H.:  Am-J.  Obgt.  & Cyatc.  S8:684  (Oct.)  1949. 
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Convenient,. . Simple  to  prepare. . . Nutritionally  sound.. . Generous  in  protein 


Infant  feeding  formulas  of  cow’s  milk, 
water  and  Dextri-Maltose*  have  been 
prescribed  for  almost  foiir  decades,  by 
two  generations  of  physicians. 

LACTUM  and  DALACTUM  bring  new 
convenience  to  such  formulas . They  are 
prepared  for  use  simply  by  adding 
water.  A one-to-one  dilution  supplies 
20  calories  per  fluid  oimce  and  is  suit- 
able for  most  infants. 

LACTUM  is  a whole  milk  formula  de- 
signed for  full  term  infants  with  normal 
nutritional  requirements. 


DALACTUM  is  a low  fat  formula  for 
both  premature  and  full  term  infants 
with  poor  fat  tolerance. 

♦T.  M.  Reg.  U.  S.  Pat.  Off. 
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